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» HF considerations for 8D Problem Solving
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WHAT IS HUMAN FACTORS?

907% of significant
events are caused by
something other than
just the individual.

THE SWISS CHEESE MODEL
Cheese Model of Incident Causations
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Failed barriers CANNOT be root causes
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Essential elements of a Human Factors Programme
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Figure 9 - Essential Elements of a Human Factors Program

Example Deployment Framework

Human Factors Deployment Quick Reference
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Human Factors Considerations for 8D Problem Solving

8D STEPS

HF contributions

Do iR L T el eyt ) A AR o tha pratd e Ensure that the emphasls Is placed on the siuation, time, location and impacts and not on the person(s) at the origin
of the event.
Work directly in the 0 by bringing the specific features of HF inte the context of the 8D team formed.
[ D1 ] [ Form the team ] [ Ensure that the HF skills are present.
Defire the probhem to be ssed Challenge the rharadsrlr.atlnnaﬂlw event and of the ermor frnrr! a human al.'II‘J nrganlnftlnnal vlelf\q:mlnr.
Ensure that the description of the event does not contain value judgments, interpretations or opinions.
| D3 Contaln the risks ] [ ]
D4 Find the root cause(s) Ensure that the root causes linked with the persons and the organization have been studied.
Charsctariza tha facts frarm a human and srganizatisnal viswpaint (dirty dazen, Swiss chasss Moadal)
oS Define and select Challenge the chosen solutions,
the corrective actions Propose solutions already applied in other similar activities,
D& Implement the chosen actions. Take part in the onesite observation in erder to check the effectiveness of the corrective actions and collect the
and check thelr effectiveness feedhack
Ensure that the feedback Is shared within the HF network.
Capitalize, =tuate, generalize
[ D7 } [ P perpe 3 ] [ WUpdate the catalog of HF selutions [ best practices, ]
D8 Conclude the group and congratulate the
team -

Example Error/ Violation decision tree

Q1. Werethe
actions intended?

yes

Q2. Were the
CONSEQUENCES
intended?

yes

Cl. Intention act (not

an error)

This was not an error; the
behavior is possibly
sabotage, malevolent
damage, willful violation
and disciplinary process is
warranted

no

yes

Q7. Did the
employee
knowingly violate
expectations?,

Q8. Were expectations
reasenable, available,
workable, intelligible,
orrect and consistentl

yes

no

differently under those
orvery similar
dircumstances?

training, selection,

assignment or
experience?

6. Possible reckless
violatien

C7. System- induced
violation

CB. Possible negligent
error

Q11. Does the
employee have a
history of human
performance
problems?

)

error

‘with remediation

€9. System induced ] [Clll Blameless error

Q9. Would a peer have
behaved differently
under very similar
dircumstances?

YES. This wos 3

reckless violation. Invoking
the

organization's disciplinary
process is warranted.

NO. This was not a reckless
violation. Conclusion: This
must have been system-
induced. Use causal
analysis to determine
systemic/ organizational
causes that prompted or
influenced the vialation.

02, Would a peer have
behaved differently under
very similar circumstances?

This is an appropriate
conclusion if another
person (peer) would
have foreseen and

YES. Invoking the
organization’s disciplinary
process is warranted, but it is
still required to evaluate
relevant erganizational
processes and

relzted management [
Supervisory practices.

NO. Causal analysis should be
used to determine the type of
violation (routine, optimizing
or necessary) and the systemic
causes that prompted, or
influenced the violation

avoided bringing about
the consequence. It
suggests more
individual culpability
than a system-induced
errar. Corrective action
should seek to
understand why the
individual did not
recognize the potential
consequence and why
he/she believed hisfher
behavior was
appropriate for the
situation.

This was an error
provoked by the system
inwhich the individual
was working. If

there was a deficiency in
selection and/or
assignment, further
analysis should focus on
the hiring process.
Deficiencies in training
or experience should
analyze the training and
qualification process for
the individual's

jab positian. Other parts
of the system should
also be evaluated for
related causes.

This was an error;
However, the behavior
{or history of this type
of behavior) may
warrant some form of
remediation to correct
it.

Determining the
performance mode of
the error skill-, rule-or
knowledge-based) will
serve to indicate the
appropriate training or
form of remediation
needed.

Analysis of
organizational
processes and
management/superviso
ry practices should also
be conducted

This was an error; the
individual should not be
individually blamed.
Analysis of
organizational
processes and
management/
supervisory practices
should be conducted to
identify conditions that
proveked the error and
weaknesses in the
defenses that did not
mitigate the
censequences of the
eror.

Adapted from Andy Hobbs, 2008. Human Performance Culpability

of Practice on
LinkedIn.

Example Interview Guide

INTERVIEW
GUIDE

The purpose of this guide is to provide assistance to any actor of the HOF approach who

needs to interview a person as part of a causal analysis.

0- Interview preparation

- Find out about the sector where the event took place (history of events and history of the person te meet).
= Fncourage the use of prepared materlals to facilitate the discussion and have the list of the HOF contributing factors avallable.

Be sure o implement the correct psychological conditions for the person to be interviewed (sulficient notice period and informed hierarchy).

- Provide tor the Interview, a space ensuring the confidentlality of discusslons and initially out-of-flow, If possible.
- If several people are to be interviewed, it is essential to interview each one individually to begin with and then together if necessary.

—

1- Outline the context and structure of the interview
- Intraduce yourself and present the HOF approach.

- State the reasans for our intervention.

- Explain that this is part of a process of sharing and continuous improvement based on trust and understanding.
- Clarify that we do not judge, we simply want to understand the event in order to identify the root causes and thus prevent recurrence.

- Reassure the interviewee that the purpose of our intervention is not intended to impose any sanctions at a later stage (on the contrary).

I

2- Presentation and description of the event

= Ask the interviewes to Introduce themself (background, thelr rale, length of servdece In the position, ete).
= Use the list of factors contributing to the error as the common theme for the interview.

= Let the persen express themsell without any filter regarding the event (can you tell me what happened?).
- Azk the interviewee to he factual, reframe or refocus discussions on the event if necessary.

- Do not interrupt or pass judgment on what is reported.

|

3- Perspective and objectivity

- Encourage the interviewee to give their opinion, their perspective on the event.

- Ask if proposals for selutions are to be made to prevent recurrence or a similar case.

= Mgk for thelr apinlan regarding actlons already established at the time of the Interview (relevance, effectiveness, actions to be added).
- Give the interviewee the opportunity to address other subjects [sensitive or specific to their situation, their sector, ete.).

- Check whether the approach and the actors (HOF correspondent for the sector and/or the site advisor ) were known before the event.

4- Contractualization of information and visibility

- Consalidate all discussions to avaid any possible errors of understanding, interpretation or retranscription.
= Confirm with the interviewee the information that they do not wish to see communicated or shared.

- Ask If other actors are to be Interviewed for a better understanding of the event.

- Pravide visibility regarding the rest of the interview (the interview being one of the stages of the causal analysis, outline the next steps).

- Indicate that we are likely Lo return to our interlocutor for further information.

|
5- Thanks and closing the interview

- Thank the Interviewee for thelr avallability, tranzparency and cooperation.

- Remind them of the golden rules and good HOF practices.

- Encourage the escalation of any weak signal or near-event via their HOF correspendent andfor the site advisor.
= [ncourage the Interlocutor to address the HOF approach with thelr colleagues on the ground.

- Ask for feedback on the interview process (areas for improvement).

PERFORMANCE MODES

SKILL-BASED: Using habit, not
thinking, low or no conscious
thought (TASK done successfully
more than 50-100 times). Task
has less than 7-15 discreet steps.

RULE-BASED: There is a rule and
you know the rule exists.

KNOWLEDGE-BASED: You don't
know what you don't know.

Key Point: you cannot think your
way out!

Error rate = 1:1,000

Error rate — 1:100 (from memory)

Error rate= 1:2 — 1:10

Join the AESQ human
Factors Community

HOW BAD THINGS HAPPEN

Outside organizational control (natural phenomenon,

isolated equipment failure)

s fr
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Isolated
Violations

TRAPS, TRIGGERS, AND TOOLS

TRAP TRIGGERS TOOLS
* DOPPPS: Qutside of procedures, parameters,
Knowledge-Based processes, of situation as expected. a;gﬁ:::g
Operation * Finding yourself in a situation that you are
pe not familiar with, or where no procedure or fIEfK out
process exists. elp
* Anxiety, losing appetite, fast heartbeat.
+ Multiple minor errors, impatience
toward coworkers. Self-Check
" ) using
Time Pressure * Emotional outburst. Verbalze,
= Tight time schedule. Point, Touch
+ Preoccupied with the task at hand, doing more
than one task at a time.
+ Feeling pulled in too many directions, notin
control of the situation. Verbalize,
* Low level of concentration on each task. Point, Touch
Distraction * Frequent distractions, leaving original task in Record
the middle. the As-left
« Forgetting the condition when returning to a Condition
task, making minor errors.
+ Guidance is inconsistentwith past experience,
established work or other documents. lSJ.IS.EPSTEP by
zﬁ::n"cr;"c“" ect . tDﬂng:Tr::ngse:(r.e outdated, guidance is too vague ﬁwz 5 :::3
» Documents contain obvious but minor errors, not
using procedures in the field as required. aEFK out
+ Laughing at the errors in the procedures. elp
TRIGGERS TOOLS
* Youwere fold something once (in fraining, bya  yse STEP by
supervisor, etc.) and now you must figure out STEP
when and how to apply it.
Mental Difficulty =« You were told something earlier (in the ﬂgr:::g
procedure or the pre-task discussion) and now
you must figure out when it applies. SEEKOUT
« You seem to be “forgetting” something. Help
« Tunnelvision (not assessing all options).
« Bias (personal preference), Mindset (no need
for improvement, no need to follow g.?Eg‘TEP by
procedures, etc.):
Over-confidence — “I've done this hundreds of times”. STOP when
P - Unsure and
— “I know what | am doing. ..
— “I've done something just like this..." EIEIEK out
— First-time or infrequent task. P
— Short time duration task under time pressure.
Use STEP by
= Unfamiliar with the defails, not knowing the STEP
First Time/ rules, not knowing where to find information. STOPWhen
Infrequent Task | * A new task that has not been done before, you  pgyre and
have little related experience, or you have not
done this task in over 6 months. SEEK OUT
Help
Poor * No repeat-back, not paying attention, Use 3-Part,
Communications scratching head, rolls eyes, showing a lack of Verify, Clarify,
understanding, using acronyms. Alphanumeric
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