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Stig Andur Pedersen
Mathematician, logician and philosopher
1943-2018
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Jens Rasmussen
Engineer, Cognitive Engineering Pioneer
1926-2018
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Copenhagen University
Main Building, Vor Frue Plads

In the background: Former Philos. Inst.
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Powerful leader of the Electronics
Department at Risg National Laboratory
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US National Academy
of Engineering

Dr. Per V. Bruel Member Type: Foreign Member
President Election Year: 1979
Bruel Acoustics Section: 07. Electronics

Holte, Denmark

Dr. Jens Rasmussen

Dr. Niels Hansen Member Type: Foreign Member
Technical University of Denmark Election Year: 1985
FOREIGN MEMBER Roskilde, Denmark Section: 09. Materials
Retired Research Professor ,Rise National Laboratory
Dr. Jens Rasmussen Member Type: Foreign Member
Emeritus Research Professor Election Year: 2013 :
RISO National Laboratory Section: 08. Industrial Syste

Smorum, Denmark
ELECTION YEAR 2013
PRIMARY SECTION Industrial, Manufacturing & Operational Systems

Dr. Henrik Topsoe Member Type: Foreign Member
Executive Vice President Election Year: 2013
Haldor Topsoe A/S Section: 03. Chemical

Kgs. Lyngby, Denmark

Dr. Vlggo Tvergaard Member Type: Foreign Member
Professor Emeritus Election Year: 2001
Technical University of Denmark Section: 10. Mechanical

©® Election Citation

Kgs. Lyngby, Denmark

For contributions to the science and engineering of human
error and reliability, and for the modeling of human behavior.
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Technical University of Denmark Search for text or person Q

JENS RASMUSSEN
(1926-2018)

EVENTS PUBLICATIONS

The Work of Jens Rasmussen

The work of Jens Rasmussen represents some of the most influential contributions to the field of safety science, human error and accident research over
the course of the last half century. His work has influenced researchers and practitioners in a number of fields including psychology, engineering,
sociology and human factors.

In more recent years, a large amount of research has been inspired by theo&shy;retical and practical aspects of Rasmussen’s work including his models
of the boundaries of safe operation and performance and methods such as Cognitive Work Analysis and graphical support for accident investigation.

Jens Rasmussen is a member of the US National Academy of Engineering, “for contributions to the science and engineering of human error and
reliability, and for the modeling of human behaviour”. See also a recent Special Issue of Applied Ergonomics on the Legacy of Jens Rasmussen

12 DTU Management Engineering,
Technical University of Denmark



JENS RASMUSSEN

(1926-2018)

EVENTS PUBLICATIONS

Click on items for
full text access
(soon to be fully
implemented)

f »

Publikationer Sort: Year
LL

2005
"Going solid"
Cook, R. ; Rasmussen__Jens
in: Quality and Safety in Health Care, vol: 14 issue: 2, pages: 130-134
Type: Journal arficle (Peer reviewed)
Status: Published Year: 2005 | DOl hitps://doi org/10.1136/gshc 2003009530

2003

2002

The role of error in organizing behaviour

Rasmussen,_Jens

in: Quality and Safety in Health Care, vol: 12. issue: 5, pages: 377-383

Type: Journal arficle (Peer reviewed)

Status: Published Year: 2003 | DOl hitps://doi org/10.1136/ghc 12 5377

in

Graphic representation of accident scenarios: mapping system structure and the

causation of accidents

Svedung, |. ; Rasmussen, Jens
in: Safety Science, vol: 40, issue; 5, pages: 397-417

Type: Journal article (Peer reviewed)
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Technical University of Denmark

JENS RASMUSSEN
(1926-2018)

EVENTS

The Lagacy of Jens
Ramussen 2014

PUBLICATIONS

ACE-ODAM 2017

Human Factors
Seminar 2018

REGISTRATION CLOSED

Human Factors Seminar
Technical University of Denmark — DTU
14 November 2018, 11:00-16:10

The seminar, which is held on the occasion of Professor Henning Boje Andersen’s transifion fo
emeritus {and senior scientist) status, will introduce 3 website of publications by and events relatad

{0 the work of Jens Rasmussen

Seminar Programme

Time
11:00

1ecnnical vniversity or venmark

Introduction and welcome

Looking back and looking
forward

After Rasmussen — Recant
Trends in Human Factors
and Human Error

Fer Dannemanad Andersen
Deputy Director, DTU
Management Engineering
Henning Boje Andersen
Frofessor Ementus, Senior
Scientist, DTU MAN
Patrick Waterson

Reader 'in Human Factors
and Complex Systems
HFCS Research Group
Leader, Loughborough

Naczinn QahaAnl

Users may click on
specific events for links
and further materials
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Robert L. Helmreich
(1937-2012)
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Robert L. Helmreich and Ashleigh C. Merritt
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Sample from a survey of seafarers perceptions of safety
factors [1/6]

(Four Scandinavian companies, 1148 respondents: 733 officers / 415 others.
Source: Andersen, Garay & Itoh., 1999)

C29: Accidents and near-misses are always
reported according to company orders

Company A Officers

Company A Others

Company C Officers

Company C Others

|
n
|/

Company D Officers

Company D Others

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100

Company E Officers

B Disagree strongly B Disagree slightly O Neutral B Agree slightly B Agree strongly

16 DTU Management Engineering,
Technical University of Denmark
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Riso-R-1369%(DA) . X . . i . . o
Laegers og sygeplejerskers holdninger til rapportering og handtering af fejl og andre utilsigtede
haendelser
DTu Authors:  Madsen, Marlene DyrImv*; Dstergaard, D.4; Andersen, Henning Boje1, et al. (Show all 7)
= Affiliations: ' Rise National Laboratory for Sustainable Energy, Technical University of Denmark

Rekommandationer for rapportering
af utilsigtede hzendelser pa sygehuse

Hovedrapport fra projekt om krav til et
registreringssystem for utilsigtede haendelser
pa sygehuse

Niels Hermann, Henning Boje Andersen, Thomas Schiseler,
Marlene Dyrlov Madsen, Doris Ostergaard

DSI Institut for Sundhedsvaesen
Forskningscenter Rise
Dansk Institut for Medicinsk Simulation

Forskningscenter Riso, Roskilde
September 2002

17 DTU Management Engineering,
Technical University of Denmark

2 Safety, Reliability and Human Factors, Systems Analysis Division, Rise National
Laboratory for Sustainable Energy, Technical University of Denmark

3 Systems Analysis Division, Risg National Laboratory for Sustainable Energy, Technical

University of Denmark (Show all 4)

Ugeskrift for Laeger & — 2006, Volume 168, Issue 48, pp. 4195-4200

Journal:

Lagers og sygeplejerskers holdninger
til rapportering og handtering af fejl
og andre utilsigtede haendelser

Ph.d. Marlene Dyrlov Madsen, overiaege Doris Dstergaard,
seniorforsker Henning Boje Andersen, overlage Niels Hermann,
specializge Thomas Schigler & afdelingsleder Morten Freil

Forskningscenter Rise, Afdeling for Systemanalyse,
Amtssygehuset | Herlev, DIMS - Dansk Institut for Medicinsk
Simulation, DSI - Institut for Sundhedsvasen, og

Enheden for Brugerundersogelser | Kebenhavns Amts Sygehus-
vasen

Resume

Introduktion: Der findes kun f3 undersegelser om |a@gers og
sygeplejerskers holdninger til rapportering og handtering af util-
sigtede handelser. Viden herom er relevant og kan vaere afgarend

pemes holdninger til rapportering af fejl og utilsgtede handelser
pd sygohuse, pd drsagerne til tiibageholdenhed og pd graden af
bekymring i forbindelse med at beg fejl. Laegeme er mere til-
bageholdne (34%) end sygeplejerskerne (21%) med at omtale
utitsigtede handelser og fejl. De vaesentligste potentielle drsager
angives som: manglende tradition, frygt for pressen og risikoen for
at 14 en nase. Gruppen af ikkeoveri@ger (afdelingsiamger, 1. reser-
velager og reservelager), iser de kvindelige, er mest enige | disse
arsager, Samtidig giver tanken om at skade en patient anledning
til, at 35% af ikkeoverkeger »nu og dalofte« overvejer at opgive
deres arbede.

Diskussion: Indsatsen for at forbedre patientsikkerhedskulturen
kan med forde! inddrage den viden om ligheder og forskelle

for at imadega potentielle problemer og barrierer hos disse per-
sonalegrupper og for at statte kulturaendringer | forbindelse med
rapportering og l@nng,

Materiale og metoder: Et spargeskema med 133 spargsmal bley
udsendt | februar-marts 2002 til 4,019 laeger og sygeplejersker |
fire amter. Artikien behandler kun dele af spergeskemaunder-
segelsens resultater,

Resultater: Der er | analysen indgaet besvarelser fra 703 leger og
881 sygeplejersker med en svarprocent pa 51%. Der er anvendt
ikkeparametriske test (Mann-Whitney og Kruskal-Wallis) til sta-
tistisk analyse. Undersegeisen viser stor forskel pd personalegrup-

mellem pe grupper, der er pavist | denne undersegelse

Internatonale sivel som nationale erfaringer fra sikkerheds-
kritiske domaener peger pi vigtigheden af lering fra utilsig-
tede haendelser. Forudsatningen for lering er bla. et rappor-
teringssystem, hvilket blev etableret i Danmark den 1. januar
2004, og et personale, der villigt mpponerer. Undersogelser
viser, at rammeme og kulturen omkring rapportering er af-
gorende for, at medarbejderne rapporterer om egne og kolle-
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Fremsat den 30. april 2003 af indenrigs- og sundhedsministeren (Lars Lekke ;Rasmussen)

First law on patient safety
and reporting of incidents Forslag
that is mandatory, nation-
wide and non-punitive!

Lov om patientsikkerhed i sundhedsvaesenet

til

Kapitel 1

Formdl, anvendelsesomride, definitioner m.v.

§ 1. Loven har til form3l at forbedre patientsikkerheden i sundhedsvaesenet. Loven finder anvendelse pé

rapportering af utilsigtede haendelser, som forekommer i forbindelse med behandling af patienter i sygehusvaesenel

jf. dog stk. 2.

§ 6. En sundhedsperson, som rapporterer en utilsigtet hasndelse, kan ikke som felge af sin rapportering
underkastes disciplineere undersggelser og foranstaltninger af ansasttelsesmyndigheden, tilsynsmasssige reaktioner

af Sundhedsstyrelsen eller strafferetlige sanktioner af domstolene.

18 DTU Management Engineering,
Technical University of Denmark



Sample: two production plants surveyed

e Two Danish production plants, P1 and P2,
daughter companies within same corporation

eEach having a workforce of around 450 persons

eThe two plants, P1 and P2, entirely alike w.r.t.
esafety management structure,

etop management,

e production and tasks,

ework force composition

ecach situated in regional locations

19 DTU Management Engineering,
Technical University of Denmark
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HE

The twin company sample

Plant 1 Plant 2
No. of respondents 364 388
Response rate 94% 88%
LTAs per million work hours in 2003) 60,6 44,2
Self-reported incidents/accidents per person-year 3,3 1,2

Thus: Plant 1 has 37% more LLTAs and a 178% higher
rate of self-reported work incidents than its sister plant

20 DTU Management Engineering,
Technical University of Denmark



Responses (1:8)

Reporting - willingness: Negative responses

All reportable accidents are reported here/

Plant 1

p<0.001 / Plant 2

| am myself willing to report all reportable
accidents/ Plant 1

p=0.002 / Plant 2

8% 10%
2% 7%
4% 6%
1% 5%
O[Strongly] disagree 0 Neutral

21 DTU Management Engineering,
Technical University of Denmark
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Responses (1:8)

Reporting - willingness: Negative responses

All reportable accidents are reported here/

Plant 1

p<0.001 / Plant 2

| am myself willing to report all reportable
accidents/ Plant 1

p=0.002 / Plant 2

8% 10%
2% 7%
4% 6%
1% 5%
O[Strongly] disagree 0 Neutral

22 DTU Management Engineering,
Technical University of Denmark
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re 2013; Volume 25, Number 2: pp. 132140

Advance Access Publication: 3 anuary 2013

Validating the Danish adaptation of the
World Health Organization’s International
Classification for Patient Safety
classification of patient safety incident types

KIM LYNGBY MIKKELSEN', JACOB THOMMESENZ AND HENNING BOJE ANDERSEN?

L

‘Nanonal Agency for Patients” Rights and Complaints, Copenhagen, Denmark, and “Technical University of Denmark, Management
Engincenng, Kgs. Lyngby, Denmark

Address reprnt requests to: Kim Lyngby Mikkelsen, Natnonal Agency for Panents’ Rights and Complaints, Copenhagen, Denmark,
Frederiksborggade 15, Copenhagen DK-1360, Denmark. Fax: +45-7222.7411; E-mail: kilm@paticntombuddet.dk

Accepted for publication 2 December 2012

DTU Management Engineering,
Technical University of Denmark



3. Kommunikation og dokumentation | X{ |5. Blod og blodkomponenter I X[ 7. Infektion X]| [10. Bygninger og infrastruktur | X
Type Type Type Struktur
R@D = obligatorisk klassifikation, Mundtligt X| |Cellulere produkter, herunder: Bakterie X| [Fysiske rammer X
BLA = udvidet, ikke-obligatorisk Skriftlig (papir) X| | - Erytrocytter (fx Sag M) X| [Vvirus X| [Udformningen af inden- & udendersarealer X
klassifikation. Skriftlig (elektronisk) X - Trombocytter X[ |Svamp X| |Transport X
For hver haendelse skal der afkrydses ét Mellem hvem Plasma X | |Anden/ ikke-identificeret organisme X| |Logistik X
eller flere felter inden for den obligatoriske | |inden for teany afsnit X| [Albumin X| |Zype af infektion, sted Kommunikationssystemer X
klassifikation. Desuden kan der afkrydses | [Mellem teams/ afsnit /afdelinger X | |Koagulationsfaktorer X| |Sepsis X| [Forsyningssystemer X
et eller flere felter inden for den udvidede, | |Mellemhospitaler / institutioner X| |Immunoglobin X| |Kirurgisk indgang X | |Brand- og rogudvikling X
ikke-obligatoriske klassifikation. Mellem sektorer X |Anden type/ vides ikke X| |Abces X| [Anden struktur/ vides ikke X
Hvis heendelsestyper 1, 2 eller 12 veelges, | |med patient / parerende X[ |Proces Luftvejsinfektion X| |Problem
skal undertyper afkrydses, og afkrydsning | [pokument (elektronisk eller papir) Distribution/ pakning/ emballage X[ |Intravaskuler kanyle/ kateter X | |Ikke eksisterende/ utilstraekkeligt X
er ikke mulig pa overordnet niveau. Rekvisition/ recept X | |Opbevaring X | |Inficeret protese X| |Beskadiget/ fejlbeheftet/ slidt X
Joumaler/ vurderinger/ henvisninger/ epikriser | X| |Ordination X| |Urinvejsinfektion X | |Andet problenv vides ikke X
Formularer/ erkleringer X| |Bestilling /rekvisition X| |Bleddele X
Labels/ ID-armbénd /kort X[ |Pre-transfusion test X[ |Andet probleny vides ikke X | |11. Individ, team og organisation I X
1. Administrative processer Brev/ e-mail /anden korrespondance X| |Udlevering/ athentning X Individuelle faktorer
Proces Beskrivelser/ resultater /billeder X| |Dispensering X| |8. Medicinsk udstyr | X| |Individuelle faktorer generelle X
Overdragelsen af ansvar X| |Andet dokument/ vides ikke X| |Administration X| |Problem Forkert vurdering, beslutning X
Aftale/ indkaldelse/ henvisning X| |Problem Monitorering X | |Svigt, fejl og fejlfunktion X | [Forkert udforelse X
Behandlingsforleb/ patientforlob X| |Manglende el. forsinket adgang til dokumentet | X| |Anden proces/ vides ikke X| |Fejlanvendelse X| |Andre individuelle faktorer X
Indleggelse/ modtagelse X| [Forkert patient/ forkert dokument X| |Problem Uklar vejledning og merkning X| |Team
Udskrivelse X| [Uklar/ ufuldsteendig/ manglende information X| |Forkert patient X| |Prasentation/ pakning X| |Teamledelse og -samarbejde X
Identifikation X | |Andet probleny vides ikke X | |Forkert produkt X| |Udstyr ikke tilgengeligt X| |Organisation
Informeret samtykke X Forkert dosis eller frekvens X | |Uegnet til opgaven X - Organisering, lokalt eller tveergdende X
Respons pé nedsituationer X| [4. Medicinering | X| [Forkert dispensering X| |Urent/ usterilt X| | - Menneskelige resurser X
Anden proces / vides ikke X| |Leegemiddel Forkert administration X| |Lesrivelse/ fejiforbindelse/ fiernelse X| | - Ikke-menneskelige resurser X
Problem Medicinlisten | X| |Forkert opbevaring X| |Andet probleny vides ikke X - Retningsgivende dokumenter X
Ikke udfort X| |Proces Kontraindikation X - Arbejdsmiljgfaktorer X
Tkke udfort til rette tid/ forlengelse X| |ordination X| |Andet probleny vides ikke X| |9. Patientuheld X| |Andet X
Ufuldsteendig/ utilstreekkelig X| |Recepthandtering X Uheldstype
Utilgengelig X| |Receptkontrol X| [6. Gasser og luft til medicinsk brug | X| |Fald X| [12. Selvskade/ selvmordsforseg/ selvimo:
Forkert patient X| |Handtering af doseringskort X| |Type Brandskade X| |Type
Forkert proces X| [Dispensering X] it ©2) X |Andet uheld X| [Selvskade X
Andet probleny/ vides ikke X| |Administration X| |Atm Luft X| |Problem Selvmordsforseg X
Opbevaring X| |Lattergas (N20) X| |Ydre, fysiske forhold X| |Selvmord X
2. Kliniske processer Dokumentation X | |Anden type/ vides ikke X | |Patientens fysiske tilstand X
Proces Monitorering X[ |Proces Manglende erkendelse af patientens fysiske forméel |13. Anden utilsigtet haendelse I X
Opsporing og forebyggelse X| [Emballering og navn X| [Mearkning af beholder/ farvekodning/ PIN index [ X | | - Patientens egen erkendelse X
Sygdomsudredning X| |Levering X| |Ordination X - Personalets erkendelse X
Behandling og kontrol X |Anden proces/ vides ikke X| [|Administration X | |Andet problen vides ikke X
Pleje, genoptrening og terapi X| |Problem Levering/ forsyning/ bestilling X
Fortolkning af og reaktion pa undersogelser og X| [Forkert patient X | |Opbevaring X
Fysisk eller medicinsk tvangsbehandling X| |Forkert legemiddel X | |Anden proces/ vides ikke X
Anden proces/ vides ikke X |Proces forkert/ ikke udfort/ mangelfuldt udfort X| |Problem
Problem Forkert dosis/ tidspunkt/ frekvens/ ikke givet X| [Forkert patient X
Ikke udfort X | |Forkert dispenseringsform X| |Forkert gas/ luft X
Ikke udfert til rette tid/ forlengelse X | |Forkert formulering eller klargering X| | Forkert rate/ flow/ koncentration X
Ufuldstaendig/ utilstreekkelig X| |Forkert administrationsvej X| |Utilstreekkeligt lager, tom flaske X
Utilgeengelig X| |Forkert label/ instruktion X |Kontraindikation X
Forkert patient X | |Forkert ordination/ kontraindikation X| |Forkert opbevaring X
Forkert proces X| |Forkert opbevaring X| |Forkert administration X
Forkert kropsdel/ side/ sted X1, JUdlebet medicin X| |Forurening X
Andet probleny vides ikke X | “|Andet probleny vides ikke X| |Andet probleny vides ikke X
- recnnicar unive



ICC vs. Prevalence, by category

1. Administrative processes

Handovers/ shift changes/sector changes/ Referral

Appointment

Waiting list/ waiting time/ continuity break

Admissions/reception

AL

e

@17

Discharge

Patient identification

Informed consent

RIN|OO|N|HR|WIN| =

Other/not known

2. Clinical processes

Screening/Prevention/Routine Checkup

10

Diagnosis/examination/assessment

11

Treatment/intervention/monitoring

12

Care/rehabilitation

13

Test/survey/test results

14

Detention/fixation

15

Other/not known

16

. Professional communication and documentation

17

. Medication

18

. Medical equipment

19

. Infection

20

. Blood and blood components

21

. Gases and air for medical use
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. Self-harm, suicide attempts or suicide
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Self-harm
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23

Suicide attempt

24

Suicide

10. Patient accident

25

Fall

26

Other

27

11. Buildings and infrastructure

28

12. Resources and organisation

29

13. Other incident type




Handovers, handoffs, transitions ...

Handovers: situations and processes during which

=
—
—

i

responsibility for and information about a patient is
received by one caregiver from another

26

Patientovergange definerer vi som situationer, 1
hvilke ansvaret for en patients diagnose, behandling
og pleje overgar — helt eller delvist, midlertidigt eller
permanent — fra en sundhedsperson til en anden.
Denne definition er i overensstemmelse med den, der
anvendes af bade den australske og den engelske
medical assoctation [1, 2]. Pa engelsk anvender man
hyppigst termerne handover og handoff.

DTU Management Engineering,
Technical University of Denmark



Der er mange sikkerhedsrisici ved patientovergange

Inger Margrete Dyrholm Siemsent?,

OVERSIGTSARTIKEL

1) institut for Plankeg
nng, Rnovation og
Ledelse, Danmarks
wknitke Universtet,
2) Darsk nstitut for
Medion sk Siemadation,

RESUME

Moderne patientbehandling rawver samarbejde mellem flere
funiioner, specialer og faggrupper. Nir ansvaret for en patient
skifter haender, kan der let ske mformationstab, og ansvaret for
patienten kan veere uidart. | #leraturgennemngangen beskriver
dentficerede problemer i patientovergange og giver anbefalin
ger til igsning af disse. | alt er 417 artidler gennemgiet efter

rakie forhold, der kan plvirke patienisikterheden

Lisa Michaelsen?, Jacob Nielsen*?, Doris @ergaard’ & Henning 8oje Andersen’

vagtskifte, og 30% at de atdelinger, zom var involve-
rede i patientovergangene, ikke var tlstraekkeligt
gode til at koordinere patientens behandling:forlob.
Yderligere viser resultaterne fra de mortaliters-
analyzer, zom Regionerne har gennemfort pd ti ho-
spitaler 1 2008, og zom Dansk Selskab for Patient-
sikkerhed har tammentattet i en rapport [4], at
blandt de potentielt forebyggelige dodsfald var &r-
sageme i flere tilfelde mangelfuld behandling og

Herlev Hospaa), o spgning i PubMed. Gennemgangen, som bygger pd 29 artikler,
3) Udvikingsafdeingen, &

Herlev Hospital PEREt Py on

e | DYET3ENGE O visEr herved, hvor vighigt

overgange, som ef en sdrbar fase i patientiorigbet
_— 1

t det er at have fokus pd

kommunikation i overgange.
Cook et al [S] var blandt de forste til at s@tte
fokus pd denne problemstilling. Siden er der inter-

Cogn Tech Wark
DR 1 MO 100 1 14001 - (81031

ORIGINAL ARTICLE

Development and validation of a taxonomy of adverse handover

events in hospital settings

Henning Boje Andersen - Inger Margrete [). Siemsen -

Lene Funck Petersen - Jacob Nielsen - Doris @stergaard

Received: 10 Seplember 2012/ Accepled 10 Ceiober 2014

B The Aulhon(s) 20004, This anticle is publizhed with open aooss &l Springerlnk oom

Abstract To develop and validate a taxonomy to classify
and support the analysis of advese events nelated to patient
handovers in hospital settings. A taxonomy was established
using descriptions of handover events extracted from
incident reports, interviews and mot canse anal ysis reports.
The inter-mter religbility and distribution of types of
handover failures and causal factors. The taxonomy con-
tains five types of failures and seven types of main causal

Keywords Tamonomy - Adverse events - Patien
Patient handover - Patient handoff - Communicat)

1 Introduction

In mcent vears, there has been an increased

patient safety during patient handovers. If a patig

Secandinawian Journal of Public Healdh, 2012; 400 43

ORIGINAL ARTICLE

Factors that impact on the safety of patient handovers:
An interview study

INGER MARGRETE DYRHOLM SIEMSEN'?, MARLENE DYRL@V MADSEN?,
LENE FUNCK PEDERSEN?, LISA MICHAELSEN?, ANETTE VESTERSKOV PEDERSEN?,
HENNING BOJE ANDERSEN! & DORIS @STERGAARD?

L[, M i ng, Danish Technical Universicy (DTU), Kgs. Lyngby, Denmark, and
Danish Instirure dMsdlml&mﬂauan (INMS), Capital Region, Herlev Hospiral, Demmark

Abstract

Awms: Improvement of clinical handover i= fundamental to meet the challenges of patient safety. The primary aim of this
interview study is to explore healthcare professionals” attitudes and experiences with critical episodes in patent handover
in order to clucidate factors that impact on handover from ambulance to hospitals and within and between hospitals.
The secondary aim is to identify possible scolutons to optimise handovers, defined as “situations where the professional
responsibility for some or all aspects of a patent’s diagnosis, treatment or care is transferred to another person on a
temporary or permanent basis”. Merhods: We conducted 47 semi-structured single-person interviews in a large university
hospital in the Capital Region in Denmark in 2008 and 2009 to obtain a comprehensive pichare of clinicians’ perceptions
of self-experienced critical episodes in handovers, We inchaded different types of handover processes that take place within
several specialtes. A total of 23 nurses, three nurse assistants, 13 physicians, five paramedics, two orderlies, and one
radiographer from different departments and units were interviewed. Resultss We found eight central factors to have an
impact on patient safety in handover situations: communication, information, organisation, infrastruchare, professionalism,
responsibility, team awareness, and culiure, Conclusions: The eight factors identified indicate that handovers are
complex situations. The organisation did not see patient handover as a critical na.ﬁotypo\i.n‘l of hospitalisation,
revealing that the safety culture in regard to handover was immature. Work was done in silos and many of the
handoever barriers were seen to be related to the fact that only few had a full picture of a patient’s complete
pathway.

Key Words: Accident prevention, patient trangfer, safety, qualiey of health care, safery management
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Boeing-Medel 299 '
Prototype crashed 1935 when pilots
forgot their checks. This in turn gave
___riseto the creation of the first

checklistsfor human-machine
interaction




The
CHECKLIST

-
Manifesto
A New York Times bestseller
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A sinister prediction

30
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"If the bureaucratic approach
is prevailing, much energy
will be used to demonstrate
formal compliance with
standards, but there will be
no real willingness to change
and improve patient safety"

Carlo Ramponi, Managing Director
Europe for Joint Commission
International. Statement at the
launch of the Danish accreditation
programme for hospitals [Mandag
Morgen 2009]
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Increasing disatisfaction with
documentation and control .....

31

Sygeplejersker drukner
i dagligt skrivearbejde

PATIENTSIKKERHED:
Jeg udfylder stakke-
vis af dokumenter

pa en arbejdsi
Jegerikkeit

om, at det kunne
gores mere effek-
tivt.

s
'

Kvalitetsmodel for at kvali
tetssikre sundhedsydelser.
ne for den enkelte borger.
Det har lebende resulteret
i flere forskellige tltag
Blandt andet er der konsta
ojne pa sundhedsy
forhold til at dokumentere
enhver ydelse.

Jeg finder det vigtigt, at
blikket Kunne blive rettet
imod, hvilken dokumenta-
tion, der er nedvendig for at
opnd kvalitet og patientsik
kerhed pa et hajt fagligt ni
veau. Som det er nu, skal alt

trolsamfund. Alt, hvad vi
gor, skal skrives ned et eller
andet sted, og hvem er det til
gavn for?

Jeg ansker, at man ser pi
om der forekommer dobbelt
dokumentation, Hvis det
undgas, vil det give os mere
tid til kerneopg , som
un@gteligt ma vare at yde
sygepleje til patienterne.

Ind imellem bliver patien-
terne reduceret til en elek-
tronisk journal. Kan man
reducere et menneske til et
stykke papir? Lad

jerske for at sidde og skriv
side op og side ned om pa
tientens tilstand.

Jeg blev eplejerske
fordi jeg gerne vil hjely
og gore en fo
medmennesker,

, der for e
stund i derves liv har brug fo
pleje og omsorg fra en sund
hedsperson.”

Jeg ensker selviolgelig, a
kvalitetssikring og doku
mentation indgar i min sy

gepleje med det formdal at og
patientsikkerheden mer
det skal veere pa en sadar

made, at jeg kan ga hjem fri

udforer af p

sygeplejerske ‘, “
Klovermarks-

vejd

Vordinghorg

registreres es p
Jegudfylder stakkevisafdo- medt af en person, som vil rbe;
Selvfolgelig er kv. kumenter pa en arbel ag,  dem det bedste, oj nikke afatv sygeplejersk

ring og dokume bare har alle mulige skema n forskel!"

Morten Staberg: Der sniger sig stadig
nye krav ind lgbende
NYHEDER (3 0t N

P4 torsdag er det preecis to ar siden, at specialleege i paediatri, Morten Staberg, skrev en kronik i
Politiken, der for alvor satte dokumentationsmaengden pa hospitalerne pa dagsordenen. | dag har
han netop forladt anseetielse i det offentlige til fordel for konsulentarbejde og forskning. Vi har
bedt ham komme med et reality check.

Jeg er tkke 1 tvivl om, at det

Forfattere
Bente Bundgaard, bbu@dadl.dk

Dato
7.0ct 2013
Hvad synes du om den nye IKAS-rapport?

sDet er ikke de enkelte krav fra IKAS, der er problemet, men den samlede maengde. Der er krav
fra IKAS, lovmaessige krav, krav fra de enkelte sygehuse, afdelinger, NIP, kirurgiske tjeklister og

DTU Management Engineering,
Technical University of Denmark

REGISTRERING Et sundhedsvaesen *
ramt af registreringspsykose?

B Dagens Medicin, Sektion 1, Side 22
14. februar 2014, 1680 ord, Id: e442d58d
Knut Borch-Johnsen Formand for Dansk Selskab for
Kvalitet i Sundhedsvasenet, vicedirekior, Holbask
Sygehus Hanne Sveistrup Demant
Bestyrelsesmedlem af Dansk Selskab for Kvalitet i
Sundhedsvasenet, vicedirektar, Psykiatrien,
Regiun Sjeelland

© IKAS

Medicin

KRONIK Der er gode argumenter for hver enkelt registrering i

dhed: t. Problemet er blot, at summen af registreringer er blevet
en belastning i det daglige. Derfor er tiden inde til en kritisk revision af vores
registreringspraksis.

' Tag faget tilbage'. Det er beskeden fra en nyligt etableret Face bookgruppe,
hvor ansatte i sundhedssektoren udtrykker deres utilfredshed med udviklingen
i sundhedsvaesenet pa felgende made: »Tiden er kommet til, at vi som
sundhedsfaglig gruppe melder fra over for myndighedernes tiltagende kontrol
og bureaukrati og kreever faget tilbage.

« Beskeden er ogsa hort af en del politikere, som under efterarets valgkamp
udtalte, at en ' tillidsdzgsorden’ skal erstatte den eksisterende kontrolkultur.
Ved drsmedet i Dansk Selskab for Kvalitet i Sundhedsvaesenet var temaet '
Kvalitet i tal', og fra alle niveauer i sundhedsvaesenet Igd kravet om en kritisk
revision af den made, vi maler og kontrollerer pa i det danske sundhedsvaesen.




KRONIKEN
18. November 2013

Vi bruger alt for meget tid pa registrering

sundhedsvaesenets fornemste opgave er | blevet rituelle? Vi mener, at nogle malin- | hjelp af I Danmarker der etableret | Forel
JAN MAlNZ atsorge for, at patienterne fir de rigtige | ger bor flemes, og | vedat ige typer af da- - | Sper,
igtige diagn dre bor indort skalom- | t il P Deite i dlagafsund- | den¢
PER LUND SPRENSEN behandling, plefe og genoptraning ndr fangetafdoku- | er kun er muligt relacivi @ lande, hedsfaglige, kliniske indikatorer og san- | nikat
de kontakrer sundhedsvaesenet. | et mo- mentation og an- darder (kvalitetsmal) belyser den sund- ternt
MORTEN KJBLBYE demne sundhedsvarsen er det samtidigen “ tallet af milinger LAD 05 sld det fast med det samme. Vier hedsfaglige kvalitet, dvs_kvaliteten af fo- | kvali
ANETTE SLUTH forpligtelse, at der lobende foregar kvali- vionsker, atvi byggelse, diagnostik, behandli I ling
tetsmaling, s3 sundhedsvasenetkando- | Vibgrtagevor  reduceres. | bruger og rehabili il kke i
HELLE ULRICHSEN kumentere sitvard, og s3 det amuidiger | dojamentation, llg,»l('m-\lmpl dervitterligtsigernoget. | sygdomme. Internationak erDanmark | soge
hvad 1 mening for pati velse
dtl-\rlaptn)(m - OECD en evalue. enten. | et moderne rationelt sundheds- dere
Deter uacceptabelt, at Pl hospitalerne foretagervi  forbindel. | 9€r 0g kvalitets- ringatoaliteen | vesene der behoor VIKAN i | hojer
S semed den direkte patientbehandling | malingeroptil g kesund- | forat datab ¢ maler keonjuveler- | ring
n revision hedsvasen. Kon- ledelse. kva- | ne,dvs. kvaliteten harg
gertidpa dokumemaﬂon' stor del af disse malinger er desvierre me- at delafvor - " ford
ningslose og naermest rituelle, fordi de tyrer vi i blinde. Samti- ske kvalitetsdatabaser imereend 10 drvi- | forbx
derreeltikke har nogen m‘} siger :ﬁgel om kvaliteten. Tiden, der | kan betragtes som pioner med hensyn til | dig er de grundlaget for,at sundhedsvae | ser, at kaliteten er blevet \P‘nmhnl for:

vardi.Viskal revidereden | girmed arreg g MdecDanmarkeretaf | senetoverfor det kan do- mm, DEN
disse mlinger, gir fra kontakten til pati- | delande,. dnelnln " Idet 3 blev
madde,vimaler kvallmpa. i tragtes ) alled o Sk bacerder mod
ogsorge forat ling, Dexte er utilfredsstillende, iserien | forandre lande. Det. | thed delser of- malinger.P3dinisk niveau e dec uul 2005
faktiske problemer. tid, hvor sen Klarer stg altsd | huse
neterunder pres. godt OECD's er derhar | erintegreret som
Dmumlh«hlmlmep«w.umum OECD angiver imidlertid, at der er behov | de i journal. ind .ahlnlnum grun

under leger og for enhaeng i i 4| o kvall ressourcer pd at indby edataide kI Udfe n

SUNDHEDS-
ALDREMINISTERIET

TE Sundhed Kldre Sundhedsprofessionelle

Du er her: Forside Nyheder Nyheder Sundhedsministeren og regionerne vil have mere kvalitet og mindre

NYHEDER

Sundhedsministeren og Ja, selv tidligere
e regionerne vil have mere
Pressekontakt kValitet Og mindre Stﬂtter af DDKM

Om hjemmesiden

DT sagde: “det er for

g oo

Abonner pa nyheder
20-04-2015 ”
f meget!
PRESSEMEDDELELSE - Papirarbejdet fylder for meget pa -
Publikationer sygehusene. Det mener sundhedsministeren og formanden for

Danske Regioner, der begge vil have mere kvalitet og mindre
bureaukrati og derfor nu vil zendre i den made, sygehusenes
kvalitet males pa.
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Compliance with hospital accreditation and
patient mortality: a Danish nationwide
population-based study
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Abstract

Objective: To examine the association between compliance with hospital accreditation and 30-day
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Compliance with hospital accreditation and
patient mortality: a Danish nationwide
population-based study

ANNE METTE FALSTIE-JENSEN', HEIDI LARSSON', ERIK HOLLNAGEL?,

Objective: To examine the association between compliance with hospital
accreditation and 30-day mortality.

Design: A nationwide population-based, follow-up study with data from national,
public registries.

Setting: Public, non-psychiatric Danish hospitals. Participants: In-patients
diagnosed with one of the 80 primary diagnoses.

Intervention: Accreditation by the first version of The Danish Healthcare
Quality Programme for hospitals from 2010 to 2012.

Main Outcome Measure(s): All-cause mortality within 30-days after
admission.

RESULTS:

30-day mortality risk for in-patients at ..

- Fully accredited hospitals: 4.14% (95% CI:4.00-4.28)

- Partially accredited hospitals: 4.28% (95% CI: 4.20-4.37)

- Adjusted OR of 0.83 (95% CI: 0.72-0.96)

Conclusion: Admissions at fully accredited hospitals were associated
with a lower 30-day mortality risk than admissions at partially
acgredired hospitals.

Technical University of Denmark
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SUNDHEDS-

ALDREMINISTERIET

And finally, S —
hospital
accreditation
was abolished

NYHEDER

Pressekontakt
Om hjemmesiden

Privatlivspolitik

Abonner pa nyheder

Lovstof

Publikationer

Principielt titharer data patienten. ikke
e lcln loegen, tkke samfimdet

LI Videsahab  Akmen praksis  Namers  Biogs Opinon  Ageada Deger Amsoncer  Abomement  Job

Mg Top 100 | Ml | Meoeas

Nyheoer

Regeﬁngen og regioner klar med reform
af kvalitetsarbejde

Den Danske Kvalitetsmodel skal erstattes af nyt program med fokus pa konkrete
mal og resultater, der giver mening for patienter og personale.

Forside Pressekontakt Publikationer Lovstof Puljer Sitemap Abonner pad nyheder

TEMAER Sundhed Aldre Sundhedsprofessionelle

Sundhedsministeren og regionerne vil have mere kvalitet og mindre bureaukrati

Sundhedsministeren og
regionerne vil have mere
kvalitet og mindre
bureaukrati

20-04-2015

PRESSEMEDDELELSE - Papirarbejdet fylder for meget pa
sygehusene. Det mener sundhedsministeren og formanden for
Danske Regioner, der begge vil have mere kvalitet og mindre
bureaukrati og derfor nu vil &ndre i den made, sygehusenes
kvalitet males pa.

Principielr tithorer data patienten. Thie

LA Videmahay  Almen graksis  Narmere  Bogs Opewos  Apende  Deger  Atsoscer  Abossemest Job

Overlager er enige med KORA:
Dokumentation tager tid fra patienterne

Ny rapport fra KORA bekra®fter Overlageforeningens holdning om, at
kvalitetsarbejdet er blevet for bureaukratisk, mener foreningen.



Experience from other domains:
"overimplentation” and bureaukratization
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of safety and quality management

Safery Science 70 (2014) 348-357

Contents lists available at ScienceDirect

journal hemepage: www.elsevier.com/locate/ssei

Safety Science

Sidney W.A. Dekker *

Griffith University, Brisbane, Australia

The University of Queensland, Brishane, Australia

The bureaucratization of safety @mss_-,mk

ARTICLE INFO

Article history:

Received 11 December 2013
Received in revised form 4 July 2014
Accepted 14 July 2014

Keywords:

Bureaucratic accountability
Responsibility

Ethics

Safety

Modernism

Vision zero

into Rule

How Desirable or Avoidable
is Proceduralization?

CORINNE BIEDER
AND MATHILDE BOURRIER
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ABSTRACT

Safety Science 55 (2013 207-221

Contents lists available at SciVerse ScienceDirect

Safety Science

journal homepage: www.elsevier.com/locate/ssci

Review
Working to rule, or working safely? Part 1: A state of the art review

Andrew Hale*™* David Borys*

* Health & Safety Technology & Management (HASTAM), Birmingham, UK
® Safety Science Group, Delft University of Technoiogy. Netherlands
“Victorian Institute of Occupational Safety & Health, University of Baflarat, Victoria, Australia

ARTICLE INFO ABSTRACT
Article history: The paper reviews the literature from 1986 on the management of those safety rules and procedures
Received 15 December 2011

which relate to the workplace level in organisations. It contrasts two different paradigms of how rules
and their development and use are perceived and managed. The first is a top-down classical, rational
approach in which rules are seen as static, comprehensive limits of freedom of choice, imposed on oper-
ators at the sharp end and violations are seen as negative behaviour to be suppressed. The second is a
bottom-up constructivist view of rules as dynamic, local, situated constructions of operators as experts,

Received in revised form 2 May 2012
Accepted 10 May 2012
Available online 27 June 2012

Keywonds: where competence is s eat extent as the ability to adapt rules to the diversity of reality. The
Safety rules

Safery procedures paper explores the research underlying and illustrating these two paradigms, drawn from psychology,
Management of rules sociology and ethnography, organisational studies and behavioural economics. In a separate paper fol

lowing on from this review (Hale and Borys, this issue) the authors propose a framework of rule manage-
ment which attempts to draw the lessons from both paradigms. It places the monitoring and adaptation
of rules central to its management process

© 2012 Elsevier Ltd. All rights reserved.
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A similar trend towards bureaucratization
for adverse event reporting systems?

DPSD

DANSK PATIENT
SIKKERHEDS

DATABASE

FORSIDE OM DPSD PUBLIKATIONER RAPPORTER HANDELSE EUNETPAS KONTAKT

Velkommen til
Sundhedsvaesenets

St
rapporteringssystem fappotienng

Spergsmal & svar Seneste nyhedsbreve
Hvad er en utilsigtet haendelse? > DPSD Arsberetning
2 - Demente og medicinske plastre
Hvad er formalet med rapporteringen? > 2 i
Det gar galt nar det medicinske plaster skal skiftes
Hvem modtager rapporteringen? >
DPSD Nyhedsbrev nr. 4, november 2015
Hvornar skal rapporteringen ske? > DPSD Nyhedsbrev nr. 3, august 2015
Kan jeg forvente svar pa min rapportering? >
Kan man vaere anonym? 3
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Unsolved human factors
engineering challenge: How

to identify the proper balance

between procedures and
safety
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Looking forward....
These are exciting times for human factors in the interface

between increasingly advanced automation (Al/robotics)
and human users

My own research project involvement focused on:

Understanding and optimizint the socio-technical
mechanisms involved in securing high quality
medical/social care for a changing population
(actually: social/medical/technical/economic/cultural
factors!)

The following slides illustrate why this challenge is so great

39 DTU Management Engineering,
Technical University of Denmark

i



Table 1: How fast are countries ageing? A sample of countries (shaded rows identify countries

represented in the working group) (Source: Global Age Watch). DTU
T
Countries (ranked from the Percentage of the population over 60 e
oldest in 2050) 2015 2030
Japan 331 37.3 42.5 "
Spain 24.4 33.5 41.4 _d
Portugal 27.1 34.7 112 ISQ}la
Gree[:e 2? 33. 2 4[].8 The International Society for Quality in Health Care
Italy 28.6 36.6 40.7
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Figur 3 Hejere udgifter til =ldre
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Figur 2.2 Gennemsnitlige aldersfordelte udgifter til individuel offentlig service, 2011
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Figur 2.4 Antallet af borgere mellem 18-64 ar for hver borger, der er 65+ ar
For each 65+ citizen the numer of citizens 18-64 over time
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Figur 2.1 Den procentvise a&ndring i antallet af borgere i Danmark fra 2016 til 2036 fordelt
a aldersgrupper .
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Combining 2 trends:

e Demographic
developments show
increasing demands for
care

e Decreasing work force
available to provide care

. there will be fewer
warm hands for volume of
care tasks. So technology
will necessarily be part of
the solution
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Ambient monitoring - 3 main uses of data

1. Critical events (falls, prolonged
stay in "wrong location” ....)

2. Critical deviations in patterns of
physical activity / daily activities

3. Nudging for increased activity -
competing against oneself, playful
activities
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Active & Health Aging

So I repeat the theme mentioned above:

Understanding and optimizing processes involved in
securing high quality medical/social care for a
changing population

(i.e., social/medical/technical/economic/cultural factors!)
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Thank you
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