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INTRODUCTION e T e

The Human Factors Analysis and Classification System (HFACS),
hile initially developed for aviation safety analysis, has found a Benefits of HFACS in Patient Safety

significant and transformative application in the realm of patient

The application of HFACS in patient safety allows healthcare organizations to conduct thorough investigations into adverse

safety within healthcare settings. Its adaptation to healthcare _ _ _ o _
events and near misses. By systematically analyzing human factors and systemic issues, healthcare providers can:

underscores the critical need to understand and mitigate human
error in a complex and high-stakes environment. This essay ldentify underlying causes of medical errors beyond individual blame.

explores the application of HFACS in patient safety, highlighting _ _ _ - _ o
_ o o _ o _ Develop targeted interventions to address identified risks and vulnerabilities.
its utility in identifying systemic vulnerabilities and enhancing

safety protocols. Foster a culture of safety that encourages reporting and learning from errors. 4.Implement changes in organizational policies and i

ractices to support patient safety.
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1.Unsafe Acts of Healthcare Providers: non-punitive approach to error reporting and

This level focuses on direct errors in patient care, such as medication

Case Studies and Evidence /J
Numerous studies have demonstrated the effectiveness of HFACS in improving patient safety. For instance, analysis of
medication errors using HFACS has led to the development of more effective medication safety protocols, such as double- ~\
. . . L checking processes and enhanced electronic medical records. Similarly, HFACS analysis of surgical errors has prompted
By introducing HFACS (Human Factors Analysis and Classification Jp y y J promp
. . . . . changes in surgical team communication practices and preoperative checklists.
System), this project aims to enhance the emphasis on patient J J P Preop
safety within the healthcare system and reduce the occurrence of Challenges and Considerations , ——— | .
‘ Organizational ‘ Operational ‘ ‘ Resource .
medical errors. Culture Process Management ’.
’ . . -
While HFACS provides a robust framework for ;
| application in healthcare faces challenges. \ Superdision \ e G peratione. || "Rnown problem \ "Violation”
™ : :
"M These include the complexity of healthcare
I C : . P diti
HFACS Framework Adaptation to Healthcare systems, the variability of patient conditions, and
In healthcare, the HFACS framework has been tailored to address the the need for customization of the framework to T —— SN
unique challenges and complexities of patient care. The four levels of . .
9 & P P address specific healthcare contexts. Moreover, C ' — ’ :
HFACS—unsafe acts, preconditions for unsafe acts, unsafe supervision, " CHEACS - ot o Physical Tools/Technology Cmfd':;nmarggg'gggﬁnmg Fitness for Duty
and organizational influences—are reinterpreted to fit the healthcare € SULCEss O In €nhancing patien T
' Mcontext, focusing on medical errors, procedural violations, and the safety heavily relies on the willingness of Operators
: .. : - | 1
cascading effects of systemic issues on patient safety. healthcare organizations to adopt a transparent, Mental States physiological States Physical/Menta 1
-

errors, surgical errors, or misdiagnoses. These acts can stem from skill- o
Errors Violations
based mistakes, decision errors, or perceptual misinterpretations, | | r 1 .
directly affecting patient outcomes. Decision Errors K Errore ‘ P rrors ‘ Violations Violatione
82.Preconditions for Unsafe Acts: Wiegmann Douglas A. & Shappell Scott A. (2016) . .

In healthcare, this involves conditions that predispose to errors, such as T ——— i

fatigue among medical staff, inadequate staffing levels, poor m ACKN
communication, and insufficient training. Environmental factors, such as

the design of medical equipment and the layout of patient care areas,

also play a significant role.

3.Unsafe Supervision: The adaptation of HFACS to patient safety represents a pivotal Sincere thanks to the leadership of , Chimei Medical Center®
shift in how healthcare organizations approach error analysis L . .
. . . Liouying and all colleagues for their support, especially the
This level examines the role of healthcare management and supervisory . .

and safety improvement. By providing a structured methodology N4 d o
practices in patient safety. It includes inadequate supervision, failure to nursing department staff. From HFACS (Human Factors

enforce standard operating procedures, inadequate training, and the for examining human factors and systemic issues, HFACS

failure to address known safety issues. offers a pathway to enhanced patient safety through

Analysis and Classification System) education and training

to clinical application, after multiple failures and subsequent

4.Organizational Influences: comprehensive risk assessment, targeted interventions, and a - improvements, the HEACS model is gradually

sustained commitment to a culture of safety. As healthcare

At the organizational level, HFACS in healthcare looks at policies, culture, demonstrating its effectiveness in patient safety

and resource allocation, including how hospital management's decisions [ ficontinues to evolve, the application of HFACS In patient safety

impact patient safety. Issues such as underfunding, poor safety culture, Il remain a critical tool in the ongoing effort to minimize harm

and lack of investment in safety training and equipment are critical and improve outcomes for patients.

concerns.
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