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Our Human Centred Design (HCD) approach involved iterations of test and improve cycles. We
prototyped ideas to be tested with representative end users. We record feedback to inform the next
iteration. For example, our iterative process helped us uncover the challenges of expecting users
to consult multiple sources of information in drug preparation, leading to our unified experience
within one software application. Every feature within the application has been validated through
user involvement, both in terms of purpose and ease of operation.

30 immersive simulations of paediatric resuscitation scenarios were conducted in a London teaching
hospital between April and October 2017.

60 study participants were recruited from across the paediatric emergency and general paediatrics
departments. Teams consisted of 2 doctors (CT1+ and ST3+) and 2 nurses (Band 5+ and Band 6+),
who are regularly involved in either the prescription of, or the preparation and administration of
drugs to children.

High definition cameras were used to record the simulations which were then analysed by an
experienced nurse using task microanalysis.

Each medication event was analysed as part of acomprehensive Human Reliability Analysis, including
a Hierarchical Task Analysis (HTA). Systematic Human Error Reduction and Prediction Approach
(SHERPA) error modes were applied to define process vulnerabilities to error.

362 medications were administered during the simulations, and these were analysed in detail against
the HTA framework.

During this preliminary phase of analysis of the HTA and SHERPA error modes we were able to

identify key areas within the entire medication process that are particularly susceptible to error. Our human-centred design principles
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One area we have chosen to focus on for this presentation is the way information resources were technological development.
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