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Vanligste forklaring?
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Tradisjonelle syn pa feil

 «Darlig kommunikasjon»

 «Darlig ledelse»

 «Utilstrekkelig situasjonsforstaelse»
* «Uoppmerksomhet»...

«DE MA BARE PRQVE HARDERE! @ » ?
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. L@sning:
Folg prosedyrent!
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Hollnagel E. Safety-I and Safety-Il; the past ana




“Det er menneskelig a
feile”...

T0.COR 15 JUmaN

BUILDING A SAFER HEALTH SYSTEM

Kohn, L. T., J. Corrigan and M. S. Donaldson (2000). To err is human :
building a safer health system.







Dekker, S., Bergstrom, J., Amer-Wahlin, |., & Cilliers, P. (2013). Complicated,
complex, and compliant: best practice in obstetrics.




Komplekse systemer, uforutsigbare utfall

Complex

Adaptive “Emergente fenomen”
Behavior

Emergence

“Perfekt Storm”

Changing Local

Environment /()\j :O\ =~
%O\\ Q\QﬂD Simple, Sel-Organized “Wicked problems”
O— —

Local Relationships

Independent
Agents
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Det handler ikke om mennesker ELLER

systemet...

o

...men mennesker i systemet
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Etterpaklokskap

TR
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Before the After the
Accident Accident
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@ Ukom Fischhoff, B. (1975). Hindsight is not equal to foresight: The effect of outcome knowledge on judgment under uncertainty. Journal
of Experimental Psychology: Human and Performance, 1(3), 288-299. doi:10.1037/0096-1523.1.3.288 |
(Cook in: Woods, 2010)




Lokal rasjonalitet
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WAI - WAD

Work as Imagined

— B

» Mapping need for further care in

the municipalities

o * Prepare/send applicanon for

municipal care

WO+
» Natyfy the municipat healthcare
service about the admission

* Setting a tentative discharge date

* Mapping living conditions/need for
helping aids

Readmissions.

» Toa earty discharge

» Lack of competence ta handle the <
patinenit in primary care

= Wrong care level

» Poor information exchange

* Worsening of iliness

= Municipalities working on finding
further care £.g. nursing home

mm

= Desicion o discharge

* Discharge conversation

* Notify current health agencies
{rursing homes, GF, homecare)

» Discharge papers completed
{Hospital stay summany, medicine
list, nurses’ report)

o

» Patient arriving at home,primary
healthcare
= Continue rehabilitation

Work as Done
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Knutsen, Kringeland,
Rgise et al (2019)







Handtere kompleksitet

Efficiency  Thoroughness
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Hollnagel The ETTO Principle: Efficiency Thoroughness Tradeoff 2009

Navigere |
kontinuerlig endring

Holder systemet
bade «sikkert nok»
og «effektivt nok»



Syn pa “feil” (Safety-Il)

Akseptable utfall AA

(suksess) =

Tilpasninger
e 0
N\

Uakseptable utfall
(feil)

§ Ukom Hollnagel E. Safety-I and Safety-Il; the past and future of safety managemenlJ 2014



Kompleksitet er problemet...

Mennesker er lgsningen
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“Det er menneskelig a
feile”...

10.C0R 5 SUMaN

BUILDING A SAFER HEALTH SYSTEM

Kohn, L. T., J. Corrigan and M. S. Donaldson (2000). To err is human :
building a safer health system. Washington, D.C., National Academy Press.




Safety-ll: fokus pa ‘hva som gar..’

f N
Focus of Safety-I:
accidents &
incidents

Ugnskede Utfall Planlagte Utfall Positive

Overraskelser
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The notion of ‘Human error’ is
an analytical deadend...

-Erik Hollnagel
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Film om Ukom:
https://vimeo.com/1156767618?fl=pl&fe=sh



https://vimeo.com/1156767618?fl=pl&fe=sh
https://vimeo.com/1156767618?fl=pl&fe=sh
https://vimeo.com/1156767618?fl=pl&fe=sh
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Takk for meg

Statens undersgkelseskommisjon
for helse- og omsorgstjenesten
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