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Emergency Medicine @ RMH

• >50,000 attendances
• Highest attendance rate &

acuity for an adult ED in
Victoria

• 250 staff

• Tertiary referral adult
emergency service

• Major trauma service
• Seeing over 600 Major Trauma

Cases pa (~50% of State Load)

• 15 staff specialists (FACEM)
• Most ‘hours covered’ by

specialist staff

• 26 registrars
• Highest specialist training

success rate in Victoria

• Director of Research
• 1st position established

nationally

• Director of Emergency Medicine
Training

• Structured education and
research programs



The high risk nature of health care

• Death from medical errors is the eighth

leading cause of death in the United

States

• Between 44,000 and 98,000 per annum

– motor vehicle accidents, (43,458)

– breast cancer (42,297)

– AIDS (16,516).

• http://www.ahrq.gov/research/errors.htm)



Which of the following correctly

describes the risks involved in health

care?

A Most patients who die are very sick and were going to
die in any event.

B The patients who died were treated by incompetent
people who did not pay sufficient attention to the patients’
needs.

C The figures are inflated and wrong

D The errors could not be prevented

E Most errors are caused by badly designed systems

F The patients who died all had surgery and probably
suffered from complications.
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System theorists analyzing error in a

health organisation would point out that:

A Mistakes in large organizations are inevitable

B People are the biggest risk in any organization

C Organizations are like machines that are prone to break

down

D System mistakes are the result of built in design errors

E All the above
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The health system is complex:

• Advances in technology.

• Relationships

– Human

– Systems

• Non linear

• Dependency

• Understanding the high risk nature of

health care



The sum of the parts

• Health care workers,

• Professionals,

• Structures

• Processes

• Multiple components and relationships
– prone to dysfunctionality

• Pre-existing organisational factors
– poor processes,

– poor designs,

– poor teamwork,

– financial restraints and

– institutional factors



Definitions and models of

error



Types of Error

Errors

Mistakes

Skill-based slips 

and lapses

Attentional slips 

of action

Lapses of 

memory

Rule-based 

mistakes

Knowledge-based 

mistakes



Violations

• Violations are intentional deviations from

protocols, standards, safe operating

procedures or rules.



Cognitive stages of error

–‘Mistakes’ involve the cognitive stage

of planning,

–‘Lapses’ involve the cognitive stage

of storing and

–‘Slips’ involve the stage of execution.



Rule-based mistakes

• Rule based mistakes cover the

misapplication of normally good rules,

application of bad rules, or the failure to

apply a good rule (violation).



Knowledge based mistakes

• Knowledge based mistakes occur

when prepackaged solutions fail and

the operator has to think out for

themselves the solutions.



Multifactorial nature of error



MM

• 29 YO female

• Recent arrival from Somalia

• 6 months of headache

• Otherwise well

• GP

– CT normal

– Treated for Migraine



MM

• ED visit 1

– Diagnosis migraine

• ED visit 2 (2 weeks later)

– Same registrar

– Diagnosis migraine

– No escalation / review / referral / investigation



MM

• ED education session on SAH

– Rang patient to return

– Rang GP to check CT (unable to contact)

• Discussed case with Consultant

– “atypical”

– “don’t worry”



MM

• Phoned MM – “don’t worry”

• Documentation – nil

• ED visit 3 (next day)

– Junior HMO

– Clinical features high risk

– No escalation / review / referral / investigation

• ED visit 4 (later that day)

– RIP



Headache

Death

Representation

Junior Reg

No respresent alert

No CT result seen

Consultant

reassurance

GP unable to be contacted

Atypical presentation

Documentation lacking

Junior HMO

Representation

Respresent alert

not actioned

Clinical risk factors ‘unseen’



Risks in Emergency Medicine



Priority risk areas

• Pathology and imaging
results

• Intern and JRMO
supervision

• Follow up incl DNW’s

• Clinical
– Chest pain

– Febrile child

– Bleeding in pregnancy

– Fractures

– Headache

– Renal colic in elderly

• Staff fatigue and shift
patterns

• Documentation and
certification

• Communication

• Telephone advice

• Management of
unscheduled returns

• Drug errors

• Privacy & confidentiality



Documentation Errors

Dissecting what happens…..



Have you ever seen……

• Unreadable

• Incomplete

• Patchy

• Non-chronologic

• Illogical

• Flippant

• Judgmental

• Undated

• Untimed

• Unsigned

• Signature

unattributable

• Missing

• Defaced



Why do people crash their

cars?
• Not because they plan to / want to / enjoy

the sound of metal on metal…….

• Because:

– They are imperfect humans
• Deficits in knowledge, caring, attentiveness etc

– Driving imperfect machines

– On imperfect road systems

– In unpredictable conditions



Nature of error in documentation

• Human factors

• System factors

• Tool factors

• Process factors



Human factors

• Fatigue

• Haste

• Inattention

• Unwell

• Time management

• Broke rules

• Ritualising records



System factors

• Junior staff

• Inadequate resource

• Inadequate supervision

• Lack of quality systems

• Lack of guidelines



Tool factors

• Poorly designed forms

• Forms without decision support

• Workplace inadequate

• Electronic systems clumsy



Process factors

• Bed side vs main staff station

• Clinical record delays

• Excessive reliance on manual systems

• Duplicative processes

• Wasteful processes



Priority risk areas

• Pathology and imaging
results

• Intern and JRMO
supervision

• Follow up incl DNW’s

• Clinical
– Chest pain

– Febrile child

– Bleeding in pregnancy

– Fractures

– Headache

– Renal colic in elderly

• Staff fatigue and shift
patterns

• Documentation and
certification

• Communication

• Telephone advice

• Management of
unscheduled returns

• Drug errors

• Privacy & confidentiality

Human factors

System factors

Tool fa
ctors

Process factors



UnderstandingUnderstanding

the nature ofthe nature of

risk in complexrisk in complex

systemssystems


