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Once upon a time

• This is story about how the lessons learnt in one 
part of an organization are being shared and 
translated into the wider context of the whole 
organization. It is a story told before, by others, of 
the value of strong and ever present leadership and 
vigilance in the face of threats to patient safety. It 
is a story of gathering evidence so that we can 
know, understand and question the issues that 
present threats and opportunities and of how these 
can be fed back into the organization so that they 
engender a commitment to act 
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Commitment

Proactive & progressive with specific goals 
and resources

CEO demanded to know

Competence

Intensive and repeated education strategy 

Project support  and incentives

Availability of safety information

Expectation of that it was analysed & used 
to inform strategy 

Cognisance

Making sense of risks & hazards

Systematic risk analysis 

Feeding back into the organisation

Explicit Safety Culture strategy
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P D

CA

P D

CA

P D

CA

P D

CA

Hunches
Theories

Ideas

Staff Education

Climate  Survey

Patient safety 
project support

Culture of 
safety

Improving feedback 
systems 
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From processing to understanding & responding 
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A ll Reported Inc idents

0% 20% 40% 60% 80% 100%

Behaviour
Blood, Oxygen or Gas

Documentation
Fall

HAI (O)
Injury

Medical emergency (O)
Medication

No, Del Adm, Inapp Bed or Wd (O)
No, Wr or Delayed Diag (O)

No, Wr, Del Proc, Tx or Ass (O)
Nutrition

Other

Poor discharge planning (O)
SafetySecurity

Therapeutic devices
Wrong Pt, body part /side (O)

level 1 & 2
level 3- 6

level 7 & 8
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Regional reporting rates 2005

Regional Reporting Rates 2005
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Effort Sustained

• even with major organizational restructuring 

• changes in some leadership positions

• Staff proud of their achievements
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2006 - Could we expand across an entire 
Area health service like WA Country health ?
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WA Country 
Health Service
Area: 2.55million km2

People: 455,000

Aboriginal people 

(9.9%)

Population 2013 up  7% 

Resources boom having major 
impact 

• Increased  demand and expectation

• Reduced workforce availability

Sources:  WA Country Health Service Annual Report 2005/05 p.21
South West Area Health Service Annual Report 2005/06 p.25
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WACHS  - snapshot 

• $620 Million budget

• 70 hospitals 

• 5,662 FTE staff

• 2,310 FTE nurses

• 325,000 ED visits p.a.

• 96,000 hospital discharges

• 380,000 Inpatient Bed days

• 180 salaried doctors 

• 150 Visiting MOs 
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Patient Movement

Over 1,000 
country 
people travel 
for treatment 
every week

PATS - 49,000 trips per annum
RFDS transfers - 4,200 per annum
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Country people experience 
poorer health

.
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Workforce
5,662 FTE staff

180 salaried doctors

150 VMO’s

2,310 FTE nurses
We have a highly 

valuable, skilled and 
motivated workforce, 
but…

One third 
leave every year
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Staff Housing

Rentals in the 
north can be up to 
$2000/ week
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Clinical Incident Reporting from 
Ocean to Outback

Approaches as different as their landscapes
Limited resources applied



W    A         C   o    u    n   t    r    y         H    e    a l     t   h          S    e    r    v    i    c    e

Could we expand across an entire region ?

Cognizance

• Basic analysis and feedback

• Centralized sentinel event reporting and tracking

Competence

• Education and discussions 

Commitment

• Strategic plan 

• Regional visits and reviews

• Explicit CEO and executive commitment 
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Decided to start with a subset -
Sentinel Events



W    A         C   o    u    n   t    r    y         H    e    a l     t   h          S    e    r    v    i    c    e
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Ideas

Staff Education

Centralized support 
and tracking

Sharing lessons

Culture of 
safety

Improving feedback 
systems 
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Event types

0 4 8 12 16

1.0.0 Procedures involving the w rong patient or body part
2.0.0 Suicide of a patient in an inpatient unit

3.0.0 Retained instruments or other material after surgery
9.1.0 Mental Health incidents 

9.2.2 Death, w hich occurred as a result of anaesthetic
9.3.1 Problems in managing an emergency situation or resuscitation

9.4.1 Death or serious injury during or immediately after surgery 
9.4.2 Complication during or immediately after surgery 

9.5.1 Perinatal death or serious perinatal mortality unrelto cong abnmality 
9.5.2 Compl not anticipated yet arose, not managed app or timely 

9.8.1 Any death or serious patient injury (eg. Disability) due to HAI
9.9.1 Hospital processes, triage, ass, planning or delivery of care  

9.10.6 Wrong prothesis or part used
9.10.7 Failure to gain consent for procedure / surgery

2003 2004 2005 2006
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Human factors

Equipment
1%

Patient Factors
2%

Policy / Procedure / 
Guideline

37%

Safety Mechanisms
3%

Knowledge / Skills / 
Competence

27%

Communication
26%

Work Environment / 
Scheduling

4%
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Some specific examples

Supply chain checking procedures
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H2O2  under pressure 

sinus irrigated with 

50 ml syringe = 

Air emboli 

Education, policy……..

Remove 

from supply chain 

and audit compliance



W    A         C   o    u    n   t    r    y         H    e    a l     t   h          S    e    r    v    i    c    e

Falls in showers 

reduced 

by 60%
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Sentinele events by year

0

5

10

15

20

25

30

35

40

2003 2004 2005 2006 2007



W    A         C   o    u    n   t    r    y         H    e    a l     t   h          S    e    r    v    i    c    e

Trends we are now addressing

• Assessment and care planning
– ED - Triage 

– Pre operative

– Obstetrics 

• Communication , clinical handover etc

• Critical care escalation (MET response)
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Sustaining gains

• Major structural review fragmented resources now 
aligned into dedicated Clinical governance teams 

• All regions now funded for 3 positions to support 
Patient Safety and Clinical Practice Improvement 
with executive level clinician leadership 

• Each region is now implementing a range of the 
strategies tried and tested in the SW and several 
innovations of their own !!

NB. not all positions filled yet see me after if you or someone NB. not all positions filled yet see me after if you or someone you you 
know might be interested!!know might be interested!!
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Summary 
Commitment

• Proactive & progressive 

• Tangible - specific goals and resources
• Expectation of action

Competence

• Education support  & incentives

• Safety information
• Expectation of analysis & strategy 

• Engender a commitment to act

Cognisance

• Making sense of risks & hazards
• Systematic risk analysis 

• Feeding back into the organisation
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2006 – June 2007 - 48 (3 month)

Required intensive coordination, education and 
support

• Some site visits but had to learn the equivalent of 
”school of the air” approach (Tele and video 
conferencing, self directed support package etc) 

• Tracking results - Fine balance between stick 
(assurance) and carrot (learning) 

• Provide fantastic opportunity to share ideas and 
strategies rapidly across regional borders
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