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he patient safety movement, from the beginning, has been stimulated by

ideas from the fields of human factors and high-reliability organizations!2,

and health care leaders consistently refer to the potential value of these
human factors results as a guide for methods, investment, and change3.4.

Jump starting improvements in patient safety by simply importing and acting on
these lessons has not proven easy or straightforward. Building new partnerships
with the disciplines that study human performance, learning new concepts about
the extraordinary diversity of factors in human performance, and adopting foreign
methods is a slow, difficult process®. In this process, health care is retracing or
recapitulating the learning steps and experiences of the human factors research
community as it struggled during the last two decades to learn the counter intuitive
lessons about how people contribute to success and failure in modern complex
systems©.

A critical view of that history, given the current position of the patient safety
movement in the learning steps and given the pressures and changes ongoing
in health care, indicates that the next decade will produce four transitions in
emphasis and focus:

1. From a culture of reporting incidents to one of learning from incidents

2. From an accounting approach that tabulates events to a synthetic approach
that searches for patterns

3. From looking backward at past events to looking forward in anticipation of
future risks

4. From a focus on error to a focus on complexity






