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My “Why”





‘It may seem a strange principle to 
enunciate as the very first 

requirement in a Hospital that it 
should do the sick no harm’

Florence Nightingale

Notes on Hospitals, 1859



Patient Safety

Patient safety is defined as “the absence of 
preventable harm to a patient and reduction of 
risk of unnecessary harm associated with health 
care to an acceptable minimum.”

WHO Fact sheet on Patient Safety



SOUTH AFRICA

• 10% HOSPITALISED PATIENTS HARMED 

• 2 %  (up to 4%) DIE FROM MEDICAL ERROR

Adverse Incidence Rates



Pre-hospital adverse events

4% Adverse Event rate with a smaller fraction (3 in 
1000) causing significant harm.

P1 – 16,5% AE

HEMS – 27,7% AE, 3.5% harm



16 Jumbo 
Jets a day!

Adverse 
Incidents 
Rates World-
wide





Negligence



Safe
Timely

Effective
Efficient

Equitable
Patient-Centred

THE RIGHT CARE BY 

THE RIGHT PERSON FOR 

THE RIGHT PERSON IN 

THE RIGHT PLACE WITH

THE RIGHT TOOLS AT

THE RIGHT TIME

ALL THE TIME 

EVERY TIME

Quality is a 
STEEEP 

mountain



An incident which did not reach the patient 
(detected in time)

No actual harm but potential exists
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Systems Analysis



James Reason





Hazard: Failure to 
rescue



Infection risk to 
staff and patients













Dr. James Reason describes error as 
circumstances in which planned 

actions fail to achieve the 
desired outcome





Average

25X higher incidence of error in high-stress 
situations compared to baseline.

Stress Levels



Different uses of the word Error

Error – one action (eg slip)

A classification of Harm eg Procedural error, 
Medication error, Human error*.

Normally the second type happens as a string of 
the first type…
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Organisational Accident Causation Model



Systems Analysis
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Everyone commits errors
Human error is generally the result of 
circumstances beyond one’s control  

Systems or processes that depend 
on perfect human performance are 

inherently flawed



Reason’s 12 Principles

• Human error is universal & inevitable

• Errors are not intrinsically bad

• The best people can make the worst mistakes

• People cannot easily avoid actions they did not intend 
to commit

• Significant errors occur at all levels of the system

• Errors are consequences not causes



Reason’s 12 Principles

• You cannot change the human condition, but you can 
change the conditions in which humans work

• Many errors fall into recurrent patterns (“error traps”)

• Error management = managing the manageable

• Error management = making good people excellent

• There is no one best way

• Effective error management aims as continuous 
reform not local fixes



“We cannot change the human condition, 
but we can change the conditions under 

which humans work.”

Reason J. BMJ 2000; 320:768-770.



Human Factors

Human factors research applies knowledge 
about human strengths and limitations to 

the design of interactive systems of 
people, equipment, and their environment 
to ensure their effectiveness, safety, and 

ease of use. 

(from Understanding Adverse Events chapter)







https://equithink.nl/what-is-the-seeking-system/
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Would you drink a glass of 
your own saliva?
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Cortex

Limbic system

Diencephalon

Brain 
Stem

Calm
120-100 

Abstract /reflective/future

Alert
100-80 

Concrete/short term

Alarm
80-60 

Judgemental/reactive

Fear
60-40

Reflexive/defensive/defiant

Terror
<40

Frozen and speechless

Adapted from the State-dependent response 
and neurosequential model – Dr Bruce Perry





Emotional impact of errors on 
staff
3171 physicians:

Over 90% remembered a specific error or adverse 
event.

61% - Increased anxiety about future errors
44% Loss of confidence
42% Sleeping difficulties
42% Reduced job satisfaction
13% harm to reputation 



The vicious cycle

Feeling responsible for a serious medical error can 
affect mood and well-being – depression and 
exhaustion…months later.

Also report being involved in more errors 
secondary to burnout…





Questions or 
Comments?



Thanks!
drheathertuffin@gmail.com

heathertuffin.com

LinkedIn

mailto:drheathertuffin@gmail.com
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