
WHEN THINGS GO 
WRONG……

Dr Ameeta Patel

General Practitioner

February 2022



LEARNING OBJECTIVES

By the end of this session participants will be able to

1. Discuss a systems approach to adverse events in medical practice

2. Apply a frame work for managing and analysing medical errors

3. Implement peer and self support strategies and resources
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TO ERR IS HUMAN

• Preventable medical errors are common 

• Estimated 1/10 hospitalised patients 

• Account for significant harm to patients

• Safety in health care movement 

“To Err Is Human” asserts that the problem is not bad people in health care--it 
is that good people are working in bad systems that need to be made safer.

US Institutes of Health Report 1999



AIHW Australia’s health 2020



100% Human experience

“ there for the grace of God go I” 



DEFINITIONS AND EXAMPLES?

• Adverse event

• Sentinel event

• Critical incident

• Near miss



WHAT TYPES OF ERRORS?

• ACTS OF OMISSISON

• ACTS OF COMMISSION

• WHAT TYPES DO YOU KNOW?



TYPES OF ERRORS?

• Diagnostic errors – half of GP malpractice claims

• Surgical errors

• Medication errors



CONSEQUENCES

• Harm and suffering

• Disability and Death

• Financial cost

• Loss of trust

• Psychological harm 







WHEN IS THERE HIGHER RISK ?

Patient factors 

• frailty, multimorbidity ( Duke et al, MJA Feb 2022)

• Language, culture, education, family

• Dirty/smelly /unkempt 

Physician factors 

• knowledge deficit ( low) ; cognitive errors

• Fatigue, stress, personal stressors, burnout

• Distractions ( noise, devices)

SYSTEMS

• Understaffed, blame culture, clinical governance, IT, supervision, HANDOVER



WHAT DO YOU DO NEXT?

• Identify the incident

• Acknowledge to the patient, offer empathetic regret ( Open disclosure)

• Provide a factual honest explanation and commit to finding out what 
happened

• Review  adverse event/analyse

• Involve the team, take QI approach, offer support

• Implement safety plan to prevent recurrence

• Follow up with patient

• REGAINING TRUST – patient, in the team, in oneself



SWISS CHEESE MODEL



Root cause analysis 
• Contributing factors

https://www.sahealth.sa.gov.au/wps/wcm/connect/eaf663004e3e32ea9d7bddc09343dd7f/RCA+TOOL+2+Contributing+factors%28V1%29.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-eaf663004e3e32ea9d7bddc09343dd7f-nwMCVpQ


What to do?

Confess or Hide it?

Apologise or never say sorry?

OPEN DISCLOSURE 

Quality Improvement

The value of patient forgiveness and understanding



HOW DOES IT FEEL? 

• Shame ; Guilt

• Anxiety and Fear – AHPRA, registration, reputation

• Failure  and Self worth

• Identity crisis

• Anxiety, depression, substance use, suicide

• Alters practice

• Impact on your performance 

• Impact on patient care

Primum non nocere



NEAR MISSES

• Didn’t reach the patient, or if it did, didn’t cause harm

• Detected or prevented – analyse WHAT factors provided the safety net? 

• Easier to talk about openly – after all it was a “SAVE”



Near Misses



BREAKOUT SMALL GROUP

• Think of a near miss or critical incident

• Share briefly with your colleagues

• Apply the “swiss cheese” / fishbone models

• How did you feel?

• What was the outcome?



PROCESSING  - REFLECTION

1. TALK TO YOUR MDO

2. Talking - “get it off your chest”
3. Peer support
4. Writing exercises
5. Medico Legal advice
6. Counselling - Drs4Drs
7. Implement quality improvement
8. Time
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