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Presenter Notes
Presentation Notes
Adverse events can lead to life-changing consequences for patients, whanau, and healthcare workers. Adverse events must be recognised, reported promptly, and analysed to reduce the recurrence risk. Reporting and resolution systems must be easy, robust, and part of the culture of the healthcare facility. This presentation presents the results of a study into the nursing experience of adverse event reporting and resolution, and an update from the literature. 
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Healthcare is a complex system
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health care system comprises networks of components (hospitals, clinics, aged residential care, rehabilitation units, patient homes, families, and patients) that interact nonlinearly on different scales (the patient, family, medical centre, and government), and often produce unintended consequences (adverse drug reactions, nosocomial infections, rehospitalizations, and functional decline). Demand for health services going up. Patient presentations are increasingly complex and co-morbid, advancing technologies offering higher levels of care 

Safety 1 vs safety 2 – safety 1 – absence of accidents or incidents = safety. Things go wrong because of identifiable failures, malfunctions of equipment, technology, HCWs. HCWs are viewed as a potential hazard or liability. Risk assessment and identify causes and contributory factors, try to eliminate causes or improve barriers. Safety 2 – as many things as possible go right. Healthcare workers perform almost always goes right – not so easy in an increasingly complex world – important that systems allow humans to do the right things and to flex. Aims to understand how performance goes right. HCW – necessary for system resilience. Investigations focus on how things usually go right. HQSC using systems approach to investigating adverse events (2023). 


Result, high stakes interventions happen all the time every day. 



Healthcare
workers are
human too

https://www.saferack.com/glossary/drive-off/
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To Err is Human 2000 –as many as 98,000 people die in any given year from medical errors in the USA, more than MVAs, HIV, workplace injuries. Human impact, financial impact. However looking at a systems focus rather than individual blame – how can we make healthcare safer? Second victim – HCWs 



Just culture – balancing accountability with human factors


The study

Experiences of staff nurses
and charge nurses when
recognising, responding to,
reporting and resolving
adverse events in a New
Zealand hospital setting

Qualitative mixed methods
study

12 RN interviews

6 Charge Nurses focus group
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Objective:  This study explores the experiences of staff nurses and charge nurses when recognising, responding to, reporting and resolving adverse events in a New Zealand hospital setting
Methodology:  A qualitative mixed methods study using interviews and focus groups. 116 invited, 12 interviewed. CN focus group 6 CNs 

Significance of the study: understanding current perceptions and experiences of adverse event reporting – inform processes and share what is working well 


“ldidn’t want to harm him ... I felt
so bad because | should have

I m p a Ct known”
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Impact – shocking, traumatising, oh my God what have I done. Physical symptoms, takes time to recover. Feelings of guilt about own action or inaction. Conflict when it comes to recognising a colleague’s error – motivated to protect patient safety 

CN – feel frustrated. Recognised that RN may be feeling stressed and that CN role to make sure they are okay. 



Reporting

“I think the main idea of the
Information system is to prevent any
further incidents rather than blaming
anyone ... It’'s more about rectifying or
preventing the mistakes”

“When you have an error back home
... It’s your fault. It’s your fault -
whatever you say, it’s going to be your
fault—so if we’re going to investigate,
we want to investigate because we
want to verify that it was your fault”
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Rns look to their leaders for clarity on what to report – grey area. Some don’t know what the purpose of AE reporting is. Harm – ‘unintended injury’, fall, skin tear, medication error. Identified harm to HCW. CNs – pressure areas, drug errors, process errors and communication, malfunctioning equipment, delays to treatment. ‘less severe ones don’t get reported’. 
Near misses – less well understood, some did not believe these should be defined as AE. 

“Years ago, you might just put up with a lack of chairs or something like that, and just make do with what you’ve got, but we’re starting to look at it from the patient focus – it’s impacting on their journey.  So, we’re starting to say, well hang on – that’s not right – let’s use this as a form of highlighting the deficiencies in our system” 

Blame culture vs just culture . IQN perspective – CN awareness “I know people come from different places and they do things differently around the world, and they might be worried about getting the finger pointed or losing their job and that sort of thing.  So, it’s about sort of breaking those barriers down as well, just to say, this is the expectation – that you’ll report on those things [AEs] to make it better”  

Barriers – time, the system, concerns about confidentiality






Responding

“you’ve put a reportin, you’ve been asked one
or two questions, and that’s the end of it — you
don’t really know the outcome of it”

“The most positive feedback I’'ve had is when a
few of my teams presented to the committee
over a pressure injury, and when they then
came back and presented it to the team ...
they just were amazed that people above
them, as they said — people above actually are
listening”
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Communicating with patient and family – stressful but the right thing to do  - but mixed feelings 

Investigation – underlying causes. Uncertainty – what is the process? Positive, powerful learning tool. Some reported unsupported, blamed. ‘crying my eyes out, CN didn’t care’ or ‘everybody knows somebody that has been in the situation where they’ve been incredibly unsupported’. 

CN perspective – it is a team responsibility to make sure they are reported. Some delegate to RNs.  Feedback not consistent – some didn’t have any, some had group meetings and tracking incidents of AE reports, some using trends to inform practice e.g. “it told us where patients were falling, and what times” 



Literature
review — still
relevant?
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adverse events or adverse effects or incidents or medical errors and nurse or nurses or nursing returns 2525 articles since 2020

2023 study undertaken in Jordan surveyed 308 nurses in 15 hospitals – fear of discipline and blaming still significant, being busy 50% or forgetting to make a report 41%. 50% reported getting no feedback from a report. Reporting not 100% - roughly 50% of people report events than believe they should be reported. 

2022 survey of 100 nurses – having a reporting and monitoring system is the best method of preventing medication errors. 

2024 survey of 402 nurses in Saudi Arabia asked nurses to rate different components of safety culture. Nurses' responses to questions about errors scored the lowest in the survey about patient safety culture. Similarly, a 2023 study in Turkey found adverse events reporting rated the lowest average out of safety culture indicators.
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