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Certified Professional in PatientSafety (CPPS)
Certification Prep Course

CultureJanuary 14

LeadershipJanuary 21

Patient Safety Risks & SolutionsJanuary 28

Systems & Risk Deep DiveFebruary 4

Measurement, Improvement, ReviewFebruary 11
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Exam Focus

Systems approach to 
safety

Human factors 
engineering principles

High Reliability 
Organization (HRO) 
characteristics

Design for resilience and 
sustainability

Systems Theory in Errors
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Total systems 
thinking

Sociotechnical 
Systems

Holistic 
Analysis

• A total systems approach views healthcare as an interconnected 
whole .

• Safety must be designed into every component and every 
connection, not added on at the end.

• Failures rarely come from a single cause — they emerge from the 
interaction of multiple system factors.
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• Sociotechnical systems examine the relationship between the 
social components of care — people, teamwork, communication, 
culture — and the technical components — tools, technology, 
tasks, environment, and organizational structures.

• This model is central to patient safety work, including frameworks 
like SEIPS (Systems Engineering Initiative for Patient Safety).

• One of the key insights is that changes in one component always 
affect the others.

SEIPS 
(Systems 
Engineering 
Initiative for 
Patient 
Safety)

Person(s)

Tasks

Tools & Technology

Physical Environment

Organization

External Environment
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SEIPS

Work 
System Processes Outcomes

• Holistic analysis means stepping back and seeing the full picture.
• Includes examining system complexity, workflow interactions, 

human factors, culture, environmental conditions, and unintended 
consequences.

• Draws on both proactive and reactive tools.
• Helps us understand how small issues in different parts of the 

system add up to create larger risks.
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HRO Overview + 5 Characteristics

Deference to 
Expertise

Deference to 
Expertise

Reluctance to 
Simplify

Reluctance to 
Simplify

Sensitivity to 
Operations

Sensitivity to 
Operations

Commitment 
to Resiliency
Commitment 
to Resiliency

Preoccupation 
with Failure

Preoccupation 
with Failure
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This Photo by Unknown Author is licensed under CC BY
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Human Factors Engineering: System Design 
Principles

Understand human 
limitations, and design 
processes safety. 

Avoid reliance on 
memory by providing 
effective reminders.

Use constraints, forcing 
functions, in system 
designs.

Simplify and 
standardize procedures 
whenever possible.
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Impacts on Human Performance

Internal factors:
Fatigue

Stress 

Anxiety 

Depression

External factors:
Noise

Distractions

Interruptions

Task design

Environmental conditions

Quickly Say The Color Not The Word
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Confirmation Bias Anchoring Bias Availability Bias

A systematic error in thinking that affects how people interpret information and 
make decisions. 
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• The process by which work slowly 
shifts away from the designed 
procedure toward whatever is 
easiest or fastest.

• Often subtle and unintentional.
• Drift happens because people 

adapt to real-world constraints 
(workload, missing tools, time 
pressure).

• When a deviation from best 
practice becomes routine
because “nothing bad has 
happened yet.”

• People normalize the workaround 
or unsafe shortcut.

• Over time, the system accepts 
the deviation as “just how we do 
it here.”

• Focus: Cultural acceptance of 
unsafe practices.
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• A design feature that 
prevents incorrect action
by making the unsafe 
choice impossible.

• A design element that guides
users toward correct behavior 
by limiting options — but does 
not fully prevent errors.
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• Design for human capability
• Human-technology interaction
• Error-resistant design
• Usability
• Safe user interface (UI) design
• Reducing complexity
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Workflow Design for Safety

Process flow Efficiency Eliminating waste

Resources

Supplies availability Cost/benefit analysis
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Technology, Equipment & Environment: 
Designing for Safe Use

Device design Human-machine 
interface

Safe environment of 
care. 
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Types of Events

• Near Miss
• Adverse Event
• Never Event

• Sentinel Event

Harm scales

• No Harm
• Mild Harm
• Moderate Harm
• Severe Harm
• Death
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This Photo by Unknown Author is licensed under CC BY-ND
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https://youtu.be/WElE_hRucpohttps://youtu.be/WElE_hRucpo
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Case 
Study: 
Lewis 
Blackman

What system failures contributed to the team's inability to 
recognize Lewis’s deterioration?

How did communication breakdowns between staff, and 
between staff and the family, contribute to harm?

Where do you see failures of “deference to expertise” in 
this case?

What warning signs or “weak signals” were present, and 
how could a system focused on early recognition have 
responded differently?

What lessons does this case teach us about human factors 
and designing safer systems?

A. Education only

B. Forcing function

C. Checklist

D. Supervisor oversight
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A. Eliminate human error 
completely

B. Adjust the system to 
support human use

C. Train staff better

D. Conduct simulations

A. Person-centered 
approach

B. Systems Thinking

C. Just Culture only

D. Reactive mindset
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A. Increase choices

B. Simplify workflow

C. Add more alerts

D. Remove automation

A. Add warning labels

B. Increase staff training frequency

C. Implement forcing functions that 
physically separate or block incorrect vial 
selection

D. Require manual double-checks before 
each administration
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Measurement, Improvement & 
Review
February 11
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