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Healthcare Quality:
¾Safe
¾Timely
¾Equitable
¾Effective
¾Efficient
¾Patient-centred.

One method of CQI is to learn from 
mistakes.



¾ 91-year-old Eileen Anderson 
referred to PNH by GP with 
chest infection

¾Mrs Aôs patient label 
incorrectly placed on another 
patientôs drug chart

¾ Mrs A given wrong drugs for 4 
days (including Morphine and 
diabetic drugs) 

¾ No nurses or doctors detected 
the error even though Mrs A 
became more and more 
drowsy and confused. 

¾ Died of aspiration pneumonia 
and multi -organ failure



¾Individual person approach

¾System approach



ñblaming individuals is emotionally more 
satisfying than targeting institutionsò

Mrs A case:
¾Initially blamed SMO ïñresponsible for 
care provided by teamò

¾Blamed RMOs for not checking chart

¾Also blamed various nurses for not 
checking medications



¾Denial is the norm -

errors are not 

reported

¾ If errors are 

uncovered, 

individuals may be 

removed, but órisk 

situationô remains

¾The same errors will 

repeat themselves



¾Working under influence of 
alcohol/drugs

¾Secondary employment
¾Deliberately unsafe acts
¾Criminal acts
¾Abuse of patients

üSystems review would be 
inappropriate ï
performance management 
process instead
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Error:

ñWhen you are 
trying to do the 
right thing but 
actually do the 
wrong thingò

Characteristics:
¾Not deliberate
¾Do not decrease 

errors with 
punishment or 
deterrence

Violation
ñdeviations from safe 

operating practices, 
procedures, 
standards or rulesò

Characteristics:
¾Deliberate, involve 

choice
¾Susceptible to 

deterrence





ñwe cannot change the 
human condition, but 
we can change the 
conditions under 
which humans workò

ñIf a similarly trained
experienced 
clinician(s) could make 
the same mistake ïthen 
it is a systems problemò



Nurses surveyNurses survey High likelihood (4 or 5) that will be:High likelihood (4 or 5) that will be:

Scenario 1: wrong drug Scenario 1: wrong drug 

(sound alike drugs)(sound alike drugs) CriticisedCriticised DisciplinedDisciplined DismissedDismissed

A: another nurse discovers A: another nurse discovers 

before giving drug to patientbefore giving drug to patient 51%51% 26%26% 8%8%

B: another nurse discovers B: another nurse discovers 

after giving drug to patient for after giving drug to patient for 

24 hours, no harm24 hours, no harm 80%80% 66%66% 27%27%

C: Dr. detects error C: Dr. detects error -- patient is patient is 

unstableunstable-- patient needs to go patient needs to go 

to ICU, no permanent harmto ICU, no permanent harm 88%88% 80%80% 41%41%

D: Dr. detects error D: Dr. detects error -- patient is patient is 

unstableunstable-- patient needs to go patient needs to go 

to ICU, patient diesto ICU, patient dies 93%93% 92%92% 70%70%



Defenses

Adverse

Event

Active 

failure

Latent failures

Adapted from James Reason



¾Environment: workload, lighting, noise, 
distraction

¾Policy/Procedure
¾Ineffective training ïe.g. not training in 

teams/communication skills, end-of life 
care

¾Resource allocation: staffing levels; hours 
of work (fatigue), supervision

¾Equipment: error prone connections, 
faulty equipment



¾More likely to find 

underlying system 

weaknesses

¾More likely to find 

sustainable solutions

¾Build trust with staff ï

more likely to get 

honest buy-in



Involvement of 

Patient/family 

Medication reconciliation at 

admission

Clinical Pharmacists 

available on ward rounds
Drug chart reviewed by 

medical staff on WR

Aspiration

pneumonia

Patient label

put on wrong 

chart

Patient brought in 
medications ïnot 

looked at. Not 
allowed to self -

administer
No process 

for MR

WR system 
effectively 
excluded 

pharmacists. Not 
rostered on 
weekends

Drug charts 
inaccessible in drug 

room

Continuity of care and 

teamwork

Lack of 
understanding 
by managers ï
ña bed is a 
bedò



¾Health Practitioners Competence 

Assurance Act 2003

¾Coroners Act 2006



¾The whole focus of this legislation is on the 
individual health practitioner. Takes no 
account of systems failures.

¾Legal advice in relation to Cris and Cru Kahui 
investigation:ñ The Notice does not include 
the analysis and reporting of serious adverse 
events or incidents resulting in harm to 
patients, or adverse outcomes in the list of 
activities protected under the Noticeò



¾ñThere is currently no legislative allowance for 
inquiries where the focus is specifically 
systemic. The Ministry of Health is 
considering whether there should be change 
to the regulatory environment to encourage 
systemic learning, for example, from sentinel 
eventsòïwritten on 2004!



¾Currently release RCA report to family and 
HDC, coroner if requested; we do not release 
individual interviews with participants

But:
¾Cannot give clinicians assurance that what 

they share with the investigation will be 
confidential 

¾The first time that information gained in an 
RCA becomes public, and identifies who said 
what ïdestroy system



¾At the VA protected under the Federal Statute 

38USC5705.

¾This statute allows the protection of certain 

quality materials of which RCA is defined to be 

one. Any information that can be used to or does 

identify an individual is protected and quality 

activities cannot be used for individually directed 

action. We do have to release aggregated 

information that does not disclose individual 

(patient or clinician) data.


