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My background

• At Loughborough since 2007, Fellow of CIEHF, Trustee CHFG

• Day job: Teaching undergrad (BSc) and postgrad (MSc) Human Factors and 
Ergonomics (HFE)

• Supervised 15 PhD students through to completion (Alison will no. 16 ☺)

• Research

• Human error, accident and incident investigation (across a range of safety 
critical industries including healthcare)

• Patient safety culture and its assessment, interventions (e.g., new 
technologies, WHO checklist, acute-community care transitions)
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How far have we come with human factors/ergonomics 
(HFE) and healthcare?
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Human Factors and healthcare: reasons to 
be cheerful ...

https://vimeo.com/196716703

https://vimeo.com/196716703
https://vimeo.com/196716703
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Human Factors and healthcare: reasons to be cheerful 
...
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Human Factors and healthcare: keep the celebrations 
short – Wears (2005)

• Criticised an overly ‘rosy’ view of patient safety 
progress 

• ‘Safety champions’ everywhere

• Contrast with other safety domains:

• “Striving for safety in this world is analogous 
to fighting a long guerrilla war… occasional 
losses, invisible enemies … with no end in 
sight”

• The dangers of complacency and the value of 
‘chronic unease’ (James Reason)



Page 6

• Last 20 years progress, but ‘science’ is still 
immature

• Measurement and evaluation is problematic

• Even when we think we are improving, it is hard 
to show why and how

Patient safety - progress
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Human Factors and healthcare: the dangers of 
repeating the past

• Brief overview of the history and 
development of Human Factors

• ‘Bridging discipline’ – seeking common 
ground with other disciplines

• Way forward not just about education and 
training – too much emphasis on 
healthcare staff to ‘get up to speed’

• More about ‘mutual adjustment’, learning 
together, demonstrating value

• Human factors experts shouldn’t be 
knowledge ‘gatekeepers’ - ‘Giving human 
factors away’
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Some challenges – Some lip service, persistance of 
blame culture (2009)?
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Some challenges – Lip service, persistance of blame 
(2009)?

“The majority of studies have addressed system 
concerns at an individual level of analysis with only a few analysing systems across 

multiple system boundaries”. 



2015 NHS Morecambe Bay Investigation (Kirkup, 2015)*

• Dysfunctional working relationships (midwives, 
obstetricians, paediatricians …)

• Poor investigation of fatalities, collusion, cover-up, 
CQC failings, ‘musketeer midwives’

• ‘What happened at the Trust represents the 
simultaneous failure of a great many systems at 
almost every level from the labour ward to the 
headquarters of the national bodies. In terms of 
James Reason’s ‘Swiss Cheese’ model of accident 
causation, there were a large number of slices of 
cheese, and in the case of the Trust every one of 
them was aligned so that one set of holes aligned 
perfectly.’ (Kirkup, 2015, p. 185).

*Waterson, P.E. (in press). Causation, levels of analysis 
and explanation in systems ergonomics – A closer look at 
the UK NHS Morecambe Bay Investigation. Applied 
Ergonomics



Page 11

Some challenges - Poor science, weak evidence

• Psychometric properties (reliability, validity) of 62 international studies that 
have used the Hospital Survey on Patient Safety Culture

• Hospitals and other healthcare settings across the World

• 62% of studies reported reliabilities which were unacceptably low

• 40% of studies did not report any data on validity

• Patient safety culture(s)

• Need for caution in using this instrument!
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Some challenges – time, complexity
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Some challenges – methods (e.g., Root Cause Analysis)
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Some challenges – methods (e.g., Root Cause Analysis)

Big Gap Between Research and Practice, 
What is Possible in NHS Trusts
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Ways forward

• Training yes, courses yes, front-line staff yes, new collaborations yes, but we need 
much more

• The human factors community probably needs to reach out more

• Some interesting new developments – non-technical skills training, new ways of 
assessing safety culture, safety II (Shorrock, Hollnagel)

• Getting to decision-makers, Trust Boards, CEOs etc – this is very difficult (we are 
still a cottage industry)

• Learning from other industries (and what happened afterwards):

• 1999 Paddington Rail Accident 

• Led to the set-up of the Rail Accident Investigation Branch (RAIB) and Rail 
Safety and Standards Board (RSSB)

• 1988 Piper Alpha – revolutionised human factors and safety in oil and gas
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https://www.youtube.com/watch?v=5oYV3Dqe0A8

https://www.youtube.com/watch?v=5oYV3Dqe0A8


Thank you for your attention!

p.waterson@lboro.ac.uk

Twitter @PatrickWaterso1

https://systemsthinkinglab.com/

https://systemsthinkinglab.com/

