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Is Healthcare Dangerous?



Cost of Medical Errors



Cost of Medical Error



The Real Cost



Can we really count the cost??



TJC Sentinel Events

http://www.jointcommission.org/assets/1/23/jconline_April_29_15.pdf



Root Causes of Sentinel Events

http://www.jointcommission.org/assets/1/23/jconline_April_29_15.pdf



What is it about ERRORS 
that they keep 
happening???



Is Patient Safety Improving?

✗ “Patient safety at ten: Unmistakable progress, troubling gaps” 
(Wachter, 2010)

✗ “Despite numerous initiatives to improve patient safety, we have little 
idea whether they have worked.” (Vincent et al., 2008)
✗ Study of 10 North Carolina hospitals (Landrigan et al., 2010):

• – “… harms remain common, with little evidence of widespread 
improvement”

✗/✔ Study of Patient Safety Indicators (PSIs) between 1998-2007 
(Downey et al., 2012)

– Improvements in failure to rescue, post-op hip fracture, obstetric 
trauma,…
– Worsening of post-op VTE, post-op sepsis, selected infections due 
to medical care,…

✗ “Despite more than a decade of efforts, the clinical quality of outpatient
• care delivered to American adults has not consistently improved… 

Deficits incare continue to pose serious hazards to the health of the 
American public.” (Levine et al., 2016)



Common Healthcare 
Assumptions

• Errors are personal failings

• Someone must be at fault

• Healthcare professionals resist change



As quickly and accurately as you can –
Raise your hand and close your eyes when 

you

know HOW MANY results are out of range.

Ready….



Quick, raise your hand when you know

HOW MANY results are out of range!!!

Ready….



Which one was easier?



Pharmacy Storage

• Small Bins

• Similar sized 

medication bottles 

next to each other 

with 

different strengths



Better Option?



Usability Testing



Results

• Set-up

– Four syringes in each spot

– Two were wrong

– Task was to remove three syringes

• Participants removing from storage bin

– 5-10% error rate

• Participants removing from computer managed storage

– 40-50% error rate!

WHY???



Confidence?



How then do we think, reason and make decisions?



Decision Making
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Work as Imagined          Work as Done



Error as Personal Failings

#1: Stop blaming everything on “human error.” The problem is system 
design.



Person approach

• see an errors as the product of carelessness

• remedial measures directed primarily at the

error-maker

o naming

o blaming

o shaming

o retraining

Perspectives on error



An individual failing?

Doesn’t work!
o people don’t intend to commit errors

only a very small minority of cases are deliberate violations

o won’t solve the problem - it will make it worse

o countermeasures create a false sense of 
security

“we’ve ‘fixed’ the problem”

o clinicians will hide errors

o may destroy many clinicians inadvertently 

the second victim



Airline Safety Approaches

“It is vastly more important to identify 
the hazards and threats to safety, 

than to identify and punish an 

individual for a mistake.”
“We exchange the ability to 
reprimand an individual for the ability 

to gain greater knowledge.”

--Jeff Skiles, US 1549 1st Officer,

On airline safety philosophy



US Airways Non-Reprisal Policy

“US Airways will not initiate disciplinary proceedings against any 
employee who discloses an incident or occurrence involving flight safety…” 

“This policy excludes events known or suspected to involve criminal 
activity, substance abuse, controlled substances, alcohol, or intentional 

falsification.”



Safety Attitudes

“The single greatest impediment to error prevention in the 
medical industry is that we punish people for making 

mistakes.”
--Lucian Leape, Testimony to congress



“focus on individual” and “policies create
safety”

#2: Workarounds and violations provide useful information.



Conceptual Definition

“Violations can be defined as deliberate –but not necessarily reprehensible 
–deviations from those practices deemed necessary (by designers, 

managers, and regulatory agencies) to maintain the safe operation of a 
potentially hazardous system”

~ Reason, 1990



Human Factors issues 

everywhere….including….



Patient 

Assessment 

System

Management

System

Communication

System

Swiss Cheese Model





Swiss Cheese Model

• Slips can be thought of as actions not carried out as intended or 
planned, e.g. “finger trouble” when dialing in a frequency or “Freudian 
slips” when saying something.

• Lapses are missed actions and omissions, i.e. when somebody has 
failed to do something due to lapses of memory and/or attention or 
because they have forgotten something, e.g. forgetting to lower the 
undercarriage on landing.

• Mistakes are a specific type of error brought about by a faulty 
plan/intention, i.e. somebody did something believing it to be correct 
when it was, in fact, wrong, e.g. switching off the wrong engine.



“The role of the human operator, if any, is to add the
final ingredient to a lethal brew that has already been

quite long in the cooking.”
James Reason, PhD

Tricky area:

Avoid ‘blame’ yet look with a critical eye

Person



“Resistance to change”

#3: Resistance to change is a symptom.

Improving patient safety (and other outcomes) requires a systems 
approach.



Cynefin Framework



Overload / Underload

• Task demands too high, performance deteriorates because of limited 
resources

• Task demands too low, performance deteriorates because of boredom 
and distractibility



Dimensions of Workload
(Carayon & Alvarado, 2007)

•  Quantitative workload
•  Qualitative workload
•  Physical workload
•  Cognitive workload
•  Time pressure
•  Emotional workload
•  Workload variability



Insanity

“Continuing to do the same thing and expecting 
different results.”

--Einstein Or NOT



Pre-Hazard
Unsafe 

Condition
Post-HazardHazard Harm

Primary Prevention Secondary Prevention Tertiary Prevention

Process Design
Device Selection

People, Training, 
Learning, ETC.

Hazard Reporting
Near Misses

Good Catches, 
RCA Review

Patient 
Complaints, 
Claims Data

• Adverse Event
• Disclosure, 

Apologize and 
ensure fair 
compensation

• Reduce impact of 
harm

• Provide support 
for caregivers



GAIN BUY-IN

How do I 



From the Legal Side…



Four Elements of Negligence/Medical 

Malpractice 

Duty Breach

Actual/Proximate 

Cause

Actual loss/

damage



Experts: THE BATTLE

• Plaintiffs Expert will argue that defendants 
actions fell below the standard of care 
(professional negligence) and that the negligence 
of the defendants was the proximate cause of the 
damages suffered by the plaintiff (causation 
experts as well may be employed)

• Defense Expert will refute each claim of plaintiffs 
experts and it becomes a “Battle of the Experts” 

• Not an ideal situation as the jury gets to pick 
which they prefer and decide the victor. 



Patient Education

Studies show that patients forget 80% of what they learn in a physicians 
office

• Individualized instructions

➢ e.g. Diabetic teaching

• Knowledge of understanding – return demo

• Handouts/booklets given to patient and/or family

• Barriers to learning and actions taken

• Non-compliance

• Use of interpreters



Failure to Note Patient Teaching

51



Chain of Command Case 

• Using SBAR: Nurse calls the physician and reports 
agitation and heart rate of 177 post morphine 
administration

• Physician dismisses the concerns and says to call 
again if “symptoms continue”

• Nurse feels obligated to defer to the physician’s 
judgment

• Nurse documents that the physician was called 
“report given” but does not implement the chain of 
command 

• Adverse outcome



He Said…She Said

“I was worried about 
the agitation & HR 
and asked her to 
come see…”

“He didn’t provide me 
with all the information 
or I would have come 
in…”



High Risk Factors

Phone [or text]

After-hours

Critical information requiring a decision

“Bad news” or unexpected information
Time pressure

Answer not obvious

Authority gradient

Interpersonal strain



Example: Medication Errors

• IOM report medication error rate 3% - 5%

• Common causes: look alike/sound alike, 

communication, improper transcription, labeling errors, 

inaccurate dosage calculations 

• In adults incidence 5% of orders written while in 

pediatrics 1 in 6.4 orders written (much higher) 

• Harm/death: adults 13% versus pediatrics 31%

• No harm: occurred in pediatrics 3 times more often 

than in adults 

American Academy of Pediatrics; http://www2.aap.org/saferhealthcare/files/5922_AAP_PolicyPrevention_of_Medication_Errors.pdf

American Society of Hospital Pharmacists, Inc.; http://www.ashp.org/s_ashp/docs/files/MedMis_Gdl_Hosp.pdf



RCA PROCESS



Multiple factors usually involved

• patient factors

• provider factors

• task factors

• technology and tool factors

• team factors

• environmental factors

• organizational factors



PRODUCTIVITY



Questions



Share your experience

#LAERDALSUN


