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Human Factors Engineering is the discipline concerned with 53”1 )
understanding human characteristics and how human ABDANNILADT
Interact with the world around them, and the application of nuunasw
that knowledge to the design of systems that are safe, e
efficient, and comfortable.
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Source: Risk Management Foundation (http:/www.rmf harvard.edu)
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Interaction with Others
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Implication of Human Factors
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Implication of Human Factors

* nsaanuuunann ( Design of labeling )

* NITDNUUUITUURISUIMMLADY ( Design of warning or alarm )
* n1seanuuunanyiLs ( Design of software program )

¢ ﬂ'liaammuﬂ'ﬁl,l,ﬁﬂdffaqﬂa ( Design of information display )
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°* AITaNUUY LUUNDIN KID LUUUWNN ( Design of paper forms )
* A1YaNLUUENIWNNIIH ( Design of workplace )
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( Design of cognitive aids and decision support systems)
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Best Practice in Healthcare Human Factors

Reducing reliance on memory

Improving information access

Decreasing error opportunities

Simplification

Source: Risk Management Foundation (http:/www.rmf harvard.edu)
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Best Practice in Healthcare Human Factors

Reducing reliance on memory
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Source: Risk Management Foundation (http:/www.rmf harvard.edu)



Improving information access
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Best Practice in Healthcare Human Factors
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Best Practice in Healthcare Human Factors

Decreasing error opportunities

®Structure critical tasks Lﬁaﬂaaﬁ% errors
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Source: Risk Management Foundation (http:/www.rmf harvard.edu)
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Human Factor: Design, 8a116199A114814

Interaction with machines and objects
Negative impact of work environment

Workarounds
Unintended consequences

U

Source: Risk Management Foundation (http:/www.rmf harvard.edu)
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Interaction with poorly designed

machines & objects
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Source: Risk Management Foundation (http:/www.rmf harvard.edu)
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Work around (La81d53UU)
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Unintended Consequences
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Unintended Consequences
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Unintended Consequences
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