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Medical error: transforming the culture of blame 

By Professor Stuart Whittaker, CEO of the Council for Health Service Accreditation of Southern Africa

Startling information on the risk to patients who entered hospitals in England began to emerge in the late 1990’s and early 2000’s. Research at the time was suggesting that about 850 000 adverse events (unintended injuries or complications that result in prolonged admission, disability at discharge, or death and caused by healthcare management rather than the disease process) might occur in a year, costing upwards of £2-billion in extended hospital stays alone.

About the same time, across the Atlantic, the Institute of Medicine's Committee on the Quality of Health Care in America released a report – To Err is Human: Building a Safer Health System which stated that as many as 98 000 people died each year from medical errors that occur in hospitals. “That's more than die from motor vehicle accidents, breast cancer, and AIDS - making medical errors the fifth leading cause of death in this country.”
  On 25 January 2000, giving testimony before the United States Senate Subcommittee on Labour, Health and Human Services and Education, lead author of the report and world authority on adverse events, Lucian Leape, told the US Senate that “findings from several studies of large numbers of hospitalised patients indicated that each year a million or more people are injured and as many as 100 000 die as a result of errors in their care 
.  

Data on near misses (serious errors and mishaps, with the potential to cause an adverse event but fail to do so because by chance or design they are intercepted before they become adverse events) is equally alarming. In South Australia where the Health Department has established an adverse event reporting system, it is shown that that for every adverse event reported there were three near misses 
“

The harm that medical error causes to patients in both developed and undeveloped countries has become the focus of international concern. Up to 75% of healthcare errors are estimated to be preventable
. It is estimated that 10% of all people who receive healthcare in industrialized countries will suffer because of preventable harm and adverse events and early indications from a pilot study suggest a significantly higher figure in developing countries and countries in economic transition.
 It has become clear to health authorities that there is a pressing need to tackle the issue of patient safety.
  

Factors associated with clinical incidents

“No physician or nurse wants to hurt patients. Doctors, nurses, and other health workers are generally trained to be careful and take precautions to prevent mistakes. They are held and hold themselves to high standards. Paradoxically, it is precisely this exclusive focus on the individual's responsibility not to make mistakes, reinforced by punishment that makes health care so unsafe.
  The problem is that healthcare professionals are human, and make mistakes.

Current research shows that errors are seldom due to carelessness or lack of trying hard enough. More commonly, faulty systems, processes and conditions that lead people to make mistakes cause errors. They can be prevented by designing systems that make it hard for people to do something wrong and easy to do it right
.”

Patient safety is challenged not only by the complexity of care processes but also, first, by a culture of denial and blame, where these two characteristics have predominated over an environment of problem-solving and learning, and second, by an inconsistent reporting and learning system that has prevented the collection and dissemination of information in any meaningful way.”

It is this transformation, from a culture of individual blame to collective responsibility and openness about reporting medical error that has translated free-floating international concern into a number of highly structured bodies spanning the globe to tackle the problem at its root.

International initiatives to improve patient safety

On 18 May 2002, the 55th World Health Assembly passed resolution WHA55.18, which noted with concern the effects of adverse events on patients’ well being and urged countries to pay the greatest possible attention to patient safety. The resolution included a request to the Director-General of the World Health Organisation to carry out a series of actions to promote patient safety, including the development of global norms and standards; the promotion of evidenced-based policies; the promotion of mechanisms to recognize excellence in patient safety internationally; the encouragement of research and the provision of assistance to countries in several key areas. 

The World Alliance for Patient Safety was launched in October 2004 to take effective and concerted action to reduce adverse events in health care. In 2005, WHO hosted a meeting for countries from its various regions including South Africa. It was agreed that more knowledge on adverse events in the different WHO regions was required. 

This led to the first meeting of the WHO Global Research Programme for Patient Safety under the auspices of the WHO World Alliance for Patient Safety which first met in Washington in November 2005.

This, in turn, led to the formation of the World Alliance Research Council to develop a Patient Safety Research Agenda, which met in Washington in April 2006. Parallel to these developments, and directly linked to them was the appointment by WHO of an expert group of adverse event researchers whose focus was to use and develop measurement methods to determine the size and nature of patient harm in developing / transitional countries. 
In 2005, a Patient Safety Measurement Project under the auspices of the WHO commenced in nine African Countries in the Eastern Mediterranean and Africa WHO regions. Participating countries included Egypt, Tunisia, Morocco, Sudan, Yemen, Kuwait, Jordan, Kenya and South Africa (represented by COHSASA.). The first workshop took place in December 2005 in Cairo; the second in May 2006. At these workshops (the Council for Health Service Accreditation was invited to attend) intensive training was provided to the project members in using the retrospective patient record system as part of a “train the trainers” strategy. 

Initiatives by COHSASA to measure the frequency of adverse events and near misses

COHSASA, supported by WHO, undertook a study to determine the frequency and nature of adverse events in two South African hospitals using the WHO retrospective patient record review system to test the feasibility of the method and thereby assist with the development of a national adverse event measurement and improvement programme. 

The results were similar to those found in first world countries (paper is in publication).  However, COHSASA experienced the retrospective record audit methodology as laborious and time-consuming and had questions about the suitability of using this system in non-teaching hospitals where the quality of medical records is frequently poor.  The methodology is also unable to detect, in any meaningful way, the frequency or type of near misses.

“Clinical incidents” is a term that includes both adverse events and near misses and is useful in measuring the extent of the safety risk to patients who enter the health system.  After extensive literature searches and field research COHSASA, in collaboration with the Free State Provincial Department of Health, made the decision to use the Australian Advanced Incident Management System (AIMS) to measure and respond to adverse events detected in public sector hospitals.

AIMS is a computerised system developed over a 20-year period by Patient Safety International, the commercial arm of the Australian Patient Safety Foundation, for monitoring, analysing, reporting, and managing problems ranging from near misses to sentinel events across the entire spectrum of health care. 

Hospital staff are guided through a series of simple questions by trained interviewers to provide detailed data specific to the incident.  A cascading questioning process is used taking, on average, only seven to 10 minutes to capture thus reducing the need for staff to supply time-consuming written reports. Reporting facilities do not need to acquire and maintain complicated paper or computer systems and software, nor the staff to run them. 

In the pilot study carried out in a peri-urban hospital, 90 incidents were reported in the first month (November – December 2006 and were immediately classified by COHSASA call centre staff according to the AIMS Healthcare Incident Types (HITS) classification.  Other findings of the study were:

· staff reported incidents of different types and severity from a wide range of services.

· calls took on average five to seven minutes and trained hospital staff felt comfortable reporting

· many incidents that had the potential to cause serious harm, and which would not normally be reported, were picked up.

· staff felt in charge of the project because incidents were reported directly to them to manage

· the staff of the hospital gained an in-depth understanding of the workings of the hospital that they had previously only perceived, but which were now confirmed

· staff wanted to improve the situation.   

Based on these findings, a project designed to identify and measure the frequency of adverse event and near misses in 24 public sector hospitals in the Free State and identify and implement solutions that can be used to improve the safety of patients in the South African health care environment is currently underway.   An integral component of the programme will determine the relationship of adverse event rates with multidisciplinary standards set to measure the quality of the clinical, clinical support, management and technical hospital systems.
It is expected that this project will greatly empower healthcare workers in the frontline of managing and reducign the risk of adverse events and near misses.  Press reports in Australia show that a similar hotline for reporting adverse events saw reported incidents jump from 8000 in 2004 to 22 000 in 2005 and this rise is expected to continue: not because there are more adverse events but because more of them are being reported – and investigated for future prevention.

 Says Dr Sipho Kabane, Executive Manager of Clinical Health Services for the Free State Health Department  “This study – which will introduce a consistent and reliable method of identifying, classifying and addressing adverse events and near misses – is very important as it will for the first time give us an indication of the extent of the problem of adverse events in the province. This will make a contribution towards the measurement of the adverse event rate in South Africa. I believe this is the necessary, initial step to drawing attention and focus to the problem, in the same way that it was done in the U.S. U.K and Australia.”
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