
 

 
 
 

The Voice of Reason: An Analysis of Nurse Related 

Adverse Events in Australia  

2001 – 2013 

 

 

 

Melanie Underwood 

BNurs(Hons), RN, GradCertHPEd, MEdRM 

 

 

Thesis submitted in complete fulfilment of the requirements for the degree of 

Doctor of Philosophy 

 

 

School of Health 
Faculty of Engineering, Health, Science & the Environment 

Charles Darwin University  
Darwin, Australia 
September 2017





i 
 

 

Declaration 

 

I hereby declare that the work herein, now submitted as a thesis for the 

degree of Doctor of Philosophy of the Charles Darwin University, is the result of my 

own investigations, and all references to the ideas and work of other researchers 

have been specifically acknowledged.  I hereby certify that the work embodied in 

this thesis has not already been accepted in substance for any degree, and is not 

being currently submitted in candidature for any other degree.  The material 

provided in the appendices is produced with permission from the copyright holders.  

I give consent to this copy of my thesis, when deposited in the University Library, 

being made available for loan and photocopying online via the University’s Open 

Access repository eSpace. 

 

 

Melanie Underwood 

September 2017 

 

 

 

 

 



Chapter One: Introduction 
 

 

ii 
 

 

Abstract 

This research constitutes the first Australian study to use Coronial reports to 

analyse nurse-related adverse events resulting in the deaths of patients.  As nurses 

represent the largest group in the health care workforce, providing 24-hour care, they 

are in a key position to contribute to improving patient safety.  James Reason’s 

theory of accident prevention, including his Swiss cheese model (1990), provided a 

conceptual framework for the research and underpinned the Human Factors Analysis 

and Classification (HFACS) methodology used for the study.  HFACS was used to 

categorise and analyse active and latent failures at each level of the organisations and 

to understand the interrelationships between these layers of influence that resulted in 

the deaths.  Contributions to original knowledge derived from this research include 

the evidence that unsafe acts are not single, isolated events but the result of an error 

trajectory with influencing factors at all levels of an organisation; nurse-related 

errors are generally preventable; communication problems exist from the top layers 

of organisations down to the frontline; balancing the skill-mix and number of 

nursing staff matters; and routine violations are preventable. Latent factors 

contributing to error can be identified and mitigated which can then prevent errors 

from occurring.  The findings from this research provide an evidence base for 

developing focussed policy and other strategies across health provider organisations 

to improve the safety of patients.  
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Chapter One 

Introduction 

 
I think we've made a lot of progress.  Fifteen years ago we weren't talking 

about errors the way we are talking about them now and we are much more 

transparent about errors … I think all of us know there is a long way for us 

to go still (Tejal Gandhi). 

 
1.1 Introduction 

The aim of this research was to understand nurse-related adverse events, 

including preventable errors, from both a human and a systems perspective.  It 

utilises coronial reports of deaths occurring in both hospital and community settings 

located in rural, remote and urban centres in Australia. 

The Institute of Medicine’s To Err is Human: Building a Safer Health System 

(2000) is a seminal report that highlighted that in the United States of America up to 

98,000 people died each year as a result of preventable medical error.  The release of 

this report heralded a renewed focus on what was then viewed as an epidemic of 

medical error.  This report promoted international action from the World Health 

Organisation and reinvigoration of collaborations such as The International Society 

for Quality in Health Care (ISQua).  Potentially avoidable deaths have slightly 

decreased overall in Australia between 2001 – 2013 however there are variations 

between rural and urban centres and discrepancies between the Indigenous and Non-

Indigenous population (Australian Commission on Safety and Quality in Health 

Care, 2017).   
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This chapter commences with an introduction to the research topic through 

the lens of personal and professional experience and initial understandings of the 

related literature, it provides a context for the study, explains the theoretical 

approach and methodology used and concludes with an outline of the thesis. 

 
1.1.1 The nursing impetus 

In 2005, I was employed as a Registered Nurse in an Australian tertiary 

hospital where a catastrophic maternal death occurred.  While I was not directly 

involved or even witness to the event, the effects reverberated throughout the wards.  

There was a sense of shame, loss and disillusionment that accompanied the aftermath 

of the event.  Interestingly, and rather unfortunately, the analysis and repercussions 

of the event were not disseminated widely, which left many staff and patients 

frustrated and confused as to the cause and consequences of the event.  There 

appeared to be a lack of analysis as to how such an event could occur in a tertiary 

facility with a public focus on patient safety.  The goal of good nursing care is to 

transition patients from illness to wellness and as such, understanding where this 

process has failed is essential for increasing the safety of patients and reducing 

preventable deaths.   

 
1.1.2 The educator impetus 

In addition to my years in clinical practice, I have been employed in various 

capacities from clinical supervisor to my current role as a Senior Lecturer in Nursing 

for over 10 years in the tertiary education sector.  In that time, I have seen 

curriculum changes and learning pedagogies evolve, yet a constant has been the 

central imperative that at the core of nursing is people and that patient centeredness 
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forms the basis of nursing education.  In my time with students, I have witnessed and 

managed many clinical errors made by students in their course of learning to 

practice.  I often struggled with managing such errors caused by a failure of the 

students to practise as they were taught.  Punitive measures were standard and 

ranged from removal of the student from a placement, to failure of a unit and/or 

suspension from the undergraduate program.  Understanding this in the context of an 

accepted ‘no blame’ culture in nursing practice was challenging and I often felt that 

students took responsibility not simply for their own errors but also for the latent 

influences that led to their error.  I questioned policies and algorithms for progress 

but ultimately there was no acceptable answer as to why we deal with error in this 

way in the context of nursing education.  This dissonance led me to want to know 

more about the influences on error and whether these were commonly dealt with 

between practice and education. 

 
1.1.2 The researcher impetus 

It is evident within the scholarly literature that error has associations with 

communication failures (Bagnasco, Siri, Aleo, Rocco, & Sasso, 2015; Bagnasco et 

al., 2013; Boo, Lee, Park, & Ham, 2011; Chessman, Blue, Gilbert, Carey, & 

Mainous, 2003; Flicek, 2012; G. Hewitt, Sims, & Harris, 2015; King et al., 2013), 

skill deficits (Cicolini et al., 2015; Douglas et al., 2014; Douglas, Windsor, & Lewis, 

2015), missed care (Blackman et al., 2014; Dabney & Kalisch, 2015; Kalisch, Xie, 

& Dabney, 2014; Verrall, Abery, Harvey, & Henderson, 2015; Wakefield, 2013), 

interrupted care (Anthony, Wiencek, Bauer, Daly, & Anthony, 2010b; Flynn, 2016; 

McGillis Hall, Pedersen, & Fairley, 2010; Westbrook, Woods, Rob, Dunsmuir, & 

Day, 2010), workload (Ball, Murrells, Rafferty, Morrow, & Griffiths, 2013b; Berry 
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& Curry, 2012; Carayon & Gurses, 2008; Duffield et al., 2011; Parry, Barriball, & 

While, 2015; Van Bogaert, Clarke, Willems, & Mondelaers, 2013), and skill mix 

(Jacob, McKenna, & D'Amore, 2015; Staggs & Dunton, 2012; Twigg, Duffield, 

Bremner, Rapley, & Finn, 2012).  What is not clear from the literature, are the 

interrelationships and connections between errors and larger system influences.   

Medication error represents a major cause of adverse patient outcomes and 

has been explored consistently in the literature over the past three decades (Anderson 

& Webster, 2001; Antonow, Smith, & Silver, 2000; Cheragi, Manoocheri, 

Mohammadnejad, & Ehsani, 2013; Flynn, 2016; Hartnell, MacKinnon, Sketris, & 

Fleming, 2012; J. Osborne, Blais, & Hayes, 1999; Walters, 1992), yet as a 

profession, nursing continues to face challenges associated with managing this type 

of error.  This leads to questioning whether research is not capturing the latent 

influences on medication error and how best these could be addressed. 

Errors tend to follow a trajectory of events which Reason (1998) asserts 

follow typical patterns.  In addition to the unsafe acts performed by nurses at the 

bedside, organisational and structural factors also contribute to error.  An 

examination of sentinel events occurring in public hospitals in New Zealand 

undertaken by Rowe showed: 

…The vast majority (92%) involved lack of or poor assessment and 74% 

involved lack of or poor communication between health professionals.  While 

medication administration only accounted for 12% of the unsafe acts, all of 

the patients died (2012, p. iii). 
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Despite the volume of research that has focussed on errors, there is a paucity of 

literature examining nurse-related adverse events and no identified literature 

examining nurse-related adverse events resulting in death in Australia. 

The advent of electronic systems to alert nurses when patients are 

deteriorating, has emerged as a possible answer to nurses failing to note deterioration 

which can result in adverse patient outcomes (Alam et al., 2014; Brier et al., 2015; 

Hands et al., 2013).  Removing the judgement call from the nurse and translating 

that to sets of parameters that raise an alarm was viewed as a means to improve 

outcomes (Alam et al., 2014; G. B. Smith, Prytherch, Meredith, Schmidt, & 

Featherstone, 2013).  Yet the research around the effectiveness of such systems 

questions whether such measures actually oversimplify a much more complex 

problem (Kyriacos, Jelsma, & Jordan, 2011; Ludikhuize, Smorenburg, de Rooij, & 

de Jonge, 2012). 

 
1.2 Finding a voice of Reason 

In realising there was a gap in understanding error in terms of its broader 

influencing factors, turning to theory to provide a better understanding of error 

modelling was appropriate.  A rigorous search of the literature related to accident 

causation identified a number of prominent theorists such as Charles Perrow and his 

Normal Accident Theory (1984).  The theory describes accidents in complex 

systems and the inevitability of their occurrence.  Perrow highlighted the role of 

operator error and the role of organisations (rather than systems alone) in the 

creation of conditions that lead to accidents.  Perrow’s theory was applied to patient 

safety research by Tamuz and Harrison (2006) who found that Normal Accident 
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Theory can reduce local responsibility for error but combined with other frameworks 

for accident analysis can lead to prospective strategies to improve safety. 

Additional reading led to Heinrich’s 1931 Domino Theory (Heinrich, 1959). 

This theory states that multiple factors (represented as dominoes) influence 

accidents.  Heinrich believed unsafe acts cause more accidents than unsafe 

conditions (Heinrich). 

Heinrich’s descriptions of unsafe acts and conditions led me to the work of 

James Reason who in 1990 published a seminal work titled ‘Human Error’.  

Through several iterations, Reason ultimately developed The Swiss Cheese Model of 

Accident Causation (1997) which has the appearance of a deck of Swiss cheese 

slices.  The holes in the cheese represent weaknesses in a system while the cheese 

represents defences or barriers to errors occurring.  For an error to occur, the holes in 

each layer must align and this is indicative of a flawed system (Gregory & 

Kaprielian, 2016).  This model will be further discussed in Chapter Four. 

Reason (1995) identified principles for managing human risk which also 

offered some understanding of why error continues to occur in healthcare settings 

despite approaches to manage it.  These principles first identified that people 

(generally) do not intend to commit error.   

Perhaps most importantly, Reason identified that accidents rarely occur as 

the result of a single unsafe act, they are the product of many factors (1995).  This 

point led to this researcher questioning whether this principle would also apply to 

healthcare, and specifically to nurse-related errors that result in adverse patient 

outcomes. 
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1.2.1 The Human Factors Analysis and Classification Framework (HFACS). 

Using Reason’s Swiss Cheese Model of Accident Causation (1997), 

Wiegmann and Shappell (2003) developed the Human Factors Analysis and 

Classification System (HFACS) to evaluate how human performance deficiencies 

affect aviation accidents.  The origins and development of the HFACS framework 

will be explored further in Chapter Five.  While HFACS was originally developed 

for use in the navy, it has been successfully applied in other organisations such as 

aviation and mining and to a limited extent, medicine.  HFACS uses the same levels 

presented by Reason in his 1990 model (unsafe acts, preconditions for unsafe acts, 

unsafe supervision and organisational influences).  Within each level of HFACS, 

causal categories were developed that identify the active and latent failures that 

precede errors.   

This study utilised HFACS for the first time to understand the trajectory of 

errors that involved nurses at the sharp end of patients’ deaths.  HFACS uses the 

same levels presented by James Reason in his (1997) Swiss Cheese Model of 

Accident Causation, namely organisational influences, unsafe supervision, 

preconditions for unsafe acts and unsafe acts.   

1.2.2 Coronial reports 

Publicly available Australian coronial reports from the years 2001 to 2013 

were used as the unit of analysis for this research.  Coronial reports provide a 

consistent and detailed account of deaths subject to inquiry.  The decision to utilise 

these reports to access the data was made because the reports are readily and 

publicly available.  They provide objective and complete coverage of individual 

cases, however are inconsistent in format (there is wide variation between 
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jurisdictions). Additionally, these reports were available online for each of the states 

and the territory of interest.   

A small-scale study examining healthcare related deaths using coronial data 

was previously undertaken in Australia (Mitchell, Chung, Williamson, & 

Molesworth, 2011).  The sample size was 48 cases and the analysis was focussed on 

health-related deaths rather than a specific population.  This study supported the 

assertion that despite the depth of information available, there is inconsistency in the 

format and presentation of Coronial data across Australia. 

This study is the first to examine nurse-related adverse events resulting in 

death in Australia.  It is also the first to undertake an analysis of Coronial findings to 

develop an understanding of the individual contributions to error as well as the 

organisational and structural factors that influenced the nurse-related errors.  The use 

of the HFACS framework to study these concepts also represents an innovative 

approach.   

When referring to Registered Nurses, the terms RN or nurse will be used.  

When referring to division two nurses, the term EN or Enrolled Nurse will be used.  

Midwives will be referred to specifically using the title ‘midwife’. 

 
1.3 Thesis Structure 

This section outlines the structure of the thesis.  Chapter One has introduced 

the topic, the aim of the study, the theoretical underpinning and the methodological 

approach.  The remaining chapters are structured as follows: 
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Chapter Two: The Australian regulatory framework 

Chapter Two outlines the related components of the Health Practitioners’ 

National Law Act (2009) and the responsibilities of the regulatory agencies and 

governance structures existing under this Act.  Additionally, it defines the role of the 

Coroner and the legislation that supports the Coronial process.   

Chapter Three: Literature review 

Chapter Three consists of a review of relevant national and international 

literature pertaining to patient safety and adverse events.  It includes a discussion of 

patient safety, skill errors and nursing practice, communication and error, clinical 

decision making, and staffing factors.  

Chapter Four: Theoretical Framework 

Chapter Four discusses the theory of James Reason that was used as the 

conceptual framework for this study.  It includes his “Swiss cheese model” (1990) 

and the person and systems approaches he developed to analyse and mitigate error.  

The chapter also includes an overview of relevant studies where Reason’s model has 

been applied in research and concludes with a justification of why this theory has 

relevance for this study. 

Chapter Five: Methodology and Methods 

Chapter Five discusses the research methodology and the methods used for 

this study.  It discusses HFACS and its application to the research and how HFACS 

was used to collect and analyse the data.  It also addresses the ethical considerations. 

Chapter Six: Unsafe Acts 

Chapter Six discusses the findings from the data analysis undertaken in 

relation to the first level of HFACS, unsafe acts.  This includes an overview of 
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demographic information and presentation of the findings using the categories of 

skill-based errors, decision errors, perceptual errors, and violations. 

Chapter Seven: Preconditions for Unsafe Acts 

Chapter Seven discusses the findings in relation to the second level of 

HFACS, preconditions for unsafe acts.  This includes presentation of the findings 

using the categories of environmental factors, condition of operators, and personnel 

factors. 

Chapter Eight: Unsafe Supervision 

Chapter Eight discusses the findings from the third level of HFACS, unsafe 

supervision.  This includes the categories of inadequate supervision, planned 

inappropriate operations, failure to correct known problems, and supervisory 

violations. 

Chapter Nine: Organisational Influences 

Chapter Nine discusses the findings from the fourth level of HFACS, 

organisational influences.  This includes presentation of the findings using the 

categories of resource management, organisational climate, and organisational 

process. 

Chapter Ten: Discussion 

Chapter Ten discusses the contributions to knowledge that this research 

makes.  It also presents the contributions to the methodology and a discussion of the 

strengths and limitations associated with the design and conduct of this study. 

Chapter Eleven:  Conclusions 

Chapter Eleven concludes the thesis, discusses the implications for 

organisational policy, nursing practice, and nurse training and education.  In 
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addition, it provides recommendations for further research, organisational policy, 

nursing practice, and nurse training and education. 

 
1.4 Conclusion 

This chapter has introduced the research and provided a rationale for 

undertaking it.  It also states the research aim and explains the conceptual framework 

and the methodology used for the study.  In addition, it has outlined the structure of 

the thesis.  The following chapter will discuss the legal and regulatory frameworks 

and the governance structures which create the context in which nurses work.  It will 

also discuss adverse event reporting, the role of the Coroner and the legislation that 

supports the coronial process. 
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Chapter Two 

Legislation and Regulatory Frameworks 

 
First, do no harm (Hippocratic Corpus) 

2.1 Introduction 

This chapter provides a context for the study in terms of outlining the 

governance of the nursing profession in Australia, adverse event reporting and the 

Coronial process.  It defines the role of the Coroner and the legislation that supports 

the Coronial process.  The chapter additionally outlines the structure and 

components of the Health Practitioners’ National Law Act 2009 (Qld) and the 

responsibilities of the regulatory frameworks and governance structures existing 

under this Act.  This Act provides governance for the responsibilities, 

accountabilities, conduct and competency of Enrolled Nurses, Registered Nurses and 

Registered Midwives, and for providers of nursing education leading to registration.   

 
2.2 Governance of the nursing profession 

Governance of the nursing profession in Australia has a hierarchical structure 

consisting of an overarching body that supports the functions of the 14 national 

boards1 in registration and accreditation activities.  The regulation of individual 

health professions rests with each relevant national board that is responsible for the 

                                                 

1 The 14 National Boards consist of: Aboriginal and Torres Strait Islander Health Practice Board of 
Australia, Chinese Medicine Board of Australia, Chiropractic Board of Australia, Dental Board of 
Australia, Medical Board of Australia, Medical Radiation Practice Board of Australia, Nursing and 
Midwifery Board of Australia, Occupational Therapy Board of Australia, Optometry Board of 
Australia, Osteopathy Board of Australia, Pharmacy Board of Australia, Physiotherapy Board of 
Australia, Podiatry Board of Australia, Psychology Board of Australia. 
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registration of individual practitioners.  The educational preparation of nurses is 

governed by the National Registration and Accreditation Scheme for health 

practitioners along with the assessment of skills for migrant nurses.  

 
2.2.1 The Australian Health Practitioners Regulatory Authority (AHPRA) 

In 2008, the Council of Australian Governments (COAG) established a 

single National Registration and Accreditation Scheme for registered health 

practitioners.  As at the 1st of July 2010, Australia enacted the Health Practitioner 

National Law Act (2009) thereby subsuming into one act the previously independent 

legislation governing practice at state and territory levels.  Fourteen national 

accrediting authorities (one for each registerable profession) came into existence 

under this act.  The main objective of the legislation was to establish a national 

registration and accreditation scheme for the regulation of health practitioners and 

students undertaking programs of study leading to registration (Queensland 

Government, 2009).  Members of the inaugural national accrediting body for 

nursing, The Nursing and Midwifery Board of Australia, were appointed in 2009 

(Australian Health Practitioner Regulation Authority, 2011). 

 
2.2.2 The Nursing and Midwifery Board of Australia (NMBA) 

The enactment of the national legislation gave rise to the amalgamation of 

state-based nursing boards to create the Nursing and Midwifery Board of Australia 

(NMBA).  The function of the NMBA is to register nurses, midwives and students in 

these professions.  Additionally, the NMBA is responsible for the development of 

standards of practice, codes of conduct and guidelines for nurses and midwives.  The 

NMBA also manages complaints and notifications and initiates investigations and 
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disciplinary hearings.  The assessment of internationally trained nurses is also the 

responsibility of the board along with approving accreditation standards and 

accrediting courses of study (Nursing and Midwifery Board of Australia, 2017). 

Registration categories 

Under the national registration scheme, there is both a register of nurses (two 

divisions: Registered Nurses and Enrolled Nurses) and a separate register for 

Midwives (Nursing and Midwifery Board of Australia, 2011).  Under the scheme 

there is also provision for endorsements to these registrations which cover: 

• Scheduled medicines – allowing identified and qualified practitioners to 

obtain, supply and administer schedule 22, 33, 44 & 85 medicines in rural and 

isolated practice areas.  This provision is applicable also to Eligible 

Midwives (Nursing and Midwifery Board of Australia, 2011, p. 1); 

• Nurse practitioner - available to Registered Nurses based on experience in 

advanced nursing practice in a clinical leadership role in the area of practice 

in which the registrant practices (Nursing and Midwifery Board of Australia, 

2011, p. 1); 

• Eligible Midwife - indicates that the midwife is competent to provide 

pregnancy, labour, birth and postnatal care to women and their infants, and is 

qualified to provide the associated services and order diagnostic 

                                                 

2 Schedule 2 medicine (Pharmacy Medicine):  Pharmaceuticals that can only be supplied through a 
pharmacy. 
3 Schedule 3 medicine (Pharmacist Only Medicine): Pharmaceuticals that can only be supplied 
through a pharmacy. 
4 Schedule 4 medicine (Prescription Only Medicine): Pharmaceuticals that can only be supplied 
through a pharmacy. 
5 Schedule 8 medicine (Controlled Drug): Drugs of addiction. This category is for substances that 
should be available for use but require restriction of manufacture, supply, distribution, possession and 
use to reduce abuse, misuse and physical or psychological dependence. 
Source: (The Pharmacy Guild of Australia, 2009) 
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investigations appropriate to the eligible midwife’s scope of practice 

(Nursing and Midwifery Board of Australia, 2016a, p. 1). 

Registration standards 

Registration standards dictate the requirements that applicants must meet to 

gain or renew registration.  These standards include an applicant’s criminal history, 

their English language proficiency, continuing professional development, recency of 

practice and where applicable professional indemnity insurance.  In addition to these 

core standards, practitioners seeking endorsement on their registration must meet 

additional standards, for example, for Nurse Practitioner endorsements, scheduled 

medicines for midwives, and scheduled medicines for rural or isolated practice 

nurses Nursing and Midwifery Board of Australia (2011).  Registration standards 

determine the eligibility of an individual to gain registration in the relevant category.  

Once registered, practitioners must practise in accordance with the professional 

standards applicable to their profession. 

Professional standards 

Professional standards guide the behaviour of nurses and midwives and 

consist of a Code of Ethics (Nursing & Midwifery Board of Australia, 2008), a Code 

of Professional Conduct (Nursing and Midwifery Board of Australia, 2008), and 

Professional Boundaries (Nursing and Midwifery Board of Australia, 2013a, 2013b).  

There are separate codes for midwives and nurses though they are very similar.  In 

addition to these codes Registered Nurses, Enrolled Nurses, Nurse Practitioners and 

Registered Midwives each have a professional set of Standards for Practice (Nursing 

and Midwifery Board of Australia, 2010b, 2014, 2016b, 2016c).  The purpose of the 

standards for practice is to provide a framework for assessing the practice of the 

nurses and midwives.  The standards provide an expected standard of practice for the 
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public and also guide eligibility for registration.  The standards additionally define 

accountability as it applies to the professions and the roles and responsibilities 

associated with the delegation of care (Nursing and Midwifery Board of Australia, 

2016c). 

Renewal of annual registration 

Following initial registration, renewal occurs annually with each practitioner 

required to complete a declaration to state that their initial registration standards 

have not changed.  Nurses and midwives are required to demonstrate continuing 

professional development (CPD).  The role of CPD is to ensure they both maintain 

and improve their knowledge (Nursing and Midwifery Board of Australia, 2010a) in 

the context of technological change and advancing evidence for practice (Masters, 

2014).  The requirement for a minimum level of CPD is linked to performance 

review and transfers accountability for knowledge currency to the individual. 

At the point of renewal of registration, practitioners must have completed 

prescribed CPD, declared no change to their criminal history and declared any 

mental or physical condition that may impede their ability to practice. 

 
2.2.3 The Australian Nursing and Midwifery Accreditation Council 

The Australian Nursing and Midwifery Accreditation Council (ANMAC) 

operates under the direction of the NMBA, monitoring educational programs leading 

to registration and compliance with standards for registration (Australian Health 

Practitioner Regulation Authority, 2011).  The Australian Nursing and Midwifery 

Accreditation Council (ANMAC) is concerned with the health and safety of the 

public through the promotion of high standards of nursing and midwifery education 

(Australian Nursing & Midwifery Accreditation Council, 2012).   
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On 1 July 2010, ANMAC became the independent accreditation authority, 

under the auspices of the Australian Nursing and Midwifery Board, for the nursing 

and midwifery professions under the National Registration and Accreditation 

Scheme (NRAS).  The primary function of ANMAC as the accreditation authority 

for the nursing and midwifery professions is to ensure that any program leading to 

registration meets the Nursing and Midwifery Board of Australia’s (NMBA) 

approved standards for accreditation (Australian Nursing & Midwifery Accreditation 

Council, 2012). 

Any student graduating from an ANMAC approved course of study is 

deemed eligible for registration after having met the requirements of the course and 

gained competency against the relevant National Competencies; National 

Competency Standards for the Enrolled Nurse; National Competency Standards for 

the Registered Nurse; National Competency Standards for the Midwife (Nursing and 

Midwifery Board of Australia, 2006, 2010b, 2016b).  This regulation for registration 

has implications for the analysis and interpretation of error in relation to the expected 

standards of care versus actual care provided by individuals and systems. 

 
2.3 The Australian Commission on Safety and Quality in Health 

Care 

The Australian Commission on Safety and Quality in Health Care 

(ACSQHC) is a Commonwealth Government agency dedicated to coordinating and 

leading initiatives into improvements in safety and quality in health care across 

Australia.  ACSQHC was established by the Health Minister in 2006, and is funded 

by all state and territory governments on a cost sharing basis.  In 2011 the Federal 

Parliament passed the National Health Reform Act 2011 (the NHR Act) which 
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established the ACSQHC as an independent statutory authority under the 

Commonwealth Authorities and Companies Act 1997 (ACSQHC, 2012). 

ACSQHC reports to the Standing Council on Health (SCoH) and works with 

the Inter-Jurisdictional Committee, which is made up of senior Safety and Quality 

Managers from the Commonwealth Department of Health and Ageing, and each 

State and Territory Department of Health.  The work of ACSQHC is mainly 

focussed on research and development of initiatives to improve quality and safety in 

response to identified risks (ACSQHC, 2012). 

In 2009, Territory and State Health Ministers endorsed ACSQHC’s 

recommendation that hospitals routinely monitor and review a set of outcome 

indicators.  These hospital-based outcome indicators can be generated by 

jurisdictions and private hospital ownership groups, which hold the source data, and 

report back to provider facilities.  The safety and quality value lies in developing the 

report-review-act cycle based on the routine supply of timely and targeted data back 

to hospitals.  

ACSQHC has initiated national improvements in the safety and quality of 

health care provision, particularly in relation to standards of care and associated 

quality measures such as those for acute coronary syndrome, acute stroke and anti-

microbial stewardship.  Additionally ACSQHC led the development and 

implementation of the national inpatient medication chart and core hospital-based 

outcome indicators (Australian Commission on Safety and Quality in Health Care, 

2016). 
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2.4 Adverse event reporting 

An adverse event is defined by The World Health Organisation as:  

An injury related to medical management, in contrast to complications of 

disease…Medical management includes all aspects of care, including 

diagnosis and treatment, failure to diagnose or treat, and the systems and 

equipment used to deliver care. Adverse events may be preventable or non-

preventable (World Health Organization, 2005, p. 8). 

 
This definition applies also to nurses causing harm resulting from falls, 

infections and problems with medications (Australian Institute of Health and 

Welfare, 2013).  The ACSQHC (2013) discussed adverse event reporting in the 

context of open disclosure for events resulting in actual harm.  They extend this to 

near miss or ‘no harm’ incidents being subject to open disclosure processes in terms 

of evaluating whether disclosing information can result in reducing the risk of future 

occurrences of same or similar events.  The framework provides a guide for 

organisations to report adverse events in a consistent and transparent manner to 

support the recipients of care. 

A sentinel event refers to unexpected events involving death or serious injury 

or the risk these occurring.  The Health Department of Western Australia (2003) 

identified events including inpatient suicide, haemolytic blood transfusion reactions, 

medication errors leading to death, maternal deaths and serious morbidity, and any 

other event resulting in serious patient harm, as reportable sentinel events. 

All jurisdictions in Australia have adopted the categories of sentinel events as 

agreed by the Australian Health Ministers (2004).  Public availability of related 

documents and annual reports is inconsistent between the states and territories, with 
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the exception of Western Australia, where regular annual publication of sentinel 

event data is made available electronically to the public. 

In 2007, the Australian Institute of Health and Welfare (AIHW) jointly 

released a report with ACSQHC detailing sentinel events in Australian public 

hospitals 2004 – 2005 (Australian Institute of Health and Welfare & Australian 

Commission on Safety and Quality in Health Care, 2007).  This is the only version 

of the report released to date which presents cumulative data from all states and 

territories within Australia.  While the authors stated that near misses can provide 

important information about risk factors in the health system (2007), no further 

analysis has been published from this meta-perspective.  The report stated that there 

were over 4,000,000 individuals hospitalised and 130 sentinel events analysed 

during that period.  The latter most commonly involving procedures carried out on 

the wrong body part or patient resulting from a breakdown in rules, policies or 

procedures (Australian Institute of Health and Welfare & Australian Commission on 

Safety and Quality in Health Care). 

During the early 2000’s, a significant body of work was undertaken by 

Runciman and colleagues in response the lack of uniform approach to patient safety 

risks and incidents.  The outcome of this work, focussed largely in South Australia 

was the development of a coherent framework for incident management (Runciman, 

2002; Runciman et al., 2010; Runciman et al., 2006; Sherman et al., 2009). 

New South Wales (NSW), in 2003, became the first Australian state to 

implement a systematic process for analysing adverse events in public healthcare 

facilities.  The process both then, as a pilot project, and now as a fully integrated, 
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online reporting system, is the responsibility of the NSW Patient Safety and Clinical 

Quality Program (NSW Department of Health, 2006). 

In 2006, NSW Health released a report on serious incident reporting from the 

period 2005-2006, detailing the incidents logged electronically and assessed against 

severity assessment codes (SACs) (NSW Department of Health, 2006).  There are 

three SACs which identify death or permanent harm as an outcome of health care, 

temporary harm as an unexpected outcome of health care, and minimal harm which 

is not reasonably expected as a result of health care. 

During the 2005-2006 reporting year 499 SAC 1 events were logged, this 

was an increase from 429 the previous year.  A SAC 1 event includes actual and near 

misses where actual harm was or could have been caused by health care rather than 

the patient’s condition (Government of Western Australia, 2017).  The majority of 

these cases related to unspecified clinical management problems (n=178) and 

suspected suicide in the community (n=137). SAC 2 and 3 refer to moderate and 

minimal or no harm respectively.  The report does not detail the SAC 2 and SAC 3 

data (NSW Department of Health, 2006).   

Sentinel event reporting was implemented in The Northern Territory in 2004 

and refined with the use of ‘riskman6’ and associated protocols in 2009-2010.  This 

reporting mechanism targets the most serious adverse events and ensures priority is 

given to thorough investigations and identification and sharing of prevention 

strategies where they exist.  The mandatory nature of this system supports tracking 

of trends over time and some evaluation of interventions (Northern Territory 

                                                 

6 Riskman is software used to manage incident reports 
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Government, 2010).  A summary or annual report document for the Northern 

Territory detailing sentinel event data was unavailable at the time of writing this 

thesis. 

In 2012, Queensland Health published a report on clinical incidents and 

sentinel events in the public health system.  Institutions within Queensland health 

utilise the severity assessment code (SAC) classification system to categorise 

severity of outcomes for a patient following an error (Queensland Government, 

2012).  During 2009 – 2010, 76, 187 events were reported utilising the SAC system 

to categorise potential harm.  Of those cases, 333 (0.4%) were classified as SAC 1, 

2,607 (3.4%) as SAC 2, and 73,247 (96.1%) as SAC 3 (Queensland Government, 

2012). 

Under the Australian Open Disclosure Framework (2013), all adverse events 

within the care environment should be responded to as per the response framework.  

This is inclusive of near-miss events.  As mentioned above, the events which do lead 

to serious harm or death are known as sentinel events.  With specific reference to 

cases resulting in the death of patients, the Open Disclosure Framework dictates the 

timely reporting of the incident to the Coroner for investigation. 

 
2.4.1 Reportable deaths 

A reportable death indicates that something unexpected has occurred and the 

death cannot be attributed to natural causes (Queensland Department of Justice and 

Attorney-General, 2017).  While the number of reportable deaths is comparatively 

small compared to the total number of deaths, it is these cases that present the 

greatest opportunity for analysis to develop strategies to reduce preventable errors.   
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The main distinction between coronial processes and sentinel event reporting 

is the mechanism driving the inquiry.  Coronial cases are driven by Acts of 

Parliament (legislation) whilst adverse sentinel event reporting, although feeding 

into coronial inquiries, is essentially a quality improvement process (Weaving, 

McKenna, & Diggins, 2010). 

The use of mandatory sentinel event reporting serves to optimise patient 

safety by the analysis of adverse events to improve patient safety through education 

and changes to processes and protocol.  While coronial inquiries serve a similar 

purpose, data are drawn from a vastly wider pool of events and are conducted with 

the express purpose to determine the cause of death and “provide valuable lessons to 

be learnt from the dead to protect the living” (Weaving et al., 2010, p. 6). 

 
2.4.2 Coronial processes 

The role of the Coroner is to investigate reportable deaths.  The investigation 

determines the identity of the person, where and when they died and the cause of 

death.  As a result of these outcomes the Coroner may hold an inquest so as to make 

recommendations to prevent similar deaths occurring (Queensland Department of 

Justice and Attorney-General, 2017).  The responsibility for reporting deaths which 

fall under the criteria for ‘reportable’ deaths lies with the facility where the deceased 

received care or with the facility receiving the deceased for confirmation and 

certification of death.   

The total number of deaths in a given population are referred to as registered 

deaths.  Only a small percentage of deaths reported to the Coroner will result in a 

public inquest (<5%).  After examining evidence, such as the statements of witnesses 

and medical reports, the Coroner may decide that an inquest is not necessary.  
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However, in certain types of deaths such as deaths in custody, or where the identity 

of the person is not known, an inquest must be held (Department of Justice, 2012, p. 

P3). 

Each state and territory within Australia operates under a separate Coroner’s 

Act.  While these are separate pieces of legislation, the criteria for coronial inquiries 

remain nearly identical in all states and territories.  In any state or jurisdiction in 

Australia, it is mandatory for a death to be reported to the coroner if the death: 

• appears to have been unexpected, unnatural or violent;  

• appears to have resulted, directly or indirectly from an accident or injury; 

• occurred during an anaesthetic or as a result of an anaesthetic and is not due 

to natural causes; 

• occurred when a person was held in, or immediately before death, was held 

in care or custody;  

• was caused or contributed to by injuries sustained while the person was held 

in custody; 

• of a person whose identity is unknown; 

• and in certain other circumstances (Department of Justice, 2012, p. 1)(NT). 

Guidelines for notification of death are almost identical in each state and 

penalties for failing to notify the Coroner of reportable deaths exist in all states and 

territories of Australia as covered under the Coroner’s Act legislation (Hitchcock, 

May, & Mullaley, 2009; Northern Territory Government, 2011).  Under the 

Coroner’s Act (2011) every regional magistrate is at the same time a coroner.  Most 

of the inquests held in each state are held by the relevant State Coroner.   
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During an inquest, witnesses are called to give evidence and exhibits are 

produced to enable the Coroner to make a finding in relation to the death.  The 

Coroner presiding over the inquest attempts to determine details such as identity, 

time and place of death, cause of death and relevant circumstances concerning the 

death.  Additionally, the Coroner provides comments and makes recommendations 

related to the death.  An inquest does not decide questions of civil liability and the 

Coroner is not permitted to include a comment or finding that any person is or 

maybe guilty of an offence (Department of Justice, 2012, pp. 7-9). 

2.5 Conclusion 

This chapter has described common law and current legislation related to the 

regulation of nurses and midwives.  The context of safety in healthcare has also been 

described in terms of the overarching principles from which standards of practice 

and best clinical practice are derived.  The Coronial process has been introduced to 

explain the circumstances in which inquiries are instigated and how they are 

governed in terms of legal processes.  Chapter Three presents the literature relevant 

to this research. 
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Chapter Three 

Literature Review 

 
Ensuring patient safety is a fundamental principle of healthcare 

organisations, managers and practitioners’ professional responsibility.  

However, patients continue to experience unsafe care in increasingly 

complex, high pressure healthcare settings.  (World Health Organisation, 

2011, p.9). 

 
3.1 Introduction 

The purpose of this chapter is to review the literature related to patient safety 

in the nursing context and nurse-related error to develop an understanding of current 

knowledge in these areas.  The review sets out the search strategy and then is divided 

into five main topics:  nursing skill errors, medication administration and 

management, nursing decision and perceptual errors, communication and error, and 

staffing, skill-mix and patient outcomes.  

Patient safety has been a high priority internationally for at least the last three 

decades.  The Institute of Medicine’s influential report To Err is Human: Building a 

Safer Health System (1999) identified that to prevent death from medical error, 

dramatic, system-wide changes were essential (Institute of Medicine (US), 2000).  

Despite this, little attention has been paid to nurses’ involvement in error in health 

care organisations.  Given nurses have a key role in patient surveillance, rescue and 

‘round the clock’ care, they are in a key position to influence patient safety.  
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Most of the nurse-related international literature on patient safety since the 

early 2000’s has focussed on baccalaureate and nursing student interventions and 

education to communicate aspects of patient safety.  The current literature is more 

diverse with attention paid to the importance of teamwork, nursing workloads and 

quality improvement in relation to patient safety as well as separate studies 

examining organisational level interventions to address culture, leadership and the 

safety climate.   

 
3.2 Search strategy 

A search was undertaken in the Charles Darwin University Summon™ 

search application using the following keywords with appropriate truncation: 

“sentinel/coron*/nurs*/inquiry/safety/nurs* AND error”.  The search was limited to 

‘English only’, content limited to include scholarly articles, conference proceedings 

and reports, and all results published from 2000 to the current year (2017).  These 

terms were then combined with ‘hospital’, ‘community’ and ‘rural/remote’ resulting 

in a refinement to 597 articles, and of these, 125 met the criteria of interest for 

further review.  Subsequent searches in Google Scholar™ using the same search 

strategy identified 488 additional items and 146 met the criteria for further review.   

Each database was also searched to elicit specific literature pertaining to 

‘unsafe acts’ (Reason, 1990).  Using the following keywords with appropriate 

truncation: ‘act/ conduct/nurs*/practice/unsafe AND act/unsafe/ behaviour/unsafe 

AND conduct/unsafe AND practice’.  The search resulted in the identification of a 

further 33 relevant articles. 

A search of relevant unpublished theses via the National Library of Australia 

Trove search tool, yielded only one relevant result when searched using the terms: 
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‘coron*, patient AND safety and nurs*’.  The search was expanded to incorporate 

the keywords: ‘unsafe acts’ which resulted in one article relating to aviation safety.  

When this search was repeated, expanding the search to include international theses, 

four additional publications were yielded. 

The articles were retained if they reported primary research or were 

systematic reviews of the literature that had relevance to the research question for 

this study.  Due to the paucity of published literature relating to the research 

question, articles referencing more general experiences of coronial inquiries and the 

nurses’ involvement in coronial cases were included in subsequent searches.   

Relevant government agencies were searched for pertinent literature and 

information was gathered from National and State Nursing authorities, the 

Australian Bureau of Statistics (ABS) and other government departments holding 

data and published reports related to adverse events, patient safety and mortality.  In 

addition, relevant editorial reviews and newspaper articles were retained as resource 

material.   

 
3.3 Nursing skills and error 

The relationships between specific types of nursing skills and the occurrence 

of error were examined within the scholarly literature.  There is an abundance of 

literature relating to specific error types and the immediate factors that may 

influence them.   
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3.3.1 Nursing assessment errors 

The literature consistently shows that in facilities with good staff to patient 

ratios and well-resourced wards, missed care7 rates are lower and relate to less 

critical aspects of care being omitted (Ausserhofer et al., 2014; Ball, Murrells, 

Rafferty, Morrow, & Griffiths, 2013a; Wakefield, 2014).  This knowledge has been 

reported as a result of empirical research undertaken over many decades and in 

national and international  contexts (Aiken, Cimiotti, et al., 2011; Aiken, Clarke, & 

Sloane, 2002; Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Aiken et al., 2012; 

Coetzee, Klopper, Ellis, & Aiken, 2013; Friese, Lake, Aiken, Silber, & Sochalski, 

2008; Rogers, Hwang, Scott, Aiken, & Dinges, 2004).  Errors relating to assessment 

or omissions are often attributed to nurses’ failures or lapses in critical thinking 

and/or nurses’ failure to adequately assess their patients.  Research studies 

examining such errors often have highlighted that an inadequate skill mix was in 

place at the time (Twigg et al., 2012; Twigg & McCullough, 2014) which, as 

supported by more recent literature, is linked to poorer outcomes of care (Aiken et 

al., 2014; Cho et al., 2015).   

Blackman et. al. (2014) surveyed 289 nurses and midwives in South 

Australia using a previously validated tool to examine factors influencing why 

nursing care was missed.  The authors identified variables such as workload factors 

(shift type, nursing resource allocation, intensity and predictability), communication 

and intrinsic factors such as satisfaction, as potential contributors to instances of 

missed care.  The authors linked direct impacts to higher level factors that exert 

                                                 

7 Missed nursing care is a subset of the category known as error of omission. It refers to needed 
nursing care that is delayed, partially completed, or not completed at all. 
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influence on these direct impacts.  They did not, however, link these to higher level 

organisational factors or to the significance of missed instances of care to adverse 

outcomes.  Although this study was based on a proportionately small sample size to 

the total population of nurses and midwives in the state, and the vast majority of 

respondents were senior practitioners working in metropolitan settings in public 

facilities, the findings were reflective of previously identified contributors to error. 

International research has identified similar variables influencing missed 

care.  Winsett et al. (2016) sampled 168 nurses from four hospitals in the United 

Kingdom to explore their work environment by evaluating self-reports of missed 

care.  Specific tasks were identified by the participants as those most commonly 

missed with the common cause being volume and acuity of patients, and availability 

of resources.  These findings are consistent with previous studies (Ball, 2016; Ball et 

al., 2013b; Dabney & Kalisch, 2015), however connections with latent system 

conditions that push down on these variables from the organisational level, were not 

explicitly identified nor considered.   

 
3.3.2 Medication administration/management errors 

According to a survey by Simonsen, Deahlin, Johansson and Farup  (2014), 

medication knowledge among experienced nurses was superior to bachelor students 

in nursing, but nevertheless insufficient with at least 25% of the answers to drug 

management questions  leading to high risk of error (2014, p. 3).  This study 

surveyed a sample of 203 nurses from both hospital and primary care settings and 

produced a statistically significant result showing that medication knowledge was 

unsatisfactory in the majority of the nurses in the study.  The researchers highlighted 

that nurses’ involvement in medication management was more complex than 
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carrying out the administration of a drug ordered by a physician.  The nurses must 

also be familiar with the pharmacology of the drug as well as the correct storage and 

dispensing procedures.  Errors may be caused, they suggested, by lack of knowledge, 

routine failure, insufficient practical skills, or an accidental happening.  A German 

study tested a classification model for preventing medication handling errors, 30.9% 

of the observed errors by experienced nurses were classified as high risk (Bertsche et 

al., 2008), and in a similar French study, researchers found a 15% error rate in 

medication administration, and approximately 30% of those were classified as high 

risk (Tissot et al., 2003).  While both these studies are now dated, current research 

suggests that the same types of medication errors are prevalent within healthcare 

institutions.  A 2013 study undertaken in a large Iranian hospital employed a 

questionnaire to sample over 200 nurses and reported that 64% of the nurses had 

reported making a medication error.  While the study did not identify the time 

periods within which the nurses were reporting, the most frequent type of error 

reported related to intravenous medications.  The sample consisted of comparatively 

young nurses (51% were under 30 years of age) and over half were contract nurses 

or agency nurses (Cheragi et al., 2013).   

Interruptions when nurses are preparing and administering medications has 

been identified as a factor that increases the risk of medication errors (Anthony, 

Wiencek, Bauer, Daly, & Anthony, 2010a; McGillis Hall et al., 2010; Trbovich, 

Prakash, Stewart, Trip, & Savage, 2010; Westbrook et al., 2010).  A literature review 

was undertaken by Hayes, Jackson, Davidson and Power (2015) to identify what is 

known about interruption as it applies to undergraduate nursing education.  The 

review identified 19 studies highlighting that an interruption during medication 

preparation and administration was likely to result in error.  The authors discussed 
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strategies aimed at reducing interruptions and educating students during their 

training on how to manage and minimise interruptions.  In contrast, Raban and 

Westbrook (2014) found local interventions to reduce interruptions during 

medication administration were of limited effectiveness in reducing errors.  They 

suggested that mitigating strategies must be aimed at a systems level to reduce the 

need for interruptions. 

The actual reporting of errors in relation to medication administration by 

nurses is contentious in the literature.  A survey of 983 nurses by Mayo and Duncan 

(2004) found that less than half of the respondents believed that all drug errors were 

reported.  Explanations for under-reporting ranged from remaining focussed on the 

affected patient (Stratton, Blegen, Pepper, & Vaughn, 2004), fear of personal 

consequences and a lack of feedback from within the organisation (Noble & 

Pronovost, 2010), and perceptions of professional development and quality (Chiang, 

Lin, Hsu, & Ma, 2010).  These findings are contradicted by other sources which 

suggest that in some areas where a no blame culture has been introduced along with 

system-focussed processes for analysis of events, the majority of nurses do report 

errors (Throckmorton & Etchegaray, 2007).  A qualitative study by Kingston, Evans, 

Smith and Berry (2004) compared nurses’ and doctors’ attitudes to medication 

incident reporting and found that the nurses reported incidents more due to a nursing 

culture with firm directives and protocols around error.  They compared this to a 

medical culture which relied on ‘in-house’ approaches for dealing with incidents.   

More recent research related to incident reporting identified that practitioners 

(doctors, nurses and allied health practitioners) tend to ‘fix and forget’ rather than 

report a near miss (T. A. Hewitt & Chreim, 2015) while others will only report in 

their working environments where they feel supported by a team (Hwang & Ahn, 
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2015).  Within these studies, the interplay of factors that influenced behaviours 

related to reporting errors was not explored.  This suggests that focussing on error 

itself is not effective in mitigating risk.  According to Frese and Keith (2015)  

focussing on individual behaviour as well as organisational factors is more important 

for developing understanding of medication errors.  This perspective is supported by 

Parry, Barriball and While (2015) who undertook a narrative review of the literature 

spanning 13 years to 2012.  They found that the majority of attention had been on 

error as an event rather than the outcome of a behaviour.   

 
3.3.3 Nursing workload and errors 

Multiple competing demands in the nursing environment have been linked to 

decreased nurse job satisfaction (Choi, Cheung, & Pang, 2013; McVicar, 2016) and 

increased potential for error (Tzeng, Yin, & Schneider, 2013).  The literature 

strongly supports the association between stress and workload factors such as 

increased acuity and load (Farquharson et al., 2013; D. W. Johnston, Jones, Charles, 

McCann, & McKee, 2013; McVicar, 2016; O'Donovan, Doody, & Lyons, 2013; 

Park & Kim, 2013), but does not provide an understanding of the organisational 

factors that may influence these associations.   

Additionally, numerous studies have identified stress and burnout as a 

consequence of job strain (Z. C. Y. Chan, Tam, Lung, Wong, & Chau, 2013; 

Schmidt & Diestel, 2013; Zeller & Levin, 2013) and error as a potential outcome of 

stressed practitioners (Farquharson et al., 2013; O'Donovan et al., 2013; Park & 

Kim, 2013). 

Brady and Goldenhar (2014) used small interdisciplinary focus groups to 

examine the concept of background situational awareness and the influence of this 
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on patient care.  The authors found that team approaches to care and standardisation 

of care elements (such as documentation) improved the ability of practitioners to 

identify and manage patient risk.  This study was one of the few to consider external 

influences on behaviour and decisions related to patient care.     

In more recent years, a focus on the ability of individuals to detect 

deteriorating patients has shifted to the effectiveness of surveillance systems such as 

early warning systems and standardised charts to identify normal parameters for 

clinical observations such as blood pressure, pulse, respirations and neurological 

status.  Such systems have been proposed to facilitate timely recognition, diagnosis, 

and treatment for deteriorating patients (Mhyre et al., 2014).  Despite the advent of 

such systems and the promise of a reliable system to detect patients becoming 

unwell, non-adherence to such protocols remains problematic (Odell, 2015).  Despite 

evidence suggesting that the effectiveness of such systems is inconclusive, their 

uptake in health organisations has increased over the previous decade (Alam et al., 

2014; Roland, Oliver, Edwards, Mason, & Powell, 2014).  Odell (2015) suggested 

that this may be related to providing an oversimplified solution to the complex issue 

of non-recognition of patient deterioration.  Any warning system is still reliant on 

nurses to correctly assess the patients and document and analyse the data.  Brier et al. 

(2015) suggested that, despite nurses devoting considerable time to surveillance 

activity, evidence shows that nurses do not consistently and systematically monitor 

and manage patients, which potentially leads to less optimal outcomes (Brier et al., 

2015). 

While standardisation of care pathways and warning systems has been 

acknowledged within the literature as beneficial, one of the main identified barriers 

to this translating to safe patient care and improved outcomes, is difficulties with 



Chapter Three: Literature Review 
 

35 
 

compliance (Hands et al., 2013; Odell, 2009, 2015).  Hands et al. (2013) conducted 

an examination of early warning system data from a National Health Service (NHS) 

hospital in the United Kingdom over one year.  This study found that while 

deteriorating patients are often initially well monitored, nurses were not always 

compliant with ongoing observations.  The reason for this was attributed to 

competing demands.  These findings echo much of the earlier literature related to 

missed care (Ausserhofer et al., 2014; Verrall et al., 2015; Wakefield, 2013). 

Johnston, Arora, King, Stroman and Darzi (2014) conducted a grounded 

theory, multi-centre study in the United States with 41 participants to examine 

influences related to escalation of care.  The researchers found lack of supervision to 

be a major factor when nurses did not escalate care.  They blamed lack of 

availability of senior staff to assist with their clinical decision making.  These 

findings echo those of Massey, Chaboyer and Aitken’s (2014) Australian study 

which analysed narratives from 15 Registered Nurses, all of whom worked within a 

large teaching hospital.  The need for leadership and support was a prominent theme 

identified by the nurses stating that ideally, they sought advice from peers and senior 

nurses when making decisions about escalating care.  If these supports were lacking, 

then the actual emergency call felt stressful and disjointed.   

While the literature addresses human and system factors affecting the ability 

of nurses to make decisions about patient care accurately and consistently, there is a 

gap in the understanding of the relationships between the human, cognitive and 

behavioural cues and the influence of broad system factors.   
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3.4 Communication and error  

Most adverse events in health have involved poor communication.  In 

Australian Emergency Departments, this is an ever present and complex issue 

(Chiarella, 2014). Communication has been identified as a critically important, non-

technical skill for nurses working on surgical wards (Marshall, 2016).  Non-technical 

skills contribute to safe and efficient work performance (Cooper & Cant, 2014; 

Kang, Massey, & Gillespie, 2015; Lyk-Jensen, Jepsen, Spanager, Dieckmann, & 

ØStergaard, 2014) and have been found to be more important for patient safety than 

clinical skills (Kohn, Corrigan, & Donaldson, 2000).  The forms of communication 

required of nurses in the course of their work are well explored in the literature and 

include nurse-patient communication (Hunt, Vranich, Pederson, & Watson, 2016; D. 

Smith, 2015; Zehner et al., 2016), team communication (Brennan & Keohane, 2016; 

Brock et al., 2013; Gausvik, Lautar, Miller, Pallerla, & Schlaudecker, 2015), written 

communication (Braaf, Riley, & Manias, 2015; Johnson et al., 2014; Liu, Manias, & 

Gerdtz, 2014b), other non-verbal communication (Benbenishty & Hannink, 2015; 

Kilian, 2016), and nurse-doctor communication (De Meester, Verspuy, Monsieurs, 

& Van Bogaert, 2013; Matziou et al., 2014).   

Effective nurse to patient communication is essential for safe care (E. A. 

Chan, Wong, Ching, & Lam, 2016; Hemsley et al., 2016) and is explored by 

Wiechula et.al. (2016) in a critical appraisal and synthesis of the literature 

highlighting the multiple forms that nurse-patient communication can take 

(sophisticated, subtle and ordinary), and the importance of each of these to knowing 

a patient and being able to identify their needs.  The quality of nurse-patient 

interactions has been cited as having an important influence on patient outcomes 
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(O'Hagan et al., 2014), yet it has been argued factors such as heavy workloads and 

competing demands reduce the time nurses have available to talk to their patients 

(Papastavrou, Andreou, & Efstathiou, 2013; Zamanzadeh et al., 2014).  In turn 

reduced communication and perceptions of feeling overwhelmed are identified 

contributors to human error in hospitals (Mohsenpour, Hosseini, Abbaszadeh, 

Shahboulaghi, & Khankeh, 2016; Roth, Wieck, Fountain, & Haas, 2015). 

Communication breakdowns in healthcare organisations are frequently linked 

with poor patient outcomes in the nursing literature (Bagnasco et al., 2013; Kilner & 

Sheppard, 2010; Nadzam, 2009; Weller, Boyd, & Cumin, 2014; Westbrook, 

Duffield, Li, & Creswick, 2011).  Interruptions to communication have been cited as 

a catalyst for clinical error.  These include variations in nursing documentation and 

interdisciplinary communication (Keenan, Yakel, Dunn Lopez, Tschannen, & Ford, 

2013).  Bagnasco et al. (2013) analysed modes of error within a children’s hospital 

in Italy, finding that the most dangerous failure modes (in terms of frequency and 

harmfulness) were related to poor or lack of effective communication among health 

professionals.  While the data collected are relatively dated (2008-2009) and there 

was only a small sample of 43 healthcare workers, the results are reflective of other 

more recent research attempting to understand error types that have led to serious 

adverse events (Rowe, 2012).  

Shah, Burack and Boockvar (2010) administered a survey to nursing home 

administrators related to communication barriers during patient transport between 

facilities.  While the return rate of the survey was low (35.4%), factors such as 

sudden or unplanned transfers, lack of familiarity with patients and lack of time, 

were highlighted as barriers to effective communication during the transfer process.  

King et al. (2013) completed a similar study of patient transfers and found that 
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reliance on written documentation was essential to an effective transfer while a lack 

of information including history, medication prescriptions and the need to follow this 

up with phone calls, created ineffective and extended transfers.  A small sample size 

reduces the transferability of these findings, however they do support findings in 

previous research on the topic (King et al., 2013). 

Quality and timely written documentation is integral to quality patient care.  

Voyer et al. (2014) undertook a study observing elderly residents in a care facility 

over a six month period to observe delirium and its symptoms.  These observations 

were then compared with the nurses’ written documentation for each resident.  The 

researchers found that the proportion of observed symptoms documented by the 

nurses ranged from 1.9% to 53.5%.  This was attributed in part to the time-

consuming nature of writing notes and the high workload of the nurses.  Research 

suggests that nurses ‘ration’ nursing work, including adequate documentation, in the 

presence of a high workload (Ball et al., 2013b; Papastavrou et al., 2013; 

Papastavrou, Andreou, Tsangari, Schubert, & De Geest, 2014).   

Quality and accuracy of written documentation has been linked to improved 

patient outcomes (Urquhart, Currell, Grant, & Hardiker, 2009; Wang, Hailey, & Yu, 

2011) on the basis that if documentation cannot be understood or it is not available, 

there is a danger of misinterpretation that could result in clinical error (Jefferies, 

Johnson, & Nicholls, 2011, 2014). 

More general barriers to effective communication have been identified by 

Weller, Boyd and Cumin  (2014) as the presence of psychological barriers (such as 

hierarchies) potentially increase the chance of communication failure.  Robinson, 

Gorman, Slimmer and Yudkowsky (2010) cited a reliance on electronic systems that 



Chapter Three: Literature Review 
 

39 
 

can result in instances of ineffective communication.  This is echoed in part by 

Tschannen et al. (2011) who discussed multiple interruptions and a reliance on 

informal communication modes as barriers.  Flicek (2012) provided a general 

summary stating that busy work environments and high patient acuity, coupled with 

staffing shortages, create stress and contribute to communication breakdowns.  In 

general, interpersonal and interdisciplinary communication failures and their 

relationship to nursing error remain poorly examined in the current literature. 

 
3.5 Staffing, skill-mix and patient outcomes 

The nursing work environment plays an important role in the ability of nurses 

to provide safe patient care.  Studies consistently show how work environment 

issues, such as staffing, are linked with patient outcomes (Ball, 2016; Ball et al., 

2013b; Joolaee, Hajibabaee, Peyrovi, Haghani, & Bahrani, 2011) and length of stay 

(Blegen, Goode, Park, Vaughn, & Spetz, 2013; Zhu et al., 2012).  Inadequate 

staffing has also been significantly associated with missed care (Ball et al., 2013b; 

Kalisch, 2010).   

A cross sectional survey of 1,187 nurses in South Africa found that 

favourable practice environments were significantly associated with improved 

quality of care and patient safety.  While this study was conducted solely in South 

Africa, it formed part of an international research collaboration with the findings 

reflective of those from all surveyed hospitals in several countries (Aiken, Cimiotti, 

et al., 2011). 

The importance of support and positive teamwork in the nursing work 

environment has been well explored in the literature in terms of nurses’ contribution 

to patient safety (Hellings, Schrooten, Klazinga, & Vleugels, 2010) and positive 
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nurse outcomes (Cummings et al., 2010; Purdy, Spence Laschinger, Finegan, Kerr, 

& Olivera, 2010; Van Bogaert, Clarke, Roelant, Meulemans, & Van de Heyning, 

2010).  Singer and Vogus (2013) undertook a large scale literature review and found 

that teamwork is vital to a safety culture that reduces medical error. 

Considering the working environment from a broader, organisational view, 

the literature suggests that addressing the work environment directly improves nurse 

retention (Hairr, Salisbury, Johannsson, & Redfern-Vance, 2014; Twigg & 

McCullough, 2014) which maintains staffing levels and also contributes to improved 

patient and nurse outcomes (McHugh & Ma, 2014; Shang, Friese, Wu, & Aiken, 

2013; Shekelle, 2013; Subirana, Long, Greenhalgh, & Firth, 2014).  Building on 

their earlier work, an international study carried out across six countries involving 

over 58,000 nurses found that reducing nurse burnout may be effective in improving 

the nurse-rated quality of care in hospitals (Aiken, Sloane, et al., 2011; Poghosyan, 

Clarke, Finlayson, & Aiken, 2010).    

Harding and Wright (2014) found considerable variation in staffing patterns 

across critical care units in New South Wales (NSW).  This related to skill mix and 

the use of agency staff to fill shortages.  The researchers concluded that these 

conditions potentially reduced the level of care to patients.  Research has been 

undertaken in Australia exploring the relationship between nurse-patient ratios and 

skill mix, and patient outcomes demonstrating that high ratios and inadequate skill 

mix is directly linked to poorer patient outcomes (Ball, 2016; Ball et al., 2013b; 

Duffield et al., 2011; Duffield et al., 2009).   

Twigg, Cramer and Pugh (2016) explored staffing issues in small Western 

Australian rural hospitals finding that, although a minimal nurse staffing model was 
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in use, workload activity involved multiple activities from accident and emergency 

to inpatient care and filling the gaps left by a lack of clinical and administrative 

services.  The researchers identified that, in rural settings, staffing each clinical shift 

with appropriately skilled nurses was difficult.  As previously highlighted, an 

inadequate skill-mix was linked to poorer patient outcomes (Twigg et al., 2012). 

3.6 Conclusion  

This chapter has provided a review of the current literature related to the 

research topic with a specific focus on patient safety, skill errors, communication, 

and decision making.  The noticeable gap in the literature lies in the connections 

between human factors at the frontline of nursing care and their relationship to 

broader latent conditions and system variables up to the organisational level.  

Understanding these relationships is key to addressing patient safety and reducing 

preventable error.  Chapter Four will present the theoretical framework for this study 

and a discussion of the conceptual model influencing the methodological approach. 



 

42 
 

Chapter Four 

Theoretical Framework 

 
Ultimately, by far the greatest benefit to patient safety will be achieved by 

increasing the skills and the knowledge of the many rather than penalising 

the very few.  (Don Berwick) 

 
4.1 Introduction 

This chapter describes the theoretical approach used to analyse nurse-related 

errors resulting in death.  The approach described in this chapter is drawn from the 

need to understand error as a process rather than a single act, and the researcher’s 

epistemological stance that meaning is a human construct and a direct result of the 

manner in which an individual interacts with their environment.  The works of James 

Reason are explored as a theoretical basis that describe individuals and their 

interactions with systems as a primary cause of error.  The chapter takes a 

chronological approach to exploring the development of Reason’s theory and 

subsequent model of accident causation and links these to the methodological 

approach selected for the analysis of the data. 

 
4.2 James Reason and accident causation 

Psychologist James Reason (1990) proposed a theory that errors in the 

workplace are almost never caused by isolated acts of individuals.  Rather, most 

safety accidents are the result of multiple failures in systems.  Reason argued that 

human error is inevitable in complex systems (such as healthcare) and punitive 

measures directed at individuals who make mistakes will not improve safety.  The 
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systems approach to analysing error maintains that the reduction of errors is related 

to understanding the defensive barriers and weaknesses within any organisational 

system. 

 
4.2.1 The theory 

The first iteration of Reason’s theory was published in 1990 in his now 

seminal work titled ‘Human Error’.  In this text, Reason outlines the predominantly 

psychological basis for his theory, grounded largely in the Cognitive and Gestalt 

psychology movements. 

In defining the concepts of the theory, Reason (1990) identified two basic 

types of error: slips (and lapses) and mistakes.  Slips being defined as actions not 

proceeding as per plan and mistakes being a plan proved inadequate to achieve its 

objectives.  Any error can then be classified at one of three levels: behavioural, 

contextual or conceptual. 

Reason (1990) proposed that human errors in health care, as for other 

industries, can be viewed from two perspectives: a person approach and a systems 

approach.  The person approach focuses on individuals’ errors and procedural 

violations when providing services.  This approach considers error arising from 

processes such as “forgetfulness, inattention, poor motivation, carelessness, 

negligence, and recklessness” (Reason, 2000, p. 2).  As discussed above, the systems 

approach considers that humans do make mistakes but that errors are consequences 

of ‘systemic factors’ throughout the organisations rather than causes.  From the 

systems perspective, error is viewed as having an origin in ‘upstream’ systemic 

factors.  
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Reason later expanded his thinking of system and individual error to include 

the healthcare domain.  While he identified that healthcare was similar to other 

organisations in vulnerability to error, he recognised that health care possessed other 

characteristics that differentiated it from other industries.  He identified the diversity 

of activity and modes of delivery along with the vulnerability of patients as features 

specific to healthcare, and argued that those on the front line often have little 

opportunity to influence organisational reform (Reason, 2004).  Reason recognised 

that those on the frontline, health professionals, were best placed to prevent error 

occurring.  

Reason’s theory represented a shift from a person-focussed approach to error, 

to a systems approach.  It assumes that individuals will make errors as fallible 

humans and efforts to reduce error would be more fruitfully directed at higher levels 

within a system.  This pure systems approach could not account reliably for aspects 

of error that were fundamentally human in nature and therefore the basis of the 

theory was refined by Reason multiple times over the following decade (Reason, 

2008). 

This systems approach was refined in Reason’s (2008) iteration of his theory 

where he showed that the system approach alone was insufficient for understanding 

trajectories of error.  He argued that the contribution of individuals at the sharp end 

of errors needed to also be considered.  Reason postulated that error was not simply 

an event but a product of an individual’s interaction with their working conditions 

and the larger system.  
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4.2.2 The model 

To illustrate his theory, Reason developed The Swiss Cheese Model of 

Accident Causation.  It was published with his original theory in 1990 although at 

this early time it had not yet been given the title of Swiss cheese.  This name came 

with refinements of the model as it began to resemble slices of Swiss cheese.   

The second iteration of the model was developed in the mid-1990s with four 

major modifications (Reason, 1997).  The four planes had been reduced to three but 

the single defensive layer had expanded to three layers.  Reason’s aim in making this 

change was to allow more specificity of the influences at each level.  The third major 

modification was the distinction between errors and violations and their contributing 

factors.  The fourth change included an organisation’s culture and processes at the 

organisational level, in addition to management decisions (See figure 4.1) (Reason, 

1997).  This development resulted from Reason’s experience in large organisations 

and his developing understanding of how organisational level decisions contribute to 

or detract from a safety culture.   

A third version of the model appeared in Reason’s (1997) work with a 

number of changes.  The planes were clearly represented as swiss cheese slices 

including the barriers, defences and safeguards but these were no longer labelled.  

However, an explanation was included of how the holes in the cheese arise.  The 

term ‘latent failures’ was replaced with ‘latent conditions’ to reflect these not being a 

cause of error but rather the result of top level decisions impacting on lower levels. 

The metaphor of the swiss cheese model suggests that one piece of cheese 

does not cause a negative outcome alone, but that if there are more slices of Swiss 
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cheese and there is a gap in time where the holes in the Swiss cheese line up (see 

Figure 1) then a bad outcome will likely occur.   

One active failure alone does not result in an error, however when it lines up 

with multiple latent conditions within a system then there is a trajectory of accident 

opportunity created (Reason, 1990).  When this occurs in the context of healthcare 

errors, there is the potential for hazards and victims. 

 

 

Figure 1. An accident trajectory: An accident trajectory passing through corresponding holes in the 
layers of defences, barriers and safeguards. The holes can be created by active and latent failures 
(Reason, 1997: 12)  

 
Reason hypothesised that most accidents can be traced to one or more levels 

of failure: organisational influences, unsafe supervision (leadership), preconditions 

for unsafe acts, and the unsafe acts themselves (Reason, 1990).  The majority of 

adverse events involve two sets of factors: active failures and latent conditions.  

Active failures happen as a result of individual behavioural acts such as slips, lapses, 

mistakes, and procedural violations by workers.  Latent conditions are the 

contributory factors within the systems that may lay dormant for weeks or months 
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before contributing to an error.  Latent conditions arise from decisions at a 

management or leadership level and create conditions that promote unsafe acts 

(Reason, 1990, 1997, 2013).   

Latent conditions can result from two types of errors.  The first type includes 

error-provoking conditions such as understaffing, inadequate training for staff, lack 

of equipment, and inexperienced staff.  The second type includes errors resulting 

from accidents such as unworkable protocols and guidelines, and organisational 

deficiencies.  These conditions can lie dormant for a long time before they combine 

with an unsafe act or active failure to create an accident opportunity (Reason, 1990).  

Unlike unsafe acts or active failures, which are often hard to predict, latent 

conditions can be identified and corrected before an adverse event occurs.  Once the 

latent conditions have been identified, barriers can be put in place to block the holes 

in the cheese. 

The Swiss Cheese Model of Accident Causation has remained influential 

since its inception in 1990.  It has been used in various industries such as aviation 

(Roelen, Lin, & Hale, 2011), marine (Ren, Jenkinson, Wang, Xu, & Yang, 2008), 

healthcare (Collins, Newhouse, Porter, & Talsma, 2014), defence, energy, oil and 

gas (Kujath, Amyotte, & Khan, 2010) and rail (Underwood & Waterson, 2014).  

 
4.2.3 Use of the model in health research 

Brindley (2010) completed a literature review relating to patient safety in the 

acute care medicine setting.  His main thesis was that patient safety was grossly 

inadequate in the United States given that medical errors were the eighth leading 

cause of death at the time of publication.  While alluding to the Swiss Cheese Model, 

Brindley asserted that a lack of awareness and knowledge from other professions 
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related to accident causation and failure to plan could be positively used in the 

medical field.  He affirmed that too great an emphasis was placed on ‘who’ rather 

than ‘how’ and ‘why’ when analysing accident data.  Support for this perspective of 

awareness and education related to error was echoed by Levett-Jones, Gilligan, 

Lapkin and Hoffman (2012) who discussed the development of learning resources 

for students of health care disciplines to prevent medication errors.  The authors 

suggested students should be introduced early to Reason’s (2000) Swiss Cheese 

Model for them to understand that error can be prevented at several levels.  They 

suggested students be encouraged to analyse a scenario involving a medication error 

using the model to develop an understanding of how error occurs and more 

importantly, how it can be prevented. 

Collins, Newhouse, Porter and Talsma (2014) applied Reason’s (2000) 

model to analyse the results from the implementation of a surgical safety checklist.  

The authors described how the use of a checklist could create defences against both 

latent conditions (for example regular equipment testing not occurring) and active 

failures (for example the surgical team identifying the wrong patient).  The authors 

ultimately found the implementation of the checklist was effective and did reduce 

errors but only within a trusting culture where all stakeholders had a shared vision of 

safety and were committed to using the model consistently and correctly.  In a study 

related to training and preparedness, Cuttano et al. (2011) asserted that clinical risk is 

always present and therefore increasing safety standards is mandatory. 

In a study relating to how healthcare organisations deal with near misses, 

Jeffs, Berta, Lingard and Baker (2012) found that two ineffective responses were to 

use a quick fix approach to correct an error and to not report it further or to report a 

near miss but not receive any feedback from management.  The most effective 
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method, they found, to deal with near misses was to “close the Swiss cheese holes” 

by generating corrective action at an organisational level.  The researchers believed 

this occurred when managers perceived a “substantial” risk for harm and corrected it 

(p. 303). 

In studying simulated obstetric emergencies involving 46 simulations and 

over 800 staff across three hospitals, Riley, Davis, Miller, Hansen and Sweet (2010) 

identified 965 breaches.  These were classified as either latent conditions (48%) or 

active failures (51%).  The authors noted that to establish a high reliability of health 

care resources, the breach in the protective layer (as per the Swiss Cheese Model) 

should be analysed to determine how it breaks down.  Riley et al. asserted the 

importance of investing in resources to establish high reliability. 

Samra, McGrath and Rollins (2011) conducted a literature review related to safety in 

the neonatal intensive care unit (NICU).  When discussing the nature of adverse 

events in this clinical setting, the authors stated that errors are rarely intentional or 

the result of one factor alone.  Additionally, the neonatal patient population 

represents a higher risk group for error owing to their fragility.  In framing their 

review, using a human factors approach, the authors stated that with relevance to the 

NICU, nurses’ fatigue, burnout and lack of expertise were common contributors to 

individual error. 

 
4.2.4 The Human Factors Analysis and Classification System (HFACS) 

The Human Factors Analysis and Classification System (HFACS), developed 

by Wiegmann and Shappell (1997) is based on Reason’s (1990) model of human 

error.  The model was initially developed over the rising costs of aviation accidents 

and the slow rate of safety improvement in the industry.  Shappell and Wiegmann 
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(2002) identified the need for a general human error framework to guide the 

development of accident prevention programs.  The development of HFACS and 

how it was used for this study will be discussed in Chapter Five. 

 
4.3 Conclusion 

This chapter has traced the origins of James Reason’s theory of error 

prevention and the subsequent development of the Swiss Cheese Model of Accident 

Causation.  His theory has been widely used in multiple disciplines to analyse 

accidents from a systems perspective, and in recent years from both a systems and 

individual perspective, and to understand human contribution to error.  The literature 

highlights the importance of James Reason’s (1990) theory and model of accident 

causation for identifying defences and weaknesses in a system.  There is 

considerable evidence for the use of the model to examine error from a systems 

perspective and to acknowledge that humans are fallible and make mistakes (Reason, 

2008).  Using the model to analyse nurse-related error will enabled analysis of latent 

conditions that have an impact on the decisions and practices of frontline healthcare 

professionals, in this case nurses.  This understanding will enable the development of 

strategies to reduce preventable errors in healthcare.    

Analytical frameworks such as HFACS were subsequently developed to offer 

a practical application of the model and its assumptions.  The HFACS framework is 

presented in Chapter Five along with an explication of the methods used for the 

research and the ethical considerations when designing and undertaking this study. 
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Chapter Five 

Methodology and Methods 

 
From death we learn: Speak for the dead to protect the living (Lingard et al., 

2004, p.1) 

 
5.1 Introduction 

This chapter discusses the methodology and methods used in the design and 

execution of this research project.  It also discusses the ethical considerations.  This 

study sought to explore nurse-related errors that culminated in the deaths of patients, 

by posing the research question ‘What are the nurse and system influences on serious 

adverse events that result in death?’  As mentioned in the previous chapter, the 

Human Factors Analysis and Classification System (HFACS) (Shappell, 2000) based 

on James Reason’s Swiss Cheese Model of Accident Causation (1997), was used to 

analyse Coronial reports of nurse-related deaths from across Australia.   

The following section will discuss the HFACS model and why it was used 

for this research.  This will be followed by a discussion of the methods used for 

sampling, data collection and analysis, and the ethical issues that were considered 

when undertaking the research.  

 
5.2 Methodology  

The Human Factors Analysis and Classification System is a comprehensive 

human error model that translates Reason’s (1990, 1997, 2000, 2008) theory into an 

applied setting, defining 19 causal categories within four levels of failure.  Causal 
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categories identify the active and latent conditions that precede an error occurring.  

In theory, at least, one failure will occur at each level leading to an adverse event.  If 

at any time leading up to the adverse event, one of the failures is corrected, the 

adverse event will be prevented (R. Hughes, 2008; Reason, 1990).  The HFACS 

approach views human error as a symptom of a larger problem in an organisation, 

not the cause of the accident. 

The Human Factors Analysis and Classification System identifies the human 

as well as organisational causes of accidents and provides a tool to assist in the 

investigation process.  The results then enable the targeting of training and 

prevention strategies.  It was developed by Scott Shappell and Doug Wiegmann in 

the late 1990s in response to a trend that showed human error was a primary causal 

factor in 80% of all flight accidents in the Navy and Marine Corps (Shappell, 2000). 

The goal of HFACS is not to attribute blame, but to understand the 

underlying causal factors that lead to error.  The use of HFACS is particularly 

relevant and useful in the healthcare context as a retrospective analysis tool, to 

discern the trajectory of error through a system.  It also analyses the individual’s 

contribution to error.  Since the early 2000s there has been a small number of studies 

in healthcare disciplines utilising HFACS to analyse adverse medication processes 

(Hsieh et al., 2017; A. M. Hughes, Sonesh, Zajac, & Salas, 2013; Milligan, 2007), 

and general adverse events in hospital settings (Hoffman, Segal, Foster, & Rhoads, 

2013).  Cohen (2017) found HFACS to be a reliable tool for determining the latent 

failures in a healthcare setting.   

This study utilised HFACS for the first time to understand the trajectory of 

errors that involved nurses at the sharp end of patients’ deaths.  As mentioned in 
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Chapter One it was utilised as the methodological framework for the analysis of the 

post-event data contained in the Coroners’ reports from the period 2001-2013 

inclusive (See Appendix I for the HFACS framework).  HFACS uses the same levels 

presented by James Reason in his (1997) Swiss Cheese Model of Accident 

Causation, namely organisational influences, unsafe supervision, preconditions for 

unsafe acts and unsafe acts (See Appendix III for the HFACS operational 

definitions).   

As mentioned above, the four major HFACS levels are divided into causal 

categories which identify active and latent failures.  The causal categories for unsafe 

acts and preconditions for unsafe acts are further divided into sub-categories.  Where 

sub-categories could be further broken down nanocodes were included. 

 
5.2.1 Unsafe acts 

Unsafe acts were coded according to the categories of skill-based errors, 

decision errors, perceptual errors and violations (routine and exceptional).  Skill-

based errors involved ‘doing’ errors and often reflected frequently performed tasks 

and behaviours (Shappell, 2000).  Skill-based errors included the things nurses 

physically did when providing care for their patients.  Decision errors occurred 

where the execution of a plan proceeded correctly but on evaluation, was discovered 

to have been inappropriate for the situation.  This resulted from misinterpretation of 

information or incorrect choices of procedures or actions for the situation.  

Perceptual errors resulted from alterations to sensory input that led to misjudgement 

of immediate conditions.   

Violations were categorised as either routine or exceptional.  Routine 

violations involved the habitual bending of rules and were often tolerated in the 
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organisation.  Exceptional violations were isolated departures both from accepted 

rules and standards considered typical of the individual and not condoned by 

management (Shappell & Wiegmann, 2012).  Each sub-category in the unsafe acts 

level was further divided into nanocodes.  The full representation of the unsafe acts 

level is shown in Appendix VI Expanded HFACS Framework. 

 
5.2.2 Preconditions for unsafe acts 

Preconditions for unsafe acts were coded according to the categories: 

environmental factors, conditions of the operators (the nurses) and personnel factors.  

Environmental factors were analysed according to the sub-categories of physical and 

technical environments.  The conditions of the operator category was analysed 

according to the sub-categories adverse mental states, adverse physiological states 

and physical/mental limitations.  The category personnel factors was analysed 

according to the sub-categories crew resource management and personal readiness. 

 
5.2.3 Unsafe supervision 

Unsafe Supervision factors were coded according to the categories of 

inadequate supervision, planned inappropriate operations, failure to correct known 

problems, and supervisory violations.  No sub-categories or nanocodes were 

delineated from these categories. 

 
5.2.4 Organisational influences 

Organisational factors were coded according to the categories of resource 

management, organisational climate and organisational process.  No sub-categories 

or nanocodes were delineated from these categories. 
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5.3 Methods 

5.3.1 Sample 

The decision to use Coronial reports to investigate nurse-related errors was 

made because the reports provide consistent and detailed information from across 

Australia about the identity of the deceased, the time and place of death, the cause of 

death and any relevant circumstances concerning the death.  Using the reports also 

provided an opportunity to determine the suitability of these public documents for 

undertaking such research.  Coronial reports reconstruct the events leading up to the 

death of the patient by considering objective evidence (written documentation and 

expert testimony) as well as retrospective analysis (witness statements from 

interviews and testimony) combined with autopsy findings and the Coroner’s 

commentary.  The report culminates in recommendations for organisations and about 

the conduct of individual health practitioners (where appropriate). 

Public records, such as Coroners’ reports, have rich information available 

that are seldom used for health and other social research.  It was decided to focus 

only on Coronial Reports as they represent an under-utilised body of knowledge and 

are a source of objective reporting that explore the most serious (and often 

unexpected) outcomes of care affecting patients 

The reports were publicly available from the state Coroner’s Offices and all 

except two states/territories, included consistent, detailed information about the cases 

investigated.  Importantly the reports included cases from both public and private 

hospitals, community care settings and deaths outside of health care facilities.  In 

addition, there is consistency in the Coronial reporting processes and the equivalent 
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information would not necessarily be found using individual facilities’ reporting 

mechanisms or using retrospective reviews of organisations’ case notes. 

All published coronial inquiries held between 2001 and 2013 in New South 

Wales (NSW), the Northern Territory (NT), Western Australia (WA), South 

Australia (SA), Queensland (QLD) and Victoria (VIC), that involved nurses in the 

final act of care, were considered for inclusion.  The reports from Tasmania and the 

Australian Capital Territory were excluded due to their lack of details and 

inconsistency with the reports from the other states and territory.  They just provided 

a summary of the findings. 

As mentioned above, the Coronial reports were available on publicly 

accessible databases within all states and territories in Australia.  Each state or 

territory’s Coroners’ Court publishes reports relevant to their jurisdiction on one 

central state web location.  For example, New South Wales has many jurisdictions 

and Coroners, but all published reports for the state are accessible from the same 

online location.  The method by which the reports are coded in these online 

databases varies considerably, by identifier code, keyword or details of the deceased.  

This required scanning all reports to determine if they met the inclusion criteria for 

the research.  

The timeframe from 2001 to 2013 was chosen as 2001 represented the 

timeframe where findings commenced being made publicly available and the end 

point was decided on to enable the largest possible sample to be analysed before 

completion of the project.  Any unexpected deaths involving nurses, midwives and 

Enrolled Nurses were included regardless of the setting (community/hospital/clinic).  

Reports involving external acts directly causing death such as natural disasters were 



Chapter Five: Methodology and Methods 
 

57 
 

excluded on the basis that a trajectory would not be able to be discerned.  The full 

criteria are listed below. 

 
5.3.2 Inclusion and exclusion criteria 

Inclusion Criteria 

• Death subject to coronial inquiry in Australia between 2001-2013 (inclusive) 

published in the states and territories of Western Australia, South Australia, 

Northern Territory, Victoria, New South Wales and Queensland; 

• Death occurring in community settings (such as remote housing block and 

clinics), residential facilities (nursing homes for the aged and group homes), 

and private/public hospitals/clinics; 

• Events involving Registered Nurses, Enrolled Nurses and Registered 

Midwives. 

Exclusion Criteria 

• Death resulting from natural disasters or acts of terrorism; 

• Death occurring pre-hospital where no Registered or Enrolled Nurse or 

Registered Midwife had provided care; 

• Death occurring in hospitals where the Coroner had not reported the 

involvement of nurses or midwives. 

These criteria were applied to the initial selection of available cases resulting in a 

sample of 223 reports.  Preliminary review of the 223 reports involved reading and 

re-reading each report to identify the extent of nurses’/midwives’ (from here on in to 
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be referred to as nurse) involvement8.  Where the inquiry did not explore the actions 

of individual nurses in relation to the trajectory of error leading to death, the report 

was excluded.   

 
5.4 Data collection 

As mentioned above, the Coronial reports were accessed by the researcher 

from each of the Coroner Offices’ websites from the included states and territory.  

All reports generated for the thirteen years 2001 to 2013 were reviewed for 

references to nurses and their individual actions that occurred in the course of duty in 

their professional capacity.  

The reports were downloaded and were then-renamed using an anonymised 

system devised by the researcher.  This system utilised the state/territory of origin, 

the jurisdiction, the initials of the deceased, the year and a researcher allocated report 

number (according to the frequency of reports from the particular state).  The 

qualitative exemplars were further de-identified by allocating alternative names for 

the nurses and patients and not identifying the institutions.  A copy of each report 

was printed and a copy of the demographic detail form (Appendix II) attached, along 

with a diagram of the HFACS tool (Appendix I) to enable direct coding and to act as 

an audit trail.  Qualitative exemplars from the reports were entered into a Microsoft 

Word database with the report reference to indicate the origin.  The reports were 

coded according to HFACS, verified by the researcher and a selection by her 

Principal Supervisor, and then entered into SPSS as per the coding scheme discussed 

                                                 

8 In general, I will refer to both nurses and midwives as nurses except when discussing specific cases 
that only involved midwives.    
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in the following section.  The Coroners’ recommendations were not included in the 

data. 

 
5.5 Data analysis  

Data analysis focussed on identifying the four levels of potential conditions 

that formed the trajectories of error in the reported deaths.  To achieve this a 

framework analysis approach (Dixon-Woods, 2011; Ward, Furber, Tierney, & 

Swallow, 2013) was used with the HFACS tool providing the framework.  This 

approach uses the tool to deductively analyse and code the data.  

A framework analysis offers clarity and transparency in relation to the 

analysis, and it provides an audit trail (Ward et al., 2013).  It also allows a measure 

of flexibility for modifications during analysis in response to emerging evidence 

(Dixon-Woods, 2011).  When coding the reports using HFACS, additional 

demographic data such as cause of death, mechanism of death and region were 

recorded to provide a broader understanding. 

The first step in the analysis process was to select the appropriate HFACS 

tool for the nature of the data being analysed.  As prior HFACS studies have 

demonstrated high inter‐rater reliability (Ergai et al., 2016; O'Connor, Walliser, & 

Philips, 2010) having been achieved with the original HFACS tool, it was selected. 

The second step in analysing the reports was a process of familiarisation.  

This involved reading and re-reading of each report to establish familiarity with the 

relevant data. 

The HFACS model was then coded for SPSS (each level, category and 

subcategory assigned as variables) (see Appendix II SPSS Code Sheet).  This formed 
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section A of the paper tool.  This was the first time SPSS has been used with 

HFACS.  The SPSS tool was developed by the researcher to aid in the analysis of the 

reports and to manage the large amount of data.   

Demographic data formed section B of the tool and included the following 

details: 

a. Report codes (assigned by researcher); 

b. Patient characteristics (age at death and gender); 

c. Official cause of death; 

d. Region of death (urban, rural/regional, remote); 

e. Mechanism of death (see Appendix II ‘SPSS Code Sheet’ for detail); 

f. Time of death (where included); 

g. Day of week of death; 

h. Nursing shift during which death occurred (where applicable); 

i. Location of death (see Appendix II ‘SPSS Code Sheet’ for details); 

j. Specific location within hospital (if death occurred in hospital) (see 

Appendix II ‘SPSS Code Sheet’ for detail); 

These details were also entered into SPSS with variable labels and with multiple 

response coding options which were added to as new response options emerged 

during the analysis of each report. 

A pilot analysis of the first five reports was undertaken with my Principal 

Supervisor.  This resulted in minor adjustments to the SPSS tool to include 

additional response options for the demographic variables.  These were added to 

until no new response options were identified in the data. 
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A random cross section of the HFACS coding decisions were then checked 

and verified by the Principal Supervisor.  The cross-checking process involved 

robust discussion about the decisions and interpretations leading to each coding 

assignment. 

The remainder of the reports were coded using the narrative and sequence of 

events sections of each report.  These sections were comprehensive and covered all 

relative points of the inquiry. During the coding process, the categories and sub-

categories included in the HFACS framework were used and for additional 

information about these, nanocodes were included for each sub-category where the 

information was available and required for a deeper understanding of the trajectories 

of error.  Once each report had been analysed according to the tool presented in 

Appendix II, they were entered into the SPSS database.  This resulted in 99 unique 

variables. 

As mentioned above, using SPSS enabled management of a large number of 

variables and reliable descriptive analysis.  Tables were generated via SPSS to 

provide descriptive statistics for each category and sub-category. 

The following step in the analysis involved reading the reports again to draw 

out exemplars from the text to illustrate findings for the HFACS categories, sub-

categories and nanocodes.  The exemplars were coded, entered into a word database 

and linked with the relevant report identification codes.  These exemplars were then 

used when presenting the findings under each sub-category and nanocode.  

Data were coded according to the HFACS levels, categories and where they 

applied, sub-categories, and nanocodes.  Findings chapters were organised by the 

presentation of frequencies for each category and sub-category along with the 



Chapter Five: Methodology and Methods 
 

 

62 
 

summarised findings from the coded data for each of these levels.  The coded 

exemplars were used to illustrate the points being made.  

 
5.6 Ethical considerations 

This project was not subject to an ethical approval application as the project 

only used publicly available Coroners’ reports.  Even though the reports were 

publicly available, the names of the nurses, patients and regions were de-identified 

by the researcher to avoid identity matching.  All hard data pertaining to the study 

are kept in a locked filing cabinet within the university and will be stored for the 

mandatory period dictated by the National Health and Medical Research Council 

(2007). 

At the conclusion of the research, the researcher will permanently delete all 

materials from the hard drive of the computer used to store and analyse the data.  

Electronic materials will be stored on a compact disc and stored securely with hard 

copies of research materials securely within the university faculty for the period 

prescribed by the Australian National Health and Medical Research Council.   

The researcher and her immediate supervisors are the only individuals with 

access to the raw data.  All information pertaining to the case studies remains the 

property of the university and will not be used for any other purpose except for 

execution of this study and future publications.  

 
5.7 Conclusion 

This chapter presented a discussion of the methodology and the methods 

used to execute this study.  This included a discussion about HFACS and why it was 
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chosen for the study.  It also discussed the sample, and the methods used for data 

collection and data analysis.  This is the first time Coronial reports have been used to 

analyse nurse-related error in Australia and it is also the first time HFACS has been 

used to understand the trajectories of error.  In addition, it is the first time SPSS has 

been used with HFACS.   

The decision was made to use coronial reports as they contain sufficient 

information to provide an in-depth understanding of the nurse-related errors.  The 

understandings were derived from public and private hospitals and communities 

from the majority of jurisdictions in Australia.  Using a human factors perspective 

provided an opportunity to understand the latent conditions and active failures at 

both the organisational and individual levels that resulted in the deaths of the 

patients.  Using SPSS to manage the data generated by HFACS, as well as the 

additional demographic data meant 100% of the reports meeting the inclusion 

criteria were able to be included in the research.  The chapter also discussed the 

ethical issues that were considered in the design and conduct of this research.  While 

ethics approval was not required for the study, ethical principles were followed 

throughout the research.  The findings from the four levels of the HFACS framework 

will be presented in Chapters Six to Nine.   
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Chapter Six 

Unsafe Acts 

 
…any system that relies upon human beings is susceptible to human error.  

Even the most highly trained and competent professional person can make a 

mistake from time to time (Chivell, 2003, p. 10). 

 
6.1 Introduction 

This chapter presents the HFACS level one results from the data extracted 

from the 101 Coronial reports of deaths involving actions by nurses, for the period 

2001 to 2013 inclusive.  The chapter begins by presenting an overview of the 

demographic information relating to the sample, followed by a discussion of both the 

errors and the violations.  These are further broken down to include the sub-

categories of skill-based errors, decision errors and perceptual errors as well as the 

sub-categories of violations – routine and exceptional.  Each sub-category is 

presented initially with a table showing the types and frequencies of the sub-category 

followed by a discussion of what is included in the sub-category and a selected 

exemplar from the Coronial reports with a summary table showing the type and 

frequency of each nanocode. 

 
6.2 Sample 

Table 1 shows the number of reports for each state and territory that met the 

inclusion criteria.  It also shows these as a percentage of the total reports (101). 
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Table 1. Number and percentage of reports by state and territory 

State and Territory Number Percent 

New South Wales (NSW) 8 8 

Northern Territory (NT) 10 9 

Western Australia (WA) 31 31 

South Australia (SA) 22 22 

Queensland (QLD) 18 18 

Victoria (VIC) 12 12 

Total 101 100 

 
 
6.3 Demographic Information 

This section provides demographic information relating to the reports 

included in the study.  The age of the patients at the date of death ranged from zero 

to 94 years of age with a mean of 40.8 years a median of 42.5 years and a mode of 

zero years (n=18).  Sixty-one per cent of the sample were female and 39% were male 

(see Table 2). 

 
Table 2. Age at time of death (years) 

Range Frequency Percent 
0-9 22 22 
10-19 6 6 
20-39 16 16 
40-59 22 22 
60-79 22 22 
80-99 10 10 
Not stated 3 2 
Total 101 100 

  
  

The specific causes of the deaths identified at the autopsies varied greatly 

within the sample.  See Table 3 for the ten most prevalent causes of death.   
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Table 3. Ten most prevalent causes of death as determined at autopsy 

Cause of Death Frequency Percent 

Hypoxic ischaemic encephalopathy 14 14 

Asphyxiation 7 7 

Ligature compression of the neck 6 6 

Retroperitoneal haemorrhage 6 6 

Septic shock 5 5 

Respiratory arrest 5 5 

Multi-organ failure 4 4 

Peritonitis 4 4 

Anaphylaxis 3 3 

Blunt force head injury 2 2 

 
The district in which the deaths occurred were classified as: urban centres, 

rural locations and remote areas.  Sixty-four per cent (n=65) occurred in urban 

centres, 29% (n=29) occurred in rural locations and 7% (n=7) occurred in remote 

areas (Table 4). 

 
Table 4. District of Death 

District Frequency Percent 
Urban 65 64 
Rural 29 29 
Remote 7 7 
Total 101 100 

 
 

Eighty-six percent (n=87) of the deaths occurred in a hospital, and 6% at 

home.  Of the deaths occurring within the hospital environment 15% (n=15) of the 

incidents occurred in general wards, 12% (n=12) occurred in emergency departments 

and 11% (n=11) in intensive care units.  Data relating to the specific locations within 

the hospitals were not available in 39% (n=40) of the reports. 
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The time of declaration of death varied across the sample, with 30% (n=31) 

of the reports not detailing the actual time of death.  The most common day of the 

week for the deaths to occur was Sunday (21% n=22) and the least represented day 

was a Tuesday (9% n=9).  These results could be reflective of the reduced level of 

staffing available at weekends. 

Data were collected where available as to the time of death in relation to the 

coinciding nursing shifts.  Generally, shifts are divided into morning shifts (0700-

1530hrs), late shifts (1300 – 2130hrs) and night shifts (2100 – 0730hrs)9.  The 

majority of deaths, 30% (n=30), occurred during night shifts.  Eight incidents 

occurred outside the hospitals and were therefore not included in this statistic.  In 

26% of the reports the time of death was not available.  

 
6.4 Unsafe Acts 

Unsafe acts include both errors and violations.  These were categorised 

separately according to the descriptors by Shappell and Wiegmann (2000) and are 

presented separately within this chapter.  In keeping with the inclusion criteria, one 

or multiple unsafe acts involving nurses were identified in 100% of the reports 

(n=101).  Table 5 below shows the HFACS sub-categories of unsafe acts by 

frequency and percentage. 

 
 
 
 
 
 

                                                 

9 This is a general shift distribution.  Specific facilities may offer additional shifts such as full day or 
12 hours shifts. 
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Table 5. Sub-categories of unsafe acts by type and frequency 

Type Frequency Percent 

Skill based errors* 67 66 

Decision errors* 84 83 

Perceptual errors* 67 66 
*Multiple error types may have occurred in a single event 

 
6.4.1 Skill-based errors.  

In 66% (n=67) of the reports analysed, skill-based errors were identified as 

contributing to the death of the patient.  The skill-based errors were further refined 

using the nanocodes: assessment (ongoing assessment, triage assessment, post-

operative assessment, mental health assessment, falls risk assessment) and 

medication management. 

Assessment is a central, fundamental component of nursing practice.  The 

Nursing and Midwifery Board of Australia (NMBA) (2016) requires Registered 

Nurses to conduct comprehensive and systematic assessments of their patients 

accurately.  The information derived from the assessments is used as a basis for 

interventions and expected patient outcomes.  As nurses provide 24-hour care and 

surveillance, in contrast to doctors and other allied health staff, they are responsible 

for constant assessment of patients and monitoring of their ongoing health status. 

Table 6 outlines the types of assessment errors that occurred, ongoing 

assessment 62% (n=63), triage assessment 15% (15), post-operative assessment 12% 

(12), mental health assessment 11% (11), falls risk assessment 19% (19) and 

medication management 19% (19).  
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Table 6. Nanocodes for Skill-Based Errors 

Nanocodes Frequency Percent 

Ongoing assessment 63 62 

Triage assessment 15 15 

Post-operative assessment 12 12 

Mental health assessment 11 11 

Falls risk assessment 19 19 

Medication Management 19 19 

 
Throughout the coronial inquiries, questions were asked during the 

information gathering and interviewing process about how such omissions and 

deviations from a standard of practice could occur.  While the responses were 

applicable to factors within each level of HFACS, they were also closely related to 

each specific error type.  In the context of skill-based errors, the responses centred 

around themes of staff being time poor (workload and skill mix issues), forgetting 

care, deciding to omit care because the patient appeared ‘well’, and delegating tasks 

without following up to ensure completion (providing supervision).  Skill mix refers 

to the combination of Registered Nurses, Enrolled Nurses and Care Assistants, 

staffing a ward on a specific nursing shift or more generally to a lower Registered 

Nurse proportion to other staff (Duffield, Roche, Diers, Catling-Paull, & Blay, 

2010). 

Nurses stated as evidence that they were pressured to provide care to a group 

of patients, in many cases with high acuity, and this resulted in less time spent with 

each patient, thus reducing the time available to perform required assessments to an 

appropriate standard.  For example, a nurse with eight acutely unwell patients was 

less likely to recognise assessment cues from all sources, sound, sight, smell, touch 

and measurement, as opposed to a nurse engaging with a smaller group of patients.   
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When reporting time-pressured situations, the nurses were more likely to 

state they had forgotten to carry out specific tasks.  While this was related at times to 

simple tasks such as hygiene needs, comfort and mobilisation needs, in many reports 

the nurses forgot to attend to critical care tasks such as performing vital sign 

observations at prescribed times.  Forgetting care was reported to have been related 

to workload in every instance. 

 Omitting care was reported when the nurses believed a patient was well 

enough to no longer require a specific element of care, despite this not being 

officially discontinued.  The decision to omit care was made in the context of a high 

workload in every case.  

In many instances, the nurses and midwives failed to provide supervision for 

delegated care to junior staff members and Enrolled Nurses.  While delegation is 

acceptable and an efficient means to manage workload, the responsibility remains 

with the Registered Nurse or Midwife to supervise the delegated care (Nursing and 

Midwifery Board of Australia, 2016c).   

Ongoing assessment 

Ongoing assessment errors, the majority of skill-based errors, were those in 

which the nurses failed to accurately perform and document ongoing assessment.  

Ongoing assessment refers to the gathering of health data via techniques such as 

history taking, subjective assessment and objective methods of assessment including 

vital signs (measurement of blood pressure, pulse and respirations), inspecting 

(visual cues such as skin colour and condition and work of breathing), palpating (for 

temperature, structures under the skin and tenderness), percussing (using hands to 

produce sounds to give information about density of underlying structures) and 
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auscultation (use of a stethoscope to hear breathing, heart or digestion sounds).  

Ongoing assessment occurs after an initial admission assessment and continues 

throughout the period in which the patient remains in care. 

Sixty-two percent of the skill-based errors were due to lack of, or poor 

ongoing assessment.  This error sub-category also captured incidences of incorrect 

assessment type, incorrect interpretation of assessment data and untimely 

assessment.  An area that was reflected strongly within this sub-category, was failure 

to complete required assessments.  Required assessment is that which is performed 

at mandated intervals and reflects the acuity of the patient or recent interventions 

such as a blood transfusion.  The requirement for performing such assessment is 

derived from hospital guidelines or clinical protocols, or on the instruction of a more 

senior nurse or doctor.  This included specific types of assessment10 and frequency 

of assessment11. 

The majority of nurses who were found to have under-assessed or omitted 

aspects of or entire assessments explained this was due to heavy workloads.  General 

ward areas were identified as the most frequent location where assessment was 

missed.  This was attributed to higher patient-nurse ratios and inadequate skill mix.  

Where an assessment was incomplete or omitted it was likely to be missed again at a 

later interval.  This compounding error contributed significantly to the outcome of 

death for the affected patients as multiple opportunities to capture deterioration were 

missed. 

                                                 

10 Types of assessment refer to specific physical assessments such as respiratory assessment, bladder 
assessment, pain assessment and neurological status. 
11 Frequency as per mandated policies and guidelines set down by individual facilities as well as the 
individual professional judgement of the Health Professional. 
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The exemplar below details a case where the patient deteriorated clinically 

over several hours resulting in a preventable death as determined by the investigating 

Coroner.  The deceased, a 38-year-old woman, had experienced an uncomplicated 

pregnancy and labour and given birth to a healthy child two days prior to her death.  

She developed symptoms of an infective process and subsequently died as a direct 

result of the midwife’s failure to detect and manage a streptococcus A infection. 

No observations were taken by nursing staff after 11:30am until after 

4:15pm.  This was a serious omission to take appropriate observations on an 

unwell patient who had twice been given morphine (WAPERSM10006, p.22.) 

Part of the role of the midwife was to perform regular observations on the 

patient on the basis that she had recently given birth and was receiving opioid 

medication.  These two factors should have resulted in increased vigilance of the 

patient.  Recently delivered women are monitored to ensure the uterus is contracting 

(an atonic uterus can lead to haemorrhage) and that blood loss is within acceptable 

limits.  In addition, patients receiving opioid medications are also monitored more 

frequently owing to the potential for respiratory depression as a side effect of the 

drug.   

Over a period of more than five hours, the patient was left unattended and not 

assessed and during this time an infective process was developing.  Had the correct 

assessments been undertaken during this time, early indications of infection would 

have been detected through observation of vital signs.  When the patient’s vital signs 

were eventually taken, an ‘alarmingly’ low blood pressure of 80/60mmHg12 and 

                                                 

12 Normal blood pressure is approximately 120/80mmHg 
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evidence of significantly decreased urine output were not recognised and acted upon 

as a medical emergency despite them fulfilling the facility’s protocol requiring 

immediate attention. 

The deteriorating vital signs coupled with a decreased urine output and 

significant pain requiring multiple doses of opioid medication were overlooked by 

the midwife.  The midwife responsible for the care of the deceased stated she was 

not aware of the criteria for medical emergency.  The issues related to the lack of or 

lapses in clinical judgement were not addressed in the report. 

Omitted assessment featured prominently in the reports.  It was difficult to 

distinguish between instances of missed assessment and non-documented but 

completed assessment.  Omitted care or missed documentation of provided care can 

lead to the same outcome for the patient. As described in one report: 

It is also remarkable that after the observations in the Frequent Observation 

Chart taken at   2pm no further observations of the deceased were recorded 

until the time of the procedure which took place at 8pm that night, by which 

time she was almost dead.  (WAPERJMH12006, p.25) 

 
RN D checked her observations and noticed the deceased’s haemoglobin had 

dropped.  She took the deceased’s observations but did not record them 

because in her view (an experienced nurse) all the observations were within 

normal limits.  She can recall her pulse as being 70.  (WAPERSE07003, 

p.25) 

The above example describes omitted steps in the nursing process where 

assessment cues from the patient were missed or misinterpreted and no further action 

taken on the basis that the nurse responsible believed the patient to be stable.  In all 
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cases where this occurred, the assumption of patient stability was based on an 

inaccurate or incomplete assessment of the patient’s clinical presentation. 

 
Triage assessment 

Triage assessment errors represent those in which the nurse fails to assign an 

appropriate triage score to a patient presenting to an emergency department.  A 

triage system is a structure which ensures all incoming emergency patients are 

prioritised using a standardised scale.  The purpose of this is to ensure patients 

receive a level of emergency care commensurate with their clinical criteria. Urgency 

is determined according to the patient’s condition on arrival at the emergency 

department using a five tier scale (Commonwealth Government, 2009).  A triage 

assessment is brief in nature and therefore an accurate assessment is highly 

dependent upon the skills and training of the nurse performing the autonomous triage 

role. 

Fifteen percent of the skill-based errors were attributed to triage assessment 

errors.  Clinical decisions made by triage nurses require a complex cognitive 

process.  The triage nurse must demonstrate the capacity for critical thinking in 

environments where available data can be limited due to incoherent or non-

communicative patients, incomplete information due to patients being poor 

historians, and/or ambiguous due to unclear symptoms and/or malingering patients.  

The quality and accuracy of triage decisions are critical to the provision of timely 

and appropriate clinical care.  The ability to undertake effective and efficient triage 

is dependent on extensive knowledge and experience with a wide range of illness 

and injury patterns.  It was the nurses’ lack of knowledge and experience that was a 

prominent factor contributing to the errors made during triage assessment. 
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In the context of rural and remote health care, the level of staffing was 

reported to be unstable and tended to be based on a small core group supported by a 

transient, often junior, workforce.  Triage errors were made as a direct result of 

inexperienced staff being given the triage role without sufficient training or 

supervision to competently provide triage decisions. 

The case exemplar below details a case involving a 16 year old who was 

taken to a rural hospital emergency department by his mother following a three day 

period of flu-like symptoms with vomiting, diarrhoea and high fevers.  The patient 

was seen by a Registered Nurse who conducted an incomplete assessment and 

assigned a low priority triage score.  The patient was sent home and subsequently 

found dead the following morning; the cause of death being determined as 

septicaemia and pneumonia. 

RN S asked [the patient] if he had a sore neck to which he replied “Yes”.  

According to [the patient’s mother] the RN did not appear to take this further 

by asking whether or not he was photophobic, or had a rash, nor according 

to [the patient’s mother], did he check his blood pressure, pulse or 

respirations (WANORAA12002, p.10.). 

 
She did not observe the RN to have anything with which to write, or to write 

on, in the whole time he was with them in the triage area.  

(WANORAA12002, p.11.) 

The failure in the triage assessment related to the newly employed nurse 

being inexperienced and not asking sufficient, appropriate questions to elicit the 

patient’s specific symptoms.  In addition, he did not seek advice or support from a 

senior, experienced nurse when making his assessment.  The transient staffing was 
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highlighted in the report in terms of a junior staff member being expected to seek 

advice on a clinical presentation beyond their capability.  The nurse stated in 

evidence he had never triaged independently previously however no support was 

offered nor advice sought in the assessment of the patient. 

In the triage context, missed or incorrectly performed assessment always 

resulted in an inaccurate (understated) triage score which then directly impacted 

upon the course of care for the patient.  More than half of the errors occurring at the 

point of triage could be linked to inexperience of the nurse or a stated lack of 

knowledge around guidelines for escalation. 

 
Post-operative assessment 

Post-operative assessment errors include those in which the nurse failed to 

perform initial and ongoing recovery assessments following a patient’s surgery.  

Recovery nurses are responsible for providing care during the immediate post-

operative period while the patient recovers from the anaesthetic.  Anaesthesia can 

lead to complications including respiratory depression and bradycardia (slowed heart 

rate).  In addition, immediately after surgery patients may be at risk of bleeding or 

maintaining normal blood pressure.  Because of these potential complications, close 

monitoring is required before patients can be moved to a general ward.   

Twelve percent of the skill-based errors (n=12) were due to inadequate 

assessment during the recovery period resulting from inexperience in specific post-

operative assessment types.  All these errors occurred outside of standard business 

hours when there was not a full team of surgical and support staff available.   

For example, a nurse was left to care independently for a recently delivered 

obstetric patient post-operatively without having any background experience or 
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knowledge of midwifery.  As a result, the nurse did not carry out specific post-

operative physical assessment (fundal massage), and consequently internal 

haemorrhage was overlooked leading to rapid deterioration and death. 

Between 0807 and 0836, Mrs M’s observations were fairly stable, although 

her BP was low (a fact which was communicated to Dr M and Dr R).  During 

that period of time, six sets of observations were recorded which included 

determining verbal response, performing a head lift, and taking pulse and 

blood pressure readings.  No fundal height was taken, nor was any fundal 

massage performed.  The purpose of taking these measures is to determine 

whether the uterus has contracted and to assist in that process.  At 0815 

moderate ooze per vagina was recorded by the recovery nurse.  This 

observation was not conveyed to any of the medical team. 

(NSWWMERM09001, p. 12) 

 
The assumption that was made was that RN T, being a nurse looking after a 

post-operative obstetric patient in Recovery was experienced and trained in 

all facets of post-operative care following a post-partum haemorrhage.  We 

now know that RN T had never previously cared for a post-operative patient 

who had suffered a post-partum haemorrhage, nor had she been trained in 

checking such matters as fundal height or performing a fundal message that 

would cause the uterus to contract.  (NSWWMERM09001, p. 12) 

The nurse’s lack of knowledge and skill to perform a specific assessment and 

intervention contributed directly to the deterioration and death of the patient.  As 

demonstrated in all reports relating to post-operative assessment errors, incorrect or 

inadequate nursing actions were linked to negative patient outcomes.  
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Mental health assessment 

Mental health nursing is focused on the relationships that develop with 

clients and their families and their responses to their mental illness, including the 

impact that the illness has on their lives.  Mental health assessment is a central role 

of the nurse working in a psychiatric setting and involves monitoring of mental and 

physical health through observation and the use of assessment tools. Mental health 

nurses also monitor the effectiveness and side effects of the patients’ medications.   

Mental health disorders are associated with altered functioning of physical 

systems which often result in comorbid conditions, for example depression is closely 

associated with reduced immune function, and eating disorders, although classified 

as mental health conditions, result in a wide array of physical manifestations ranging 

from malnutrition to cardiac issues.  While mental health nursing is underpinned by 

a specific body of knowledge, evidence and practice, the role is multidimensional as 

it includes the ongoing care of patients’ physical health as well as their mental 

health.  As a large proportion of mental health patients experience medical 

comorbidities and are cared for in relation to these in general wards, nurses caring 

for them must also assess their mental health. 

Mental health assessment errors occurred in 11% (n=11) of the reports 

analysed.   In these reports, the nurses failed to assess the mental health status of 

patients and their related clinical manifestations.    

Decisions regarding patient care in the mental health setting are often made 

collaboratively reflecting the team approach employed within this specialty.  In all 

the reports where mental health assessment errors occurred, one or more decisions 
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regarding care were made by individuals without consulting the team, the 

documented plan or a senior clinician working the same shift. 

The majority of the decisions related to frequency of observations of the 

patient when hospitalised.  In over 75% of the reports relating to mental health 

assessment error, the decision to postpone a set of observations, to delegate the task 

or omit the task altogether was reported to be associated with workload pressure.  

While this was not dissimilar to ongoing physical assessment in the general ward 

setting, mental health settings were categorised separately as the patients are at 

significantly higher risk of self-harm.  Ongoing assessment in mental health settings 

is central and critical to safe patient care. 

The case exemplar below describes a situation where a nurse placed a 

physically unwell, mental health patient in seclusion and did not continue to observe 

or assess the patient regularly.  The patient was found some time later unresponsive: 

Nurse H described her order for seclusion as one taken with a hint of 

“optimism”; that sometimes placing [patients] in seclusion will have a 

settling effect.  She described it was “a bit of a gamble putting her in there”.  

It was undoubtedly a “gamble” when dealing with a patient who was minutes 

earlier violently ill and behaving in an agitated and aggressive way never 

seen before.  The [security staff] and nurse J left her in the room and locked 

the door.  [Security staff]  Nurse P says she was placed on the mattress.  

Unusually, neither he nor Nurse J has any recall at all how she was when 

they left her.  However, the extraordinary aspect is that no one stayed to 

observe her through the room windows.  (NSWWLGJD11010, p.21) 
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Mental health nurses often interact with volatile patients.  Anger, rage and 

other inappropriate behaviours can be displayed by patients who are mentally 

unwell, have consumed illicit drugs or are non-compliant with involuntary care 

arrangements.  The level of violence displayed by such patients is well documented 

in the literature and was a factor in a third of the reports where mental health 

assessment error was noted.  Dealing with volatile patients, at times, resulted in 

decreased vigilance of the patients due to reluctance to interact with violent patients 

for fear of being physically hurt.  The reduced vigilance was manifested by 

observations taken at a distance, less time spent in direct client assessment and 

reduced therapeutic communications with the patients.   

In reports where responsibility for a patient had been passed frequently 

between staff, aspects of communication contributed to the error.  These included 

timely documentation and interpretation of phone instructions from treating doctors.  

These lapses in communication had a direct impact on the patients in terms of the 

level of care provided.   

 
Falls risk assessment 

Falls risk assessment errors included those in which the nurses failed to 

undertake all or part of specific assessment procedures to identify and manage 

patients at risk of falling.  In 18% (n=19) of the reports analysed, falls risk 

assessment errors occurred.  A falls risk assessment is undertaken on patients 

considered at high risk for falling and from this, strategies are developed to prevent 

falls while those patients are in hospital.   The patients include older adults, those 

who have multiple health problems impacting on their mobility, children, those who 

have cognitive or neurological impairments and, those who have vision impairments. 
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A preventable fall can result in additional length of stay thus increasing the 

risk of nosocomial13 infection and other complications.  In addition to increased 

hospital length of stay, a fall can have a profound effect on an older adult in terms of 

confidence and mobility.  A preventable fall can also lead to the death of a patient.   

The case exemplar below describes the events concerning the death of a 90-

year-old woman hospitalised for surgical repair of a fractured neck of femur.  A falls 

risk assessment was undertaken and a plan developed for the patient based on her 

age, frailty and clinical condition.  This plan required that a ‘stand-by assist’ was to 

be used when mobilising the patient.  This term refers to the requirement of the staff 

member to walk side-by-side with the patient while using a Zimmer frame to walk.  

The nurse mobilised the patient to the bathroom entry and noticed a shower chair in 

the area from the previous patient.  The nurse made the decision to leave the 

patient’s side and remove the chair.  During this period where the patient was left 

unattended, she fell backward hitting her head on the wall.  An intracerebral 

haemorrhage resulted and over the proceeding days the patient declined until her 

death some 12 days later.  At autopsy, the cause of death was confirmed to be a 

result of the intracerebral haemorrhage.  The nurse’s decision to deviate from the 

plan formulated from the falls risk assessment directly contributed to her death.   

While nurses did not cite a lack of familiarity with the tools, there appeared 

to be a lack of training with the practical application of the tool.  In two of the 

reports where falls risk assessment contributed to the death of the patient, the nurse 

did not make the connections between the score and the reduced interventions 

implemented as being significant.  This directly led to the patient suffering a 

                                                 

13 Hospital acquired infection 
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preventable fall.  Incorrect falls risk assessments occurred due to incorrect 

interpretation and use of falls risk assessment tools.  Nurses correctly interpreted the 

condition of patients yet incorrectly translated this data into the scoring system 

resulting in a lower score, which then resulted in a reduced level of intervention to 

prevent falls.   

 
Medication management 

Medication management errors include those in which the nurse fails to 

undertake all or part of specific checking procedures in relation to preparing and 

administering medications to patients.  In 18% (n=19) of the reports analysed, 

medication errors contributed to the death of the patient.   

Medication checks involve six steps to confirm: right documentation, right 

patient, right route, right time, right drug and right dose.  These six steps are second-

checked by another nurse in the case of injectable drugs (all routes14) and schedule 

eight medications15.  In the case of medications ordered over the phone, the nurse 

must ask the order to be repeated to a second nurse and charted simultaneously.  The 

order must be signed by the authorising clinician prior to the second dose being 

administered.  

The exemplar below demonstrates deviations from these guidelines resulting 

in the death of a patient. 

                                                 

14 Injectable via epidural, intraosseous, intradermal, subcutaneous, intramuscular or intravenous 
routes 
15 Schedule 8 (S8) drugs and poisons, otherwise known as 'Controlled Drugs', are substances and 
preparations for therapeutic use which have high potential for abuse and addiction. 
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There is ample evidence that the conduct of Nurse E fell short of the standard 

of care that a reasonable person in her position could be expected to 

exercise.  Among the “5 rights” [sic] that are nursing mantra and part of 

XXX policy, is the requirement for two nurses to check that the drug is 

administered by the correct route.  Nurse E did not insist on Nurse B 

accompanying her to the bedside and did not herself sufficiently check that 

she was administering the drug via the correct route (QLDBNEJH06000, p. 

14). 

The nurse in the above scenario failed to follow the procedure for checking 

medications correctly despite two separate opportunities to do so, subsequently 

administering the drug via the incorrect route resulting in a massive overdose with 

fatal consequences.  There appeared to be an aspect of overconfidence in selecting 

the line for injection with the nurse stating in evidence she was confident the line she 

was holding to be correct as per her previous experience. 

Similarly, the excerpt below details a case where a nurse took a phone order 

for medication.  As previously highlighted, policy dictates that a second nurse hear 

the order also to confirm it.  In this case the second nurse chose not to listen to the 

order directly but assume that the first nurse heard and transcribed it correctly onto 

the medication chart. 

By not confirming the order, the incorrect drug was charted and administered 

to the patient.  A second contributing error was made by the nurses in this case 

whereby on admission, the patient was not asked about her current medications.  

Had these questions been completed as required by the admission policy in the 

facility, known reactions to the medication which ultimately caused the patient’s 

death would have appeared prominently on the medication chart. 
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No inquiries were made at the hospital or recorded concerning Mrs H’s 

symptoms.  She was not questioned about medication she may have 

consumed or received that day or what effect any medication had had on her 

symptoms.  The “paperwork” required to be completed for Mrs H’s 

admission to hospital was undertaken by Nurse D. Nurse P conceded that it 

would have been appropriate to record any significant history as well as 

current medication in the nursing care and assessment forms.  Apart from 

recording one set of observations, the normal forms required to be filled out 

for admission purposes were largely left blank.  (SAADEVH06001, p.8) 

Medication management errors have demonstrable links to overconfidence 

and task fixation.  Nurses who regularly perform a given task have a greater potential 

for incorrectly performing a similar task when placed in an alternative situation – 

they simply transfer the task without analysis of the context.   

Insufficient knowledge of drug management does not automatically lead to 

patient harm, it depends on the actual drug being administered and the patient.  

Overconfidence in the knowledge of a particular drug, or being very familiar with 

administering it, led to nurses bypassing aspects of the checking protocol in several 

cases. 

While breaches in checking protocols were not uncommon, the errors were 

linked to wider issues such as the specific drug and the acuity of the patient (in one 

case a patient was very unwell and placed on a ward where nursing care was not as 

intensive).  This was reported to be further complicated by low staffing levels at the 

time that many of the incidents occurred. 
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As previously highlighted, nurses work in busy environments and often with 

insufficient resourcing in terms of staff numbers and skill mix.  Workload is 

particularly relevant in the context of medication management as the task requires 

concentration and critical thinking.  The case exemplar below describes the 

competing demands on the attention of the nurse.  In this case, the multiple demands 

resulted in an incomplete check of the blood products which led to a major 

haemolytic reaction16 and the death of the patient: 

 Nurse J was asked about this [blood ordering form requiring two 

signatures] and said it would normally be the case that as the witness she 

would sign the form, but she didn’t.  She said that she didn’t pick it up on this 

as it was a very difficult time in that they were trying to do several things at 

once.  (NTASPRR07009, p.14) 

The issue of competing demands was prominent in relation to medication 

management errors with 70% of the reports involving distraction from various 

sources affecting the nurses’ ability to concentrate solely on the task of 

administering medication. 

 
 6.4.2 Decision errors 

In 83% (n=84) of the reports decision errors were identified as a factor 

relating to the patient outcomes.  The decision errors were further refined into the 

nanocodes of failure to follow a protocol as instructed and failure to initiate a 

protocol.  See Table 7. Nanocodes for Decision Errors. 

                                                 

16 A haemolytic transfusion reaction is a serious complication that can occur after a blood transfusion. 
The reaction occurs when the red blood cells that were given during the transfusion are destroyed by 
the patient’s immune system. 
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Decision errors are defined by Patterson and Shappell (2010) as actions that 

proceed as intended, but the action proves inadequate or inappropriate for the 

situation.  This type of error has three types as defined within the original HFACS 

framework.  They are rule-based errors (misdiagnosed situation), knowledge-based 

errors (wrong plan of action selected for situation) and problem-solving errors (no 

recognised plan of action for the situation). 

In all the reports where a decision error was identified, it was related to either 

rule-based or knowledge-based error types.  The three broad nanocodes identified 

from the research (failure to follow a protocol as instructed and failure to initiate a 

protocol) reflected the dominant themes in the reports.   

 
Table 7. Nanocodes for Decision Errors 

Nanocodes Frequency Percent 
Failure to follow a protocol as instructed 47 46 
Failure to initiate a protocol 71 60 

 
 

It is widely accepted that clinical judgement and decision making are 

important elements associated with a nurse’s skillset.  This was reflected in the data 

with the majority (84%) of the reports involving decision making. 

Nurses make clinical decisions constantly when providing care.  The 

decisions are made based on their knowledge, experience, advice, instructions and 

organisational policies and procedures.  One of the main factors resulting in decision 

errors was a stated lack of awareness or familiarity with policies and protocols 

mandated by the employing organisations.  Nurses made decisions based on their 

own knowledge and experience which at times, was inconsistent with the 

organisations’ policies.  For example, a decision not to escalate care may have been 
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based on a nurse’s clinical judgement that a patient was stable, despite their vital 

signs falling into the category for raising an alarm. 

Decision errors were often made in haste during the course of an evolving 

emergency situation.  The nurses’ ability to discriminate between multiple sources of 

information in time pressured situations impaired their decision-making ability.  For 

example, in an emergency context, the nurse was simultaneously receiving 

instructions from the medical team, listening to the subjective account from the 

patient, monitoring the equipment and preparing medications.  His ability to 

distinguish and prioritise cues from these simultaneous inputs was reported to have 

influenced the quality of the clinical decisions he made. 

Inexperience was related closely to decision making errors for junior staff.  

They reported fearing repercussions for being wrong about a clinical situation, or not 

having confidence in their clinical reasoning ability and being hesitant to raise an 

alarm when they perceived a patient to be deteriorating.  Sound decision making 

requires confidence in one’s ability and knowledge base and this was challenging for 

junior staff new to an autonomous practice role. 

Error was linked to high workloads, high acuity patient loads and chronically 

operating from a ‘time poor’ position.  This was also related to decision making 

errors as nurses who struggled with a heavy workload were more likely to delegate 

care to other staff, sometimes inappropriately and without follow up.  This aspect of 

decision making demonstrates close links to the overarching theme of 

communication which is dealt with in the next chapter and supervision which is 

discussed in Chapter Eight. 
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Failure to follow a protocol as instructed 

Failure to follow a protocol as instructed refers to errors in which the nurses 

failed to carry out instructions or apply protocols as instructed by a delegating staff 

member, policy or medical practitioner.  This type of error was noted in 46% of the 

reports (n=47).  While nurses are autonomous practitioners, they are guided by 

professional codes of conduct and standards of practice (Nursing and Midwifery 

Board of Australia, 2010b, 2016b, 2016c), organisational policy and by hierarchical 

decisions. 

The exemplar below is taken from a report detailing the actions of a nurse 

who based her decision not to undertake prescribed observations on the basis of 

stable observations some four hours earlier, not appreciating the fragile condition of 

the patient.  Had the nurse performed the observations at the time they were 

required, the patient would likely have been rescued. 

V’s observations were due again at 4am; however, Nurse P decided not to do 

these observations because V had been neurologically unchanged when she 

conducted the observations at around 2am.  V’s father, Mr A arrived on the 

ward at around 3.45am and sat in V’s darkened room and fell asleep.  At 

around 5.30am, Nurse P entered V’s room and found her unresponsive.  An 

emergency was called and CPR administered.  The treatment was 

unsuccessful and V was certified as being Life Extinct at 6.35am.  

(NSWWMEVA08001, p7) 

The decision not to perform the observations as per the organisational 

protocol directly resulted in clinical cues being missed and the patient consequently 

collapsed and died.   
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Failure to initiate a protocol 

Failure to initiate a protocol refers to acts where the nurse failed to 

commence a protocol or intervention as would be expected within their scope17 of 

practice and responsibility.  In 70% (n=71) of the reports, failure to initiate protocols 

contributed to the death of the patient. 

There are numerous types of protocols that can be nurse-initiated based on an 

assessment of a patient.  These include alteration to frequency of vital signs 

measurement or other types of observations, initiating an emergency protocol 

(alerting the medical emergency team), initiation of medication protocol such as 

oxygen administration or simple analgesia, falls prevention measures, pressure ulcer 

prevention or treatment measures, and early ambulation strategies.  While any of the 

above protocols require approval from the medical team post initiation, the critical 

factor is the decision that leads to the initiation of a protocol and subsequent 

escalation of care. 

The failure to initiate a protocol is demonstrated as per the exemplar below: 

Of significance, the Nursing Observation Form records that at 9am the 

deceased’s standing blood pressure had fallen from 121/87 two days earlier 

to 72/30 and while her lying pulse was 116, her standing pulse was 62.  

These are readings indicative of a medical emergency.  (WAALBVG09004, 

p.16) 

                                                 

17 A profession’s scope of practice is the full spectrum of roles, functions, responsibilities, activities 
and decision-making capacity that individuals within that profession are educated, competent and 
authorised to perform. (Nursing and Midwifery Board of Australia, 2007) 
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Inexperience was the most dominant reason as to why nurses failed to initiate 

a protocol.  Junior or inexperienced nurses were hesitant to escalate patient care 

owing to a lack of confidence in their own skills and judgement.  Junior nurses were 

more likely to persist with managing a deteriorating patient and to delay raising the 

alarm longer than an experienced nurse would.  Junior nurses feared being wrong in 

their care or assessment of the patients and potential loss of face with senior nurses 

and/or medical staff.  Coupled with inexperience was the presence of poorly 

developed clinical judgement and assessment skills. 

 
6.4.3 Perceptual errors 

Perceptual errors occur when an individual misinterprets sensory input.  This 

can happen as a result of environments where sensory input is compromised due to 

poor lighting and in busy or overcrowded practice environments. 

 Nurses working in very busy environments, where there were competing 

demands for attention, reported having to multi-task and focus on multiple tasks 

simultaneously to provide safe and appropriate clinical care.  Nurses in such 

situations were often left to make decisions based on incorrect perceptual 

information and this increased the potential for error to occur. 

Perceptual errors included two main forms, misjudgement of the seriousness 

of a patient’s condition and failure to recognise deterioration.  These two error types 

were closely related in almost all instances with failure to recognise deterioration 

following on from initially misjudging the seriousness of a patient’s presentation or 

condition.  See Table 8. Nanocodes for Perceptual Errors. 
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Table 8. Nanocodes for Perceptual Errors 

Nanocodes Frequency Percent 
Misjudgement of seriousness of patient 
condition 

80 79 

Failure to recognise deterioration 46 46 
 
 

There are always observable clinical signs or abnormalities prior to an 

adverse clinical event; recognising these signs is paramount to rescuing the patient 

before the situation becomes irretrievable.  The key issue in recognising 

deterioration is not just the collection of clinical data, but the interpretation and the 

actions then taken.  The skill with which the data are collected also plays a 

significant role in the accuracy and reliability of the measurements.  In the reports, 

failure to recognise deterioration was closely associated with failure to undertake 

regular observations and inaction in response to altered vital signs. 

Nursing workload was also a factor in relation to nurses failing to note a 

deteriorating patient.  An increased workload resulted in increased delegation of care 

(which as previously discussed is not always appropriate) and an increased reliance 

on technologically mediated care.  Compounding this was the dominant presence of 

newly qualified nurses who lacked experience and confidence in their own skills and 

nursing care.  As perception of a clinical situation is a combination of judgement, 

knowledge, reasoning, experience and wisdom (Maree McNaughton, 2010), a 

predominantly junior or unskilled staffing mix can severely impair the quality of 

patient care and perception of cues relating to patients’ changing condition. 

Misjudgement of the seriousness of a patient’s condition and failure to 

recognise deterioration 

Misjudgement of the seriousness of a patient’s condition was associated with 

altered perception based on faulty information.  At times, this was due to obscured 
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views of patients from poor lighting and patients in single rooms with closed doors 

at night.  In addition, nurses working in busy or overcrowded environments such as 

Emergency Departments, were more likely to make perceptual errors. 

Most prominently represented in the reports was the perception of a patient’s 

condition as being stable, based on previous stable observations.  While numerous 

examples of this were noted, there was not a discernible cause noted other than 

nurses stating they were ‘time poor’ or ‘simply forgot’ to undertake further 

observation or just believed the patient to be well. 

Misjudgement of the seriousness of a patient’s condition and failure to 

recognise deterioration errors include those in which the nurses failed to interpret the 

clinical condition of a patient correctly.  These perceptual errors occurred in 79% 

(n=80) reports.   

In the presence of a high workload, nurses tended to become task-oriented in 

their approach to patient care.  This, in relation to perceptual errors, took the form of 

attending to the task of vital signs, without considering the total clinical picture.  

This failure in perception (and thus clinical assessment and judgement) meant nurses 

failed to observe patterns and trends in their patients’ status and therefore missed 

opportunities to respond to deterioration by taking timely action. 

The example below describes the effect of a chronically overcrowded 

practice area: 

…re-organisation of services have had the predicted effect of worsening the 

backlog of inpatients in the accident & emergency department.  Not only 

does this cause prolonged delays for treatment of other patients attending 
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A&E, but more disturbingly patients’ safety and comfort and staff’s ability to 

cope is significantly compromised.  (SAADESG01001, p.11 P5.10) 

In overcrowded environments, the demands placed on nurses due to volume 

of patients and multiple competing demands resulted in task saturation and lack of 

ability to cope with the constant sensory input.   

 
6.4.4 Violations 

As discussed in the previous chapter, violations refer to deliberate acts of rule 

breaking or deliberate failure to comply with procedures (Reason, 2013).  While 

generally a bad outcome is not intended, this is usually the result of violations in the 

healthcare context. 

The HFACS model describes two types of violations: routine and 

exceptional.  Analysis of the unsafe acts data identified 34% (n=34) routine 

violations and 3% (n=3) exceptional violations.  See Table 6.9 Unsafe Acts 

(violations) by type and frequency. 

 
Table 9. Unsafe Acts (violations) by type and frequency 

Sub-Category Frequency Percent 
Routine Violations 34 34 
Exceptional Violations 3 3 

 
 

Routine violations were largely attributable to the nurses taking shortcuts in 

the course of providing clinical care.  Exceptional violations involved document 

fraud and deliberate patient harm.  These two will be discussed separately below. 
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Routine violations 

As mentioned above routine violations are those in which rules and 

regulations are disregarded.  There was a close association in the data between 

routine violations and reported increased workload and decreased staffing levels.  

When nurses were placed in high pressured situations, they were more likely to take 

shortcuts to complete all required care.  While the nurses reported that the shortcuts 

were not made with the intention of reducing the quality of care provided, this was 

often the result, as shortcuts most frequently came in the form of less comprehensive 

or less frequent assessment or omitting aspects of nursing care.   

The data showed nurses often ‘cut corners’ when providing care as a result of 

a high workload and the need to prioritise the care they provided.  Taking shortcuts 

or cutting corners at times was a coping mechanism for nurses unable to cope with 

the demands of a shift.  Omitting a procedure or aspect of care freed time and space 

for the nurses to complete other aspects of their workload.   

Graduate or junior nurses could not always explain why they took shortcuts 

in clinical care, but related their deficient practices to what they had seen in their 

orientation to clinical practice.  This related to the culture of specific areas where 

omissions of care were an accepted part of regular practice.  The practice of taking 

shortcuts was reinforced through a lack of enforcement of rules by supervisors.   

Taking shortcuts is a routine violation in which the nurse deliberately and 

knowingly subverts accepted policies, procedures and instructions from senior staff 

when providing patient care.  An area strongly reflected in the reports, was omission 

of nursing care or failure to complete nursing assessment that was required of the 

nurses.   
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Another means of taking shortcuts was relying on previously recorded 

observations to establish a patient was well without undertaking repeated 

observations and assessments.  Taking shortcuts was also evident in terms of nurses 

increasing the time period between sets of observations solely based on workload or 

an assumption that the patient was well.   

Some nurses reduced the time taken to assess patients by taking the 

observations from a greater distance or through a closed door.  By reducing verbal 

interaction with patients, nurses were able to attend to other tasks.  This occurred 

primarily in the mental health setting. 

In the context of medication management and administration, nurses took 

shortcuts by not second checking drug orders according to protocols and not 

remaining with patients while they were taking their medications.  In one example, a 

nurse handed a new mother Panadeine Forte18 tablets and on more than one occasion 

did not remain in the room to ensure these were taken.  The mother’s baby later died 

from a massive codeine overdose although it remained unclear how the baby was 

given the drug. 

Nurse L had said that she did not normally stay and watch mothers take their 

medications. (WAPERMA05004, p.25) 

The practice of not remaining with patients to take medications was common 

on the ward and became part of everyday practice.   

 

                                                 

18 Panadeine Forte is the trade name of a prescribed S4 analgesic containing paracetamol and codeine  
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6.4.5 Exceptional violations 

Exceptional violations are defined by Patterson and Shappell (2010) as 

isolated departures from defined regulations.  The exceptional violations in this 

study were deliberate acts that violated acceptable standards of practice and often, 

acceptable moral and/or ethical standards.  Of the 101 reports, 3% (n=3) were 

categorised as exceptional violations.  They demonstrated a complete disregard of 

professional ethics and standards and all resulted in disciplinary action at a tribunal 

level for the nurses involved.     

The exceptional violations were attributable to two main areas: document 

fraud and deliberate patient harm.  The nurses reported little understanding of the 

clinical and criminal consequences of their substandard practices.  Two were 

preceded by initial unintended errors which were then concealed by deliberate 

actions which deviated from acceptable practice standards and codes of practice and 

conduct. 

 
Document fraud 

Falsification of official records is a form of exceptional violation regardless 

of the intent.  This occurred in two of the reports. 

The example below describes the deliberate actions of a nurse to falsify and 

completely re-create clinical records in relation to the substandard care she had 

provided and which ultimately was directly linked to the death of the patient.  In this 

situation, the nurse altered the patient’s records to show that observations were 

undertaken more frequently than they had been and that there was no evidence of 

marked clinical deterioration: 
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The Emergency Department Notes relating to the deceased were entirely re-

written by Nurse B after the death.  Almost all of the entries are different 

apart from basic information relating to the time of admission etc … The 

Neurological Observation Chart copied by Constable M had recorded the 

original blood pressure readings which had been recorded on the Recovery 

Observation Chart by Nurse Mc without any reference to the manual blood 

pressure readings.  Nurse B altered the chart after the death to add against 

the time of 11am a manual blood pressure reading of 90/50.  Nurse B also 

added blood pressure readings for 12noon and 12:30pm … the notes were 

altered by Nurse B so as to make it appear that the deceased was not as ill at 

the time when he was in her charge as was in fact the case.  The extent of the 

changes to the notes and the fact that the various records were altered so 

that the alterations were consistent with each other is clearly indicative of 

the fact that Nurse B changed the records in a careful and deliberate 

manner.  (WAMERNS06001) 

In another case, the nurse inappropriately and deliberately delegated an entire 

workload to an Enrolled Nurse while he slept throughout the night shift.  The 

Enrolled Nurse was not skilled to handle the high acuity of the patients, including 

the one seriously ill patient who required frequent observations and skilled nursing 

care.  Compounding this, the Registered Nurse falsely assured the Enrolled Nurse 

that the acutely unwell patient’s observations were improving, when in fact they 

were worsening.  After the death, the Registered Nurse then attempted to falsify the 

documentation to reflect more frequent observations of the patient.  The 

unreasonable and competing demands placed on the Enrolled Nurse as a direct result 
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of the Registered Nurse neglecting his duty, resulted in the failure to identify and act 

on clinical deterioration, resulting in the death of the patient. 

 
Deliberate patient harm 

In the one report involving deliberate patient harm, the nurses carried out acts 

which clearly placed the patient in a dangerous situation.   

The case exemplar below describes the situation where an agitated patient 

was taped, using medical tape, to a shower chair to subdue him.  This was a direct 

violation of the liberties of the patient and a violation of clinical guidelines related to 

restraint: 

 [EN]  H went down to the medical supply room and returned to the 

bathroom with medical tape.  She then saw Mr M’s hands tied behind his 

back with the medical tape.  [Carer]  H said that Mr M’s hands were taped 

behind his back and behind the back of the chair as well.  (SAADERM08003, 

p.8) 

In this case, it was not the restraint itself that caused the death of the patient.  

The application of the tape and conflict occurring between the staff increased the 

agitation of the patient causing him to struggle.  Once the tape was removed the 

patient moved quickly to remove himself from the bathroom and subsequently fell.  

The injury from the fall caused the injuries that ultimately resulted in his death. 

 
6.5 Conclusion 

This chapter presented the errors and violations included in the Unsafe Acts 

level of HFACS.  The findings showed that often multiple error subtypes occurred 

within single events.  Decision errors related to following or initiating care protocols, 



Chapter Six: Unsafe Acts 
 

99 
 

were identified in 83% (n=84) of the cases.  Nurses often failed to initiate the 

appropriate protocol to manage patients’ changing condition.  This failure resulted in 

missed opportunities to intervene in clinical situations, which at times resulted in the 

patients’ condition becoming irretrievable.  Failure to initiate protocols was closely 

associated with missed assessment cues. 

Skill errors were present in 66% (n=67) of the reports with ongoing 

assessment and medication errors contributing most to errors resulting in the deaths.  

Workload issues underpinned many errors relating to missed care, assessment and 

decisions to alter parameters of care.  

Perceptual errors relating to misjudging a patient’s condition and not 

recognising deterioration were identified in 66% (n=67) of the reports.  Nurses at 

times missed cues that a patient’s condition was deteriorating.  This was attributed to 

factors such as poor assessment, missed assessment or incorrect interpretation of 

clinical cues. 

Violations, both routine and exceptional, most commonly involved nurses 

taking shortcuts and were identified in 34% (n=34) of the reports.  These were 

demonstrated to be closely associated with workload factors.  The three exceptional 

violations involved falsification of medical records and deliberate patient 

harm.  Chapter Seven describes the next layer of the HFACS framework: 

Preconditions for Unsafe Acts. 
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Chapter Seven 

Preconditions for Unsafe Acts 

 
…simply focusing on unsafe acts is like focusing on a fever without 

understanding the underlying disease causing it (Shappell, 2000, p.7) 

 
7.1 Introduction 

This chapter presents the results from the second level of the HFACS 

framework, the preconditions for the unsafe acts, discussed in the previous chapter.   

It begins with a discussion of what is included in the preconditions for unsafe acts 

and this is followed by the categories:  environmental factors, condition of operators 

and personnel factors.  Each category is then analysed using sub-categories and 

nanocodes. 

 
7.2 Preconditions for unsafe acts 

As mentioned above, the preconditions for unsafe acts level is divided into 

three categories:  environmental factors, condition of operators and personnel 

factors.  The descriptive statistics showed that at least one precondition for an unsafe 

act was identified in 100% (n=101) of the reports.  To increase understanding of the 

preconditions, each category was divided into the HFACS sub-categories and 

nanocodes.  This enabled an in-depth analysis of the first layer of influences that 

contributed to the unsafe acts occurring.  Environmental factors include the sub-

categories: the physical environment where nurses work and the technological 

environment.  The condition of operators includes the sub-categories: nurses’ 

adverse mental state at the time the unsafe acts occurred, adverse physiological state 
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and the nurses’ physical or mental limitations.  Personnel factors include the sub-

categories: crew resource management and personal readiness. 

Analysis of the preconditions for the unsafe acts offered important insights 

into aspects of the working environment and personnel characteristics that 

predisposed the nurses to performing the unsafe acts.  Preconditions are important to 

analyse as an understanding of these allows connections to be made between 

seemingly unrelated unsafe acts that can be traced back to latent individual and 

organisational conditions.  Table 10 below sets out the type and frequency of the 

preconditions for unsafe acts. 

 
Table 10. Preconditions for Unsafe Acts by type and frequency 

Type Frequency Percent 
ENVIRONMENTAL FACTORS 65 64 

Physical Environment 48 48 
Technical Environment 36 36 

CONDITION OF OPERATORS 22 22 
Adverse Mental State 12 12 
Adverse Physiological State 1 1 
Physical/Mental Limitations 14 14 

PERSONNEL FACTORS 98 97 
Crew Resource Management 91 90 
Personal Readiness 14 14 

*Multiple types may occur in a single event 
** Each sub-category is calculated as a percentage of the total for the category 
 

7.3 Environmental factors 

As explained above, environmental factors include both the physical and the 

technological environmental factors.  Analysis of the data showed that, in 64% of the 

reports, environmental factors were identified as preconditions to the unsafe acts 

discussed in the previous chapter.    
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7.3.1 Physical environment 

In 48% of the reports factors related to the physical environment were 

identified and these were further refined into the nanocodes of lighting, 

overcrowding and layout of the work area. 

The physical working environment is very important in the healthcare setting 

as factors such as poor lighting, overcrowding and poor space layout can affect the 

nurses’ ability to interpret cues from the patients correctly.  If nurses miss cues 

relating to the wellbeing of a patient, the risk for error increases significantly as 

demonstrated in the previous chapter. 

 
Lighting 

As mentioned above, lighting plays a key role in the clinical environment for 

correctly assessing the condition of patients in relation to the colour of their skin 

(blue, grey and pale tones are difficult to discern in reduced lighting), the work of 

breathing (visual assessment of accessory muscle use such as tracheal deviation, 

intercostal muscle use and abdominal breathing) and the posture of a patient, which 

can give cues as to the pain they are experiencing and their neurological status. 

In three of the reports, lighting was identified as a factor affecting the nurses’ 

assessment of the patients’ wellbeing.  Each of these reports involved nurses 

observing patients regularly during night duties.  Choosing not to enter a room or 

wake a patient meant that the nurses often performed these observations through a 

closed door or in the dark, utilising only torchlight to briefly view the patient.  In 

each of these three reports, the nurses stated that hearing the patient breathe was 

indication enough for them to determine they were ‘okay’.  In all three reports, this 

was deemed to be unsatisfactory, as the patients were acutely unwell.  The reduced 
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lighting was found to have directly affected the nurses’ ability to judge the patients’ 

condition. 

 
Overcrowding 

Overcrowding was a latent condition noted in six reports.  In all of these the 

context was an Emergency Department, where excessive numbers of patients 

arriving in ambulances resulted in ramping19 and the use of inappropriate measures 

to accommodate them such as temporary beds in corridors and multiple patients in 

bays designed for single patients.  The increased and sometimes competing demands 

on the nurses as a result of the overcrowding, resulted in inaccurate triage scoring 

and subsequently delayed medical attention. 

There is little doubt on the evidence before me that [the] Emergency 

Department that night was grossly overcrowded, to the extent that it was 

impossible for the staff to comply with the stipulations of the [triage] code.  

Several witnesses described the conditions that night as being like a ‘war 

zone’.  RN S described it as ‘very, very busy’, and cited the example of an 

elderly lady waiting more than 8 hours to see a doctor.  RN R described it as 

‘unbelievable’, and cited examples of patients with chest pain who could not 

be monitored on an ECG machine as all monitors were in use.  She also used 

words such as ‘dangerous’, ‘out of control’, and ‘war zone’.  

(SAADESG01001, p.9) 

                                                 

19 Ramping refers to the time ambulances are located at a hospital’s ED while ambulance officers or 
paramedics care for their patient until the patient can be handed over to the care of ED staff. 
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Overcrowding resulted in the staff being unable to apply triage scoring as per the 

protocol, and treatment post-triage. 

 
Layout of work area 

In the context of hospital wards the layout of the working area was of 

particular relevance for the efficiency and effectiveness of patient observation.  The 

presence of closed doors, solid-walled, cubicle type bays and the proximity of the 

nursing station to rooms, were all identified as factors which contributed in some 

reports to an inadequate level of observation occurring. 

The following exemplar refers to a situation where the layout of the ward 

placed the patients at high risk of not being observed frequently during required 

observations.  The exemplar refers to a situation where a patient was prematurely 

moved from a close observation area to a large medical ward where the patient to 

staff ratio was increased, the nurses were less experienced and the multiple bed ward 

decreased the opportunities for incidental observation. 

…her transfer to a medical ward in circumstances where the staff did not 

appreciate the risks made her a ‘time bomb’.  (WAPERZS05006, p.7) 

Apart from general hospital ward settings, mental health facilities were also 

identified as settings where the layout of the work area affected the efficiency and 

effectiveness of patient surveillance.  In this context, closed doors, distance from 

nursing stations and large outdoor access areas were all identified as barriers to 

regular monitoring of patients. 
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7.3.2 Technological environment 

In 36% of the reports factors related to the technological environment were 

identified.  These were further refined into the nanocodes of written documentation, 

and defective equipment or tools. 

The technological environment relates to the design and availability of 

equipment and resources, checklists (in the health context this is referred to as 

clinical processes or clinical protocols) and task associated factors such as 

documentation associated with clinical care.  Where these factors affected the 

practices or actions of an individual, unsafe acts occurred.  

 
Written documentation 

Errors involving formal written documentation occurred when the nurses 

failed to complete the formal documentation for the patients in their care efficiently 

or accurately.  Formal documentation includes written integrated progress notes, 

medication charting, and observation documents such as postoperative recovery 

notes, observation charts and special assessment charts.  Formal documentation can 

be required as evidence in criminal and coronial court inquiries.  In 48% (n=49) of 

the reports factors relating to the accuracy and efficiency of formal written 

documentation were identified. 

The case exemplar below summarises the inquest into the death of a 44-year-

old male following his admission into a psychiatric facility.  Following admission, 

regular four-hourly observations20 were required but not undertaken until the patient 

                                                 

20 Observation refers to a visual only check of the patient.  Assessment refers to checking on the 
condition of the patient via the use of vital signs or other assessment tools. 
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was found in a state of cardiorespiratory arrest in his bedroom.  His condition was 

not rescuable and he was declared deceased soon after discovery.  The nurse 

allocated to the patient on the day of his death was unclear as to whether 

observations had occurred and there was no formal documentation recording 

observations. 

…between the hours of 0700 hours and 1500 hours – the AM shift, he made 

no entry into the progress notes at the conclusion of his shift.  

(VICMELLP11011, p. 10) 

 
…did not record any observations.  (VICMELLP11011, p. 10) 

 
The paucity of relevant documentation by those that cared for [x] on the day 

reflects on the individual health care provider and the facility as a whole.  

(VICMELLP11011, p. 11) 

Timely and accurate documentation is a professional requirement and standard 

(Nursing and Midwifery Board of Australia, 2016c) and the nurse concerned fell 

short of this expectation.  The nurse only reluctantly acknowledged the importance 

of this documentation in reconstructing the trajectory to death.  Documentation is a 

technical tool that enables timely communication and recording of patient progress 

accessible to all team members.  Failure to accurately document observations creates 

gaps in a formal record that may be solely relied upon to make clinical decisions. 

Incomplete observations and unreliable record keeping adds to potential risk 

and the importance of this function being reliably and fully performed and 

recorded for patient safety cannot be underestimated.  In retrospect it also 
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adds to the uncertainty in interpreting all the information in assessing the 

cause of death and contributing factors.  (QLDBNEDP12002, p.16) 

Similarly, when formal written documents such as observation charts are pre-

filled (with dates and times) to anticipate care that will be provided, the risk of 

inaccuracy in reporting is high.  The practices of prospective and retrospective 

documenting or incorrect documenting were represented in the 49 reports coded in 

this sub-category.   

 
Defective equipment or tools 

Nursing is an increasingly technological profession and the day-to-day care 

of patients relies greatly on monitoring equipment and established protocols for 

practice.  When equipment is missing or malfunctions, or protocols are not effective 

for a situation, the care provided to patients is affected.  Defective equipment or 

tools were identified in 11% of the reports (n=11). 

The integration of technology into nursing practice is widespread in the 

developed world (Krau, 2015).  The use of systems such as computerised systems 

for patients’ notes, laboratory test results and medication administration are 

commonplace.  Additionally, telemetry and remote observation stations are 

increasingly used to manage workloads as nurses can view multiple data screens 

simultaneously without having to be constantly present with each patient.  The use of 

monitoring equipment such as dynamaps21 and bladder scanners have largely 

subsumed the need for nurses to manually measure these observations.  Additionally, 

                                                 

21 A dynamap is a fully automated machine used to measure blood pressure, pulse and peripheral 
oxygen saturation 
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the advent of electrocardiograms (ECG) and electroencephalograms (EEG) give 

immediate feedback for cardiac and brain functioning. 

In the context of caring for women during labour, electronic fetal monitoring, 

cardiotocography (CTG) is often utilised to monitor the wellbeing of the baby prior 

to birth.  The equipment monitors the baby’s heart rate and the contractions of the 

uterus.   

In the following case, a CTG was commenced on a woman in labour.  The 

data from the CTG were continuously relayed from the machine to a remote terminal 

located at the midwives’ station.  The CTG trace was not observed for an extended 

period of time and the absence of an audible alarm at the remote terminal coupled 

with a lack of vigilance meant that the abnormal trace was not acted upon. 

If a CTG is in progress, someone must be responsible for observing same 

either by presence in the room, or by OBMS (the remote display at the 

nurses’ station).  If you can’t be there continuously, ask for help to watch the 

CTG, or return at regular intervals, e.g. 10 minutes. (SAADEJT01002. p.13) 

The failure to monitor the trace resulted in late detection of fetal distress regularly 

and vigilantly.  The child had been deprived of oxygen for an extended period of 

time and survived six days post-birth due to his/her hypoxic brain injury being 

incompatible with life.  

 
7.4 Condition of operators 

The condition of operators category includes the sub-categories:  adverse 

mental state, adverse physiological state and physical/mental limitations.  In 12% of 

the reports an adverse mental state was identified as a precondition to the unsafe 
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acts, and in one report an adverse physiological state was identified.  Physical or 

mental limitations of the nurses were identified in 14% of the reports.    

 
7.4.1 Adverse mental state 

The sub-category adverse mental state includes any mental condition 

affecting the performance of the nurses involved in the unsafe acts.  An adverse 

mental state was identified in 12% of the reports (n=12).  For a deeper understanding 

of this sub-category it was analysed in terms of the following nanocodes: 

overconfidence, task fixation/task saturation and frustration.  

 
Overconfidence 

Overconfidence referred to nurses neglecting to perform assessments or 

observations as per their organisations’ procedures, owing to the belief that they 

could do it more quickly and accurately without following the prescribed more time-

consuming process.  This also extended to acts where a nurse performed an 

alternative procedure s/he believed to be more appropriate than what they had been 

directed to do or what was indicated within a clinical pathway or guideline.  

An example of this occurred on a closed mental health unit where clinical 

guidelines dictated that close observation of the patients was to occur two-hourly.  

This required the nurses to enter the rooms physically to check on the wellbeing of 

each patient.  In one case, a group of three nurses working together on night shifts 

altered their practice on observations to afford each other more frequent breaks.  As 

described in the coronial report: 

The observation sometimes consisted simply of pointing a torch into the 

room, which has a night light on and if breathing evidenced for instance by 
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any snoring, could be heard, they may not enter the room 

(NSWGLENA11004, p.16). 

In this case, deviation from policy and accepted practice occurred over a long period 

as the nurses developed confidence that their practice was adequate and that the 

patients were ‘ok’ with minimal observations.  This attitude was reinforced by a 

period of time passing with no adverse patient events occurring in relation to the 

nurses’ practice.  This resulted in the decision to continue practicing in such a 

manner regardless of workload demands and essentially the staff routinely violated 

organisational guidelines.  Ultimately, minimal observations occurring at a distance 

from the patient resulted in the nurses not noticing the patient experiencing 

respiratory difficulty and deteriorating.  Had the nurses entered the room and 

observed the patient at the prescribed intervals, the death would have been 

prevented. 

 
Task fixation/task saturation 

Task fixation refers to the mental state where the cognitive capacity of an 

individual becomes centred (or fixed) on one task.  If the object of fixation is 

something other than the patient or the emerging clinical picture, the opportunity for 

error is high.  Task fixation is common in clinical situations that are acute, critical 

and there are multiple task demands.  Nurses may notice a clinical deviation such as 

falling oxygen levels and focus solely on correcting this while missing other 

emerging information such as acutely raised blood pressure or reducing 

consciousness. 

Task fixation occurred primarily when unexpected situations arose.  For 

example, a patient was well and stable for many hours or days and without warning a 
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vital parameter changed.  The nurse responded to this by solely focusing on the one 

issue rather than considering it as part of a whole clinical picture.  This mode of 

thinking affected the accepted sequence in which the problem should be approached 

and thus affected the nurse’s clinical judgement and the potential for a well-reasoned 

response.  Task fixation and task saturation (described below) were identified in 50% 

of the reports (n=51). 

Task fixation was observed more commonly in junior nurses who were new 

to the profession and adjusting to the level of responsibility and autonomy required 

in a busy and demanding environment.  Nurses with less experience focussed more 

on nursing tasks and charts, rather than the ongoing observation and assessment of 

the whole patient. 

This case exemplar describes a situation in which a patient clinically 

deteriorated and the nurse fixated solely on one symptom, low oxygen levels.  As a 

result the nurse did not consider the broader clinical picture thus missed 

opportunities to intervene and escalate the situation. 

It would appear that whilst Mr H was in RN M’s care, his oxygen saturations 

remained stable but from the hospital charts, one can see that the oxygen 

flow was increased from three litres initially to four then to five…It is 

obvious from this that Mr H’s oxygen saturations were only kept up by an 

increase in flow.  This should have alerted RN M to the serious nature of Mr 

H’s condition.  Instead all he did was turn up the oxygen (QLDSPTCH12006, 

p.5) 

 
Failure to consider the full clinical picture resulted in the nurse only 

addressing the one issue of low oxygen saturation.  This was considered by the 
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Coroner as a lack of appropriate monitoring and a breach of the requisite standard of 

nursing care.  The patient deteriorated without appropriate nursing actions being 

undertaken. 

While task fixation refers to all cognitive effort being directed to one aspect 

of care, task saturation refers to having too much to do without enough time or 

resources to do it.  It is included in this sub-category as it represents a state of mind 

in which the individual reached a saturation point where they could no longer 

effectively or safely cope with their workload.  High workloads can lead to 

suboptimal care.  Task saturation had the effect of creating an inability to focus on 

what was important in a given situation and resulted in the individual becoming 

fixated on one task (as per the above exemplar), or not competently completing any 

task assigned.  For example, a new graduate nurse working on a busy ward which is 

understaffed can be left to manage a large patient group without adequate support. 

 
Frustration 

Frustration refers to a state in which the nurse feels unheard or powerless to 

change what is occurring.  Frustration was reported to be directed at other nurses, 

physicians and the patients themselves.  The nurses who experienced frustration 

often complied with the status quo silently, while a minority chose to take their own 

course of action to achieve an outcome they believed to be more appropriate.  

Frustration was identified in 17% of the reports (n=17). 

The case exemplar below outlines a situation in which a nurse was unable to 

have her opinion heard by the medical staff in relation to the treatment plan they had 

determined for the patient.  Repeated attempts to communicate her concerns were 

blocked which resulted in the nurse becoming frustrated with trying, and then 
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choosing to stop voicing her concerns and comply with the medical team’s 

decisions.  This proved fatal for the patient as the inaction of the medical staff 

resulted in her condition becoming irretrievable. 

Nurse B told the court that she had been frustrated with Dr S’s responses to 

her expressions of concern regarding administration of antibiotics and a 

further FBE22, but believed that policy dictated she should not go over his 

head.  (SAADETK12001, P. 22) 

The inability of the nurse to effectively communicate with the medical team resulted 

in repeated delays to initiating treatment that could have saved the neonate’s life.   

 
7.4.2 Adverse physiological states 

An adverse physiological state is defined as medical or physical conditions 

preventing safe practice by the nurse.  No reports were identified where the 

physiological state of the nurse was identified as contributing to adverse patient 

outcomes. 

 
7.4.3 Physical limitations 

Physical limitations relating to clinical practice were described in one report.  

Physical limitations related to physical impairment that affected the nurse to the 

extent that s/he could not provide the nursing care that could be expected in her/his 

scope of practice.   

                                                 

22 Full blood examination (FBE) is a form of primary pathology test that can diagnose a wide range of 
abnormalities, infections and diseases. 
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The case involved an independent midwife who was attending a homebirth.  

During the labour, it became clear that the baby was in a position that required the 

midwife to manoeuvre the woman to facilitate the birth.  The midwife had an injured 

arm and shoulder and as a result was not able to physically move the mother into the 

position required to facilitate the safe and timely delivery of the baby.  The result of 

this was a protracted labour and an infant born with severe hypoxic injury due to 

cord compression. 

 
7.5 Personnel factors 

Personnel factors relate to human resources and factors that affect readiness 

for practice.  Personnel factors were identified in 98% (n=97) of the reports.  They 

were further defined according to the sub-categories: crew resource management and 

personal readiness.  In 90% of the reports, factors relating to crew resource 

management were identified as a precondition to an unsafe act and in 14% of the 

reports personal readiness was identified.   

 
7.5.1 Crew resource management 

Crew resource management included the nanocodes: communication and 

teamwork.  Communication factors were noted most frequently in relation to written 

communication and verbal communication between nurses and patients, patients’ 

families and other staff at all levels of the organisations.  Team work related more 

closely to relationships of delegation and the way in which the multidisciplinary 

teams functioned. 
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Communication 

Effective communication is vital in the healthcare setting to ensure all 

members of the health care team are aware of the condition of the patients and their 

treatment plans and also aware of relevant policy and protocol.  Given that nursing is 

a 24-hour a day process, various members of the multidisciplinary team are rostered 

across different shifts and thereby rely on effective communication to handover 

plans of care and alterations to a patient’s condition (Birmingham, Buffum, Blegen, 

& Lyndon, 2015).  Issues relating to communication patterns were identified in 77% 

of the reports (n=78) and primarily related to ineffective communication patterns. 

The excerpt below details failures in handover of care resulting in particular 

nursing actions not being undertaken.  Incomplete handover due to incomplete 

information being recorded on clinical pathway documents directly led to 

substandard care. 

Nurse B’s evidence also raises concerns as to the adequacy of any review by 

her of earlier nursing entries and the quality of the handover process 

between the shifts.  She was unaware a query had been raised in the notes by 

Nurse W on 2 May 2008 about a mental health review, nor was she aware 

Nurse W raised whether or not Mrs D had any psychotic symptoms.  The lack 

of appreciation and investigation of Mrs D's mental condition was not helped 

when nurse B didn't know why Mrs D was taking the drug nor consider 

whether she was schizophrenic.  Moreover she failed to assess and follow up 

any emotional needs of Mrs D on both days of her care, evidenced by her 

failure to complete the relevant section of the clinical pathways records.  

(NSWWLGJD11010, p.16) 
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Mrs D’s comments to Nurse W about hearing voices should have raised a 

flag about her mental state and a mental health assessment undertaken the 

next day.  It did not happen.  The failure to follow up on Nurse W’s query 

about a review indicates an ineffective system of handover of patient care 

between staff.  (NSWWLGJD11010, p.16) 

 
The exemplar shows the inadequate handover resulted in failures of clinical 

care which should have occurred on the following shift.  Inadequacy of 

communication in the context of handover was described in multiple reports.  

 
Teamwork 

Nurses generally work in teams to provide patient care (Gluyas, 2015).  On 

any given shift, ideally there are sufficient nurses for an appropriate nurse to patient 

ratio and skill mix.  As well as working in multidisciplinary teams, nurses work in 

ward teams relieving each other to manage meal breaks on each duty to ensure that 

all patients have continuous access to care 24 hours a day.  While the specific 

models of teamwork can vary between organisations, the basic premise lies in 

supporting staff to manage high or acute workloads when staff are required to be 

away from the ward at any time.  A lack of teamwork affecting patient outcomes was 

identified in 37% (n=37) of the reports. 

Teamwork was noted to become ineffective where there was a high workload 

coupled with reduced staffing.  The exemplar below highlights the problematic 

nature of ad hoc teamwork on a ward where the workload is consistently high.  

Adaptive teamwork practices were noted in a small number of reports on wards with 
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a physically stable patient population, (for example mental health wards).  In these 

reports, protocols concerning observations were adapted to suit the needs of staff. 

The evidence of enrolled nurse R that it was usual practice for intermittent 

visual observations to be completed by other staff members if the person 

allocated to do them was busy and they noticed that the IVOs have not been 

undertaken.  The disadvantage of such a system is that there is no fail safe 

means of ensuring that the observations are carried out if the allocated staff 

member is otherwise occupied.  

 
[Nurse]  P estimated that someone else had to step in to help out the person 

allocated to do visual observations, at least every shift.  

 
Assistant in nursing C said that during her time [on that ward], she noticed 

that on occasions the intermittent visual observation chart which was kept at 

the station would sometimes be 15 minutes to half an hour behind when it 

was busy in the ward, mostly at lunchtimes or when a patient was being 

difficult.  She also said that sometimes she noticed that the board was sitting 

there at the station and she would grab it and do another person's 

observations because that person happened to have been busy.  She 

acknowledged that if no-one noticed that the observations had not been done, 

then they might be missed.  (QLDBNEGE07003, p.15-16) 

The outcome of the above teamwork arrangement is missed care and 

ineffective observations.  Dysfunctional teamwork was noted in several reports 

where substandard practices became ingrained as part of a ward culture and 

continued over a long period of time until an adverse event occurred.   
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7.5.2 Personal readiness 

Personal readiness refers to an individual’s mental and physical preparation 

for a shift.  There is an expectation that nurses arrive at work ready to undertake 

clinical care in terms of both performing tasks and critically thinking through 

processes and problems.  Physical readiness includes sufficient sleep between shifts 

and not being under the influence of drugs or alcohol.  Mental preparation is 

reflected in appropriate education leading to the qualification of becoming a nurse 

and maintenance of an ongoing professional development record to ensure the 

nurse’s practice reflects current evidence.  Additionally, the knowledge seeking 

behaviours of individuals when placed in an unfamiliar situation was also related to 

personal readiness.  Factors relating to personal readiness were identified in 14% of 

the reports (n=14). 

Knowledge seeking behaviour refers to the manner in which an individual 

accessed information and guidance when placed in an unfamiliar situation in the 

clinical environment.  Behaviours identified as deficient included continuing care 

based on ‘best guesses’ as to how to proceed, not seeking information or guidance 

and continuing with care; or neglecting to address the aspect of care that the 

individual is unfamiliar (missing care).  Factors relating to knowledge seeking 

behaviours were identified in 6% (n=6) of the reports. 

The jargon in the clinical nursing environment is complex and broad.  Nurses 

are expected to understand the specific terms used by other disciplines which have 

relevance to the care they provide.  For example, a dietician may be involved in the 

assessment of a patient following a stroke and may recommend a particular diet.  

There are many types of diet such as puree, soft or fork mashable.  When nurses are 
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required to order such food, they are expected to understand the meaning of these 

terms.  In one case, a nurse was unsure of the meaning of the term ‘soft diet’ and 

rather than check the detail, relied on what her own definition of soft might be so as 

to approve a food order.  The result was a choking incident leading to asphyxiation 

of the patient (WAPERJM04005). 

A nurse allocated to a post-operative recovery area to care for a woman post 

caesarean section was unfamiliar with the specific post-operative care required.  

Rather than clarify the specific assessments that would be required or check the 

relevant procedure document, the nurse performed what she knew of as standard 

post-operative observations and missed a post-partum haemorrhage which, by the 

time of detection, was irretrievable (NSWWMERM09001).  Similarly, two reports 

within the data identified incorrect use of the triage scoring system in emergency 

departments.  Individuals given the task of triage are required to be trained to the 

Australasian standards for triage, however in two reports, categories were 

inappropriately assigned and not revised, despite the nurse realising that more urgent 

treatment was required than originally thought.  In addition to initial training in 

triage, individuals are required to update triage skills annually as a competency.  In 

both the reports, the individuals did not seek advice or correctly follow the 

guidelines in place to correctly assign a triage category 

(SAADEOD03003/WANORAA12002). 

 
7.6 Conclusion 

Using the HFACS categories, sub-categories and nanocodes, this chapter has 

presented the preconditions for the unsafe acts identified in the coroners’ reports.  

The sub-category personnel factors was identified in 98% of the reports with the 
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most prominent theme relating to communication.  Communication is a significant 

aspect of the nurses’ role and occurs in multiple forms such as formalised written 

communication, interprofessional communication, telephone communication and in 

professional, conversational forms with patients and their carers or families.  

Communication also existed as a means to communicate what was occurring at the 

front line of care to higher levels of the organisation.  Failures in communication 

varied from missed opportunities to relay information to incorrect or incomplete 

information being transmitted.  Episodes of inadequate or missed communication 

had a direct influence on an unsafe act occurring in that nurses did not have complete 

information to make appropriate clinical decisions or to receive instructions to 

initiate interventions. 

Environmental factors were identified in 64% of the reports suggesting that 

the working environment has a significant influence on nurses’ practice.  This was 

most often reflected in the physical layout of the working space and the effects that 

lighting and overcrowding have on the way nurses approach clinical assessment and 

prioritisation.  When obstacles in the environment or suboptimal conditions such as 

poor lighting or overcrowding of practice areas occurred, nurses were less able to 

accurately make decisions and judgements about patient care.  This increased the 

possibility of error.   

The importance of the technological environment was reflected in written 

communication tools and pathways and the way nurses engaged with these which 

was most often influenced by workload demands.  Omission or incorrect use of 

written communication tools had a direct impact on the care missed or inadequately 

provided in terms of adverse patient outcomes. 
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The condition of operators (nurses) was identified in 22% of the reports.  

Mental states such as overconfidence and task fixation/saturation were prominent 

and directly related to the clinical decisions the nurses made.  High workloads led 

nurses to prioritise highly specific (usually technical) tasks which at times, replaced 

considering each problem holistically.  This state of task fixation led to missed cues 

and missed opportunities to intervene in a declining clinical situation.  Task 

saturation occurred frequently in areas where nurses were consistently subject to 

high patient to nurse ratios and increasingly acute workloads.  These left nurses with 

too many tasks to efficiently manage or prioritise.  Task saturation resulted in missed 

or omitted care which in the previous chapter was shown to increase adverse patient 

outcomes. 

The link between unsafe acts and the analysed preconditions has been 

demonstrated in this chapter.  Chapter Eight will examine the findings from the third 

level of the HFACS framework – unsafe supervision. 
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Chapter Eight 

Unsafe Supervision 

 
The role of any supervisor is to provide the opportunity to succeed.  To do 

this, the supervisor, no matter at what level of operation, must provide 

guidance, training opportunities, leadership, and motivation, as well as the 

proper role model to be emulated (Shappell, 2000, p.13). 

 
8.1 Introduction 

This chapter discusses the results from the third level of the HFACS 

framework, unsafe supervision.  It begins with a discussion of what is included in 

unsafe supervision and how it can influence the preconditions for unsafe acts.   This 

is followed by a discussion of the categories: inadequate supervision, planned 

inappropriate operations, failure to correct known problems, and supervisory 

violations.   

 
8.2 Unsafe supervision 

As mentioned above, the unsafe supervision level is divided into four main 

categories:  inadequate supervision, planned inappropriate operations, failure to 

correct known problems and supervisory violations.  Analysis of these categories 

enabled analysis of the second layer of influences that contributed to the unsafe acts 

occurring.  The descriptive statistics showed that at least one aspect of unsafe 

supervision was identified in 100% (n=101) of the cases.  The instances of unsafe 

supervision were then analysed further to identify the categories.  
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Analysis of unsafe supervision offers important insights into the management 

and leadership aspects of the working environment and failures in these functions 

that contributed to unsafe acts occurring.  Unsafe supervision is important to analyse 

as understanding how this manifests in the context of nursing practice allows 

connections to be made between unsafe acts occurring at the point of care and the 

latent individual and organisational conditions that have influenced them.  Table 11 

below describes the type and frequency of unsafe supervision identified within the 

reports.  

 
Table 11. Unsafe Supervision by type and frequency 

Category Frequency Percent 
Inadequate Supervision 85 84 
Planned Inappropriate Operations 13 13 
Failure to Correct Known Problems 12 12 
Supervisory Violations 8 8 

*Multiple types may occur in a single event 

 

8.3 Inadequate supervision 

Inadequate supervision encompasses how supervisors enact their 

responsibility to ensure that those they are responsible for receive adequate training, 

guidance, supervision and leadership.  Supervision occurs through all levels of an 

institution including nurses, shift coordination nurses, unit managers, department 

heads and management to the top of an organisation (White, 2017).  Episodes of 

inadequate supervision primarily related to Registered Nurses having responsibility 

and accountability for delegated tasks to Enrolled Nurses. In 84% of the reports 

inadequate supervision was identified.    

It was the responsibility of supervisors in senior positions in the health 

provider organisations to provide the nurses with the resources, training, supervision, 
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processes and regulations to underpin and provide safe practice.  This included 

ensuring nurses could attend necessary training through the management of rosters 

and workloads.   

Delegation is considered a complex nursing skill as it requires a high level of 

clinical judgement and accountability (Nursing and Midwifery Board of Australia, 

2015).  Delegation is described by the Nursing and Midwifery Board of Australia 

(2008) as an act requiring an understanding of practice guidelines and concepts of 

responsibility, authority and accountability.  Decisions about delegating nursing 

tasks from one staff member to another need to be made appropriately to ensure that 

the task is performed competently and safely.  Delegation occurs between staff 

members of all skill types and levels, for example a Registered Nurse may delegate 

care to a patient care assistant (unregulated worker), an Enrolled Nurse or another 

Registered Nurse.  The responsibility for the task always remains with the delegator.  

In this relationship, the person delegating care becomes a supervisor and is thus 

responsible for ensuring the task is completed safely.   

Delegation of tasks occurred between staff of different skill levels to manage 

patient care.  In the best situations, it occurred following reasoned decision making 

where a task was competently and safely completed by a lower level staff member.  

When care was delegated, it was not always clear that the delegator understood they 

were responsible for supervising the staff member who had been delegated to 

undertake a task.  This responsibility also included ensuring that any associated 

documentation and/or handover communication was appropriately completed.      

Decisions to delegate care were often noted in situations where nurses’ 

workload was higher than usual or in the presence of reduced numbers of qualified 

staff.  In some cases, this represented another aspect of unsafe supervision in that 
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care was delegated only to reduce load and not followed up.  Increased workload due 

to inadequate skill mix often resulted for nurses, who were appointed as shift 

coordinators and therefore ward supervisors for that shift, being required to take a 

larger patient load to cope with patient acuity.  This situation increased the risk for 

error as time for supervision of staff was reduced in the presence of multiple 

competing demands:  

[the shift coordinator] was on the phone at the time … [the Registered 

Nurse] brought the kidney dish to her to have her check the dosage. [the shift 

coordinator] pointed at the dish ….  [the Registered Nurse] understood her 

to be confirming [the dosage].  [The Registered Nurse] left…and 

administered the medication to [the patient].  (VICMELEL12100, p. 7) 

This flawed checking resulted in a massive overdose of the medication and 

the patient ultimately dying.  In this situation, the report showed the shift coordinator 

was balancing multiple tasks at a very busy time in the ward.  The attempt to manage 

multiple responsibilities including patient care and supervision, simultaneously, 

resulted in a fatal drug error. 

In this case inadequate supervision related directly to the responsibility of the 

shift coordinator’s supervisors to ensure that individuals in their line management 

were adequately trained and resourced to perform their work competently.  The 

second level of supervision was the nurse being responsible for the second check of 

the medication.  The process of checking was not given full attention and not carried 

out as per the checking procedure.  This resulted in an error and the patient died.  

 Nurses, as registered health professionals, are expected to practice 

autonomously and make clinical decisions regardless of their level of experience.  In 
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the reports, junior nurses acknowledged that this expectation at times resulted in 

self-doubt and feelings of being overwhelmed at the acuity of the patients in their 

care.  They did not feel supported by senior nurses in the ward or have an allocated 

person to supervise their practice. 

Operational demands in healthcare organisations took precedence and with 

frequent nurse shortages, supervisory staff were largely unavailable to support less 

experienced staff.  While staff in supervisory positions were often required to take 

patient loads, this did not divorce them from accountability for supervision of their 

colleagues.  However, managing these responsibilities was problematic in many 

cases. 

 
8.4 Planned inappropriate operations 

Planned inappropriate operations refers to the practices that can be acceptable 

in the short term or unexpected situations or emergencies, but they are not 

appropriate for day-to-day practice to address known problems.  These include 

ongoing understaffing of clinical shifts, utilising a known deficient skill mix on a 

shift, and relying on staff to do double shifts.  Planned inappropriate operations were 

identified in 13% (n=13) of the reports. 

These reports identified ongoing decisions being made or actions initiated 

that put nurses and midwives in situations where there were threats to patient safety.  

These included staff frequently being expected to do overtime and inappropriate 

staffing to cover the case mix23 on a ward.  Excessive workloads, unrealistic 

                                                 

23 The term case mix refers to the type or mix of patients treated by a hospital or unit. 
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expectations of staff, inappropriate skill mix and inadequate staff-to-patient ratios are 

by-products of understaffing (Ausserhofer et al., 2013; Ball et al., 2016; Cho et al., 

2015; Clarke, Rockett, Sloane, & Aiken, 2002; Dabney & Kalisch, 2015; Duffield et 

al., 2011) and were represented in the reports. Ongoing inadequate staffing and 

consequent increased workloads were evident across all contexts of nursing 

including acute areas such as emergency, through to mental health and community 

nursing.     

The exemplar below outlines a nursing workloads expert’s commentary from 

a report involving the death of a patient from a subdural bleed on the brain.  The 

patient was initially incorrectly assessed as a low falls risk, this led to less 

intervention to prevent falls.  Low staffing on the day meant the patient’s call for 

assistance was unanswered, resulting in her attempting to get out of bed on her own.  

A fall resulted with a subsequent head injury and the patient died two days later. 

Prescribed neurological observations were not regularly performed due to the 

workload on the ward and subsequently, deterioration was not noted or acted upon.  

Had the ward been appropriately staffed, the nurse to patient ratio would have been 

such that all required care would have been reasonably achieved.  These decisions 

resulted from inappropriate planning at the supervisory level.   

Nursing staffing deficiencies on [the day] contributed to both the fall and the 

failure to do observations; the total number of nurses was too low, the 

proportion of agency and overtime nurses and nurses from a different area in 

the hospital were too high, and the nursing skills mix was problematic. This 

situation was compounded by barriers to calling in additional nurses if 

patient acuity required it. This was not a one-off situation but a 
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representation of a nursing staffing crisis at [the hospital].  

(NTDRWMW08006, p.1) 

 
In addition she gave evidence that the skills mix was concerning, that there 

was too high a ratio of Enrolled Nurses to Registered nurses.  She also said 

that the use of a high proportion of staff who did not regularly work on [the 

ward] was problematic as they wouldn’t know the routines or the patients on 

[the ward].  (NTDRWMW08006, p.14) 

In this case, the nurses were not able to maintain safe patient care for the 

number of patients allocated to them.  Expert witnesses commenting on cases 

involving workload factors, such as this one, reported that increasing the physical 

patient load in combination with reduced staffing, compromised the nurses’ ability to 

provide safe care.  

Excessive workload was demonstrated to have the effect of leaving the 

nurses with less time to attend to routine surveillance and observation of the patients.  

There was reduced time for nurses to deliver all the care required and this also meant 

that aspects of care were omitted or missed.  Nurses stated they experienced fatigue 

in response to the expectations associated with a high workload, and fatigue has been 

demonstrated to have links to error (Roth et al., 2015; Steege, Drake, Olivas, & 

Mazza, 2015).  Each of these factors directly related to preconditions for error, such 

as fatigue and task saturation, which in turn have direct links to unsafe acts 

occurring.   

As already stated, skill mix refers to the qualification and experience of the 

staff working on a given nursing shift.  While there are several drivers for skill mix 

decisions in organisations, it is primarily economic.  Skill mix has been identified to 
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be co-related with patient outcomes (Duffield et al., 2010; Jacob et al., 2015; Staggs 

& Dunton, 2012; Twigg et al., 2012).   

The care demands for delegated high acuity patients, at times resulted in 

inexperienced nurses not recognising and responding to early cues of deterioration.  

The Registered Nurses were already coping with high workloads and extended 

shifts.  Managing skill mix and staff shortages was particularly challenging in rural 

and remote organisations where planning for clinical shifts occurred on the basis that 

there would be few to no Registered Nurses available. 

 
8.5 Failure to correct known problems 

Failure to correct known problems refers to situations where known 

operational demands, problems, conditions or behaviours are identified, but no 

action is initiated to correct them. In the reports, these failures related to unsafe 

tendencies such as shortcuts in checking and administering medications, failure to 

appropriately remediate deficient behaviours, improper use of assessment tools and 

ongoing practices such as overcrowding despite the known patient safety risks this 

presents.  A failure to correct known problems was identified in 12% (n=12) of the 

reports. 

Unsafe tendencies often evolved as responses to a demanding workload and 

usually included nurses taking short cuts, rather than following standard policies and 

procedures for a given task.  The most commonly occurring unsafe tendencies 

related to deficient medication charting and checking procedures, deficient 

documentation of special observations, overcrowding and inadequate staff planning 

to address workload shortages. 
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The process of medication checking and charting was guided by organisation 

specific policy and procedures which were supported by overarching government 

strategy pertaining to the quality and use of medicines (Department of Health and 

Ageing, 2004).  Policy dictated the way medications should be prescribed, stored, 

checked, prepared and administered as well as the way the use of medicines was 

documented.  The reports showed practices such as incomplete checking of 

medications were commonplace in busy wards.  Incomplete checking involved 

failing to insist a second nurse check for S8 drugs or injectable medications to the 

bedside and failing to ensure a second nurse verified the correctness of a phone 

order.  Unsafe practices such as pre-emptively completing a medication 

administration chart or failing to remain with a patient until a medication had been 

taken were also noted.   

Unsafe tendencies in relation to medications also applied to deficiencies in an 

individual’s practice, which may have been noted, but not acted on appropriately in 

the form of remediation and/or additional supervision to ensure competency.  The 

example below highlights that the deficient practices of two nurses were identified 

and management responded with a warning letter.  Beyond the letter, no remedial 

process or actions were instigated to ensure the issue was addressed and that the 

nurses were provided with the appropriate remediation to achieve competence and 

compliance with appropriate procedures. 

The [Health Service Manager] said that following his review of the matter 

RN C and EN W were both provided with formal warning letters about 

inappropriate practices. The letter to EN W was to confirm that she had 

breached the medication policy and that she was provided with a formal 

warning. RN C was provided with a similar letter to confirm that there had 
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been a breach of the medication policy but also that she had failed to ensure 

that proper observations were conducted in relation to Mr M.  

(SAADERM08003, p.15) 

 
On the morning of 30 May 2004, Mr M was administered the wrong 

medication. The system, if I can call it that, that was employed without 

management approval in the infirmary at that time, was to place medications 

in cups on post-it-notes with the name of the patient written thereon. The 

method that was being employed by staff, apparently without management 

authority, for dispensation of medicine as described was clearly dangerous 

and unsatisfactory and in breach of protocols and procedures and proper 

nursing practice. Those protocols, procedures and practices were designed 

to prevent exactly what happened on [that] morning - the inadvertent 

provision of another patient’s medication to Mr M.  (SAADERM08003, p.18) 

 
The practice described above, which involved pre-dispensing all patients’ 

medications and labelling the cups with sticky notes was a longstanding practice in 

the facility.  The practice was known to senior staff but had not been addressed, as 

prior to this incident no serious adverse event had occurred.  Failure of those in 

supervisory roles to act on the known problem, resulted in the practice continuing 

until a fatal error occurred.   

Special observations refer to non-standard assessment measures implemented 

when a patient’s condition changes or for specific patient requirements beyond 

standard observations.  For example, a head injury may indicate the need for 

neurological observations, an alcoholic patient may require an alcohol withdrawal 
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chart and patients who are at risk of falling require a falls assessment to be 

completed. 

Failure to correct known problems occurred in relation to special 

observations.  This was demonstrated in cases where ongoing incorrect use of an 

assessment tool or missing prescribed assessment times occurred.  At times, this was 

related to a heavy workload or relying on another staff member to complete the 

delegated task and not ensuring it was done.  Failure to correctly use a prescribed 

assessment tool was noted in three cases.  In one case, a close observations chart was 

implemented for a mental health patient who was acutely physically unwell.  The 

close observations were not performed as per the prescribed times and additionally, 

they were not performed as per the intent of the close observations protocol, as the 

nurses were observing through a doorway, rather than physically at the bedside.  

This resulted in subtle cues such as sound and colour being missed due to the 

distance between nurse and patient.  This in turn led to the deterioration of the 

patient going unnoticed until it was too late to rescue the patient.  Correcting 

problems that are known to management is a responsibility of line supervisors 

through processes of quality improvement to broadly improve practice standards or 

individually via performance review and remediation. 

 
8.6 Supervisory violations 

The category of supervisory violations includes the actions of supervisors 

who demonstrate disregard for rules and regulations.  Supervisory violations were 

found in relation to supervisors failing to provide guidance resulting in unsafe 

delegation of care.  This was identified in 8% (n=8) of the reports. 
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As previously discussed, delegation can be an appropriate clinical decision to 

utilise all levels of staff better.  Delegation can ensure that aspects of care not 

requiring complex intervention or judgement can be delegated to an alternative staff 

member safely with the oversight of a Registered Nurse.  Delegation can become an 

unsafe activity when care is delegated inappropriately with disregard for an 

organisation’s or profession’s rules and regulations.   

The exemplar below outlines a case where a Registered Nurse working night 

duty delegated an entire ward of patient observations to an Enrolled Nurse.  

Additionally, the RN left the ward and slept through the shift making him 

unavailable for the Enrolled Nurse to seek him out for support or guidance.   

It would appear RN G left the entire ward observations to an enrolled nurse 

and did not participate.  (QLDSPTCH12006, p.7) 

 
RN G’s lack of participation with the care of Mr H can only be described as 

grossly unprofessional and lacking the care one would expect from a 

registered nurse.  (QLDSPTCH12006, p.8) 

The result was deteriorating observations on which the Enrolled Nurse was 

not qualified to act.  Failure to provide oversight of the Enrolled Nurse and the 

complete disregard of the organisation’s rules and regulations for delegating care 

resulted in the death of the patient. 

 
8.7 Conclusion 

This chapter presented aspects of unsafe supervision that were described in 

the coroners’ reports. Aspects of inadequate supervision were identified in every 

report (n=101).  Supervision occurs at all levels from the bottom to the top of an 
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organisation.  Instances of inadequate supervision were identified in 84% (n=85) of 

the reports.  This was primarily in the supervision of delegated care and supervisors 

not providing sufficient oversight to the clinical operations during a given shift.   

Increased workloads and short staffing were common themes in the reports.  

They centred primarily on inadequate planning for patient acuity and numbers, and 

the actions taken in the face of shortages to address these issues.  Increased workload 

for nurses working clinical shifts resulted in less opportunity for supervision and 

support as staff in these senior roles were allocated larger patient loads to 

compensate for the inadequate nurse numbers and/or skill mix. 

Chronic known shortages of nurses resulted in supervisors regularly using 

stop-gap measures to ease the pressure on nurses.  These measures, such as frequent 

requests to undertake overtime and double shifts and the use of agency nurses often 

created additional pressures as nurses became burnt out and fatigued.  These factors 

have a demonstrated link to poorer patient outcomes. 

The lack of supervision and support available to nurses was apparent in 

reports of incorrect checking procedures for tasks such as medication administration 

and availability for advice and mentoring due to workload strain.  The role of 

supervisors throughout the organisations is to share and uphold organisational and 

professional standards yet, at the ward level, their role was frequently compromised 

by competing demands.  Planned inappropriate operations (13%) and failure to 

correct known problems (12%) demonstrated that the organisations at the 

management levels did not consider the implications of the inadequate supervision 

for the patients.    
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Supervisory violations occurred in 8% (n=8) of the reports and these were 

primarily related to unsafe delegation of care with the supervisors disregarding their 

organisation’s and/or profession’s rules and regulations.  The supervisors needed to 

not only make appropriate decisions about delegation, but also ensure they provided 

oversight and vigilance to ensure the safety and adequacy of the care provided.  

Inadequacies in supervision resulted in working environments that were strained due 

to poorly controlled workloads.  This had implications for nurses in terms of their 

ability to manage high levels of demand from those at higher levels of the 

organisations.  In addition to the effect on the working environment, inadequate 

supervision of nurses directly resulted in less vigilance over safe and professional 

practice and monitoring for routine shortcuts that are shown to compromise safe care 

and lead to error.  Chapter Nine examines the fourth layer of HFACS – 

organisational influences. 
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Chapter Nine 

Organisational Influences 

 
…fallible decisions of upper-level management directly affect supervisory 

practices, as well as the conditions and actions of operators. 

(Shappell, 2000, p.11) 

 
9.1 Introduction 

This chapter presents the results from the fourth level of the HFACS 

framework, organisational influences.  It identifies the organisations’ conditions that 

impact on the unsafe acts using the categories:  resource management, organisational 

climate and organisational processes.  

 
9.2 Organisational influences 

Organisational influences, the top layer of the HFACS framework, includes 

decisions and directions made at the highest levels that affect individuals and 

practices across the entire organisations.  Latent organisational conditions often go 

unnoticed in accident investigations but they inevitably impact on the trajectories of 

error.  Historically, latent conditions have remained the most insidious and difficult 

to change and as such warrant close analysis (van Beuzekom, Boer, Akerboom, & 

Hudson, 2010).  At least one organisational influence was identified in 100% 

(n=101) of the cases.  The nature of the organisational influences were then analysed 

further to identify the categories: resource management, organisational climate and 

organisational processes.  Table 12 below describes the type and frequency of the 

organisational influences identified within the data.  
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Table 12. Organisational influences by type and frequency* 

Category Frequency Percent 
Resource Management 27 27 
Organisational Climate 67 66 
Organisational Processes 58 57 

*Multiple types may occur in a single event 
 

9.3 Resource management 

Resource management refers to the organisations’ top-level decision making 

related to the allocation of resources within the organisations.  These include both 

fiscal and human resources, the latter inevitably having fiscal implications.  The 

resource management focus in the Coronial reports centred on the inadequacy of 

staffing numbers and skill-mix present at the time the incidents occurred.  Despite 

low staff numbers and poor skill mix being constantly referred to in the first three 

levels of analysis, the recognition that the organisations were responsible for 

allocating sufficient resources to sustain safe services was explicitly identified in 

only 27% (n=27) of the reports.   

Appropriate nurse staffing levels have demonstrable effects on the ability of 

nurses to provide safe, quality care, resulting in positive patient outcomes.  With 

more nurses available, patients receive better care (Aiken, Cimiotti, et al., 2011; 

Aiken et al., 2014; Ball, 2016).  Nurse staffing in health provider organisations in 

Australia has been recognised as a human resources’ issue and nursing associations 

and unions have constantly bargained with employers for improved nurse to patient 

ratios in wards and other settings to address high workloads and patient safety (NSW 

Nurses' & Midwives' Association, 2014). 

Because allocated resources for staffing the wards often resulted in staffing 

shortages for the case-mix, agency staff were engaged as necessary and/or nurses 



Chapter Nine: Organisational Influences 
 

 

138 
 

were asked to do overtime and double shifts.  Both of these strategies were reported 

to have compromised patient safety in terms of nurses being able to make 

appropriate decisions about clinical care and apply their skills with precision. 

In the Emergency Department context, especially in regional areas, short 

staffing and reliance on junior staff was a common theme in the reports.  Difficulties 

in attracting and retaining appropriately experienced and qualified staff were 

particularly apparent in rural and remote settings, where staffing was of a more 

transient nature and smaller departments with fewer patients were less resourced 

than urban centres.   

Nurses are also professional people who are expected to use their initiative 

and act competently within the limits of their training and experience.  This is 

especially important in regional areas where there is little support and much 

responsibility.  Unfortunately, it is not easy to attract and retain competent, 

experienced nurses in regional areas.  (SAADEVH06001, p.25) 

Junior staff were often placed in positions that were not always 

commensurate with their level of training and experience and, in the context of a 

busy workload, were not always able to seek out the advice of a more senior 

clinician in their decision making.  This led in some cases to erroneous triage and an 

impact on the timing of care being provided to acutely unwell patients.   

In general ward settings in both urban and regional hospitals, the theme of 

short staffing and high workloads was common.  As the exemplar below illustrates, a 

combination of issues related to staffing influenced the quality of patient care: 

Nursing staffing deficiencies … contributed to both the fall and the failure to 

do observations; the total number of nurses was too low, the proportion of 
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agency and overtime nurses and nurses from a different area in the hospital 

were too high, and the nursing skills mix was problematic.  This situation 

was compounded by barriers to calling in additional nurses if patient acuity 

required it.  This was not a one-off situation but a representation of a nursing 

staffing crisis at the Hospital in 2006-7.  Dr B, an experienced neurologist 

said that 2006 seemed to be a very busy year and that a ‘feeling of weariness 

and low morale was certainly communicated to me on many occasions by the 

nursing staff.  (NTDRWMW06008, p.126) 

The impact of staffing shortages was also noted in older adult care settings 

such as nursing homes and residential care facilities.  The attempts to fill shortages 

by management were inconsistent and in many situations staff simply ‘made do’ 

with frequent shortages.  The effect of this in the older adult setting was less 

vigilance of health issues such as pressure areas and dysphagia.  In one case, the lack 

of vigilance of a patient’s swallowing difficulties led to him choking to death.  In 

two separate incidents, medication errors were made in situations where there were 

increased workloads due to understaffing and this resulted in both cases of a single 

nurse performing all medication administration for a large group of patients.   

In four separate cases, evidence was provided of multiple communications 

with the organisations’ management advising of patient safety concerns resulting 

from under-staffing and other staffing issues.  In each case the communications had 

occurred over a long period, in one case years, prior to the incident resulting in an 

inquest.  Despite these multiple communications the organisation did not address or 

increase their allocation for nurse staffing. 
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9.4 Organisational climate 

The working atmosphere in an organisation is referred to as the 

‘organisational climate’.  This includes the structure, the policies and the working 

culture within the organisation (Shappell, 2000).  The structure of the organisation is 

usually viewed as the chain of command and the way that the various levels of 

management and employees relate (Shappell & Wiegmann, 2002).  When these 

factors are poorly defined, conflicted or not supported by an organisation’s 

management, confusion and disharmony can result affecting all levels within that 

organisation.   

Organisational policies exist to assist employees to understand the 

boundaries of their professional decision making and responsibilities within the 

organisations.  They serve to identify a standard based on evidence that is expected 

in providing care to patients and provide a form of internal control.  Lack of policy 

results in ad hoc decision making and inconsistent approaches to patient care, both 

represent risks to safety (Croskerry, 2013; Currey, 2017). 

The working culture of an organisation is related to the general feel of ‘how 

things are done’ in a particular facility or organisation and involve shared attitudes, 

beliefs and norms in the behaviour of staff.  The culture in some of the healthcare 

organisations was reported to be hierarchical and focussed on discipline. 

Organisational factors such as communication practices, line management 

and conflict avoidance were all identified in the reports.  One or more of these 

factors was identified in 66% of the reports (n=67) with the vast majority relating to 

organisational communication. 
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Less than adequate organisational communication was a common theme and 

related to communication patterns and practices at all levels from the top of the 

organisations to the ward/unit levels.  This included adequately communicating the 

introduction of new policies and changes to existing policies throughput the various 

levels of the organisations.  Inadequate communication practices led to consequences 

such as missed information about nursing care that needed to be provided, incorrect 

treatment and more serious consequences such as drug administration errors and 

failure to detect deterioration.  Such inadequate communication practices involved in 

both written and verbal forms and between disciplines. 

The exemplar below demonstrates aspects of organisational communication 

breakdown.   

This breakdown in communication was a potentially serious one which could 

have had quite serious consequences, particularly in a case where, as here, 

[the patient] could not communicate for himself.  (SAADESG01001, p.8) 

 
The paucity of relevant documentation by those that cared for [the patient] 

on the day reflects on the individual health care provider and the facility as a 

whole.  (VICMELLP11011, p. 11) 

The comments made in each case by the Coroner highlighted two pertinent 

points.  First, patients receiving care were often vulnerable and could not advocate or 

communicate for themselves – this became the role of the nurses; second, 

communication practices, both written and verbal, were central to the effective 

functioning of the health organisations.   
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In some cases, the breakdown in communication resulted from perceived 

differences in authority and knowledge.  The exemplar below captures the 

complexity and the traditional aspects of nurse-doctor relationships.   

It is understood there is clearly a place for junior staff to rely on the opinions 

of more senior and experienced staff.  What is evident is that adverse 

outcomes sometimes occur when there is evidence of a failure to 

communicate, to communicate accurately and fully, or to speak up and 

question.  Sometimes personality tensions are evident but often issues are 

evident of culture and power within the various medical and nursing 

professions, or in the organisation itself.  (QLDTOOPP12001, p.10) 

In the above case, the culture of the organisation which included a conception 

of power and authority between the disciplines ultimately led to a nurse failing to 

raise legitimate concerns related to the patient’s condition.  The outcome of this was 

delayed action for the deteriorating patient and this resulted in their death. 

The exemplar below sets out a similar scenario where the nurse incorrectly 

interpreted the organisational policy believing the medical practitioners had line 

management and authority over the nurses. 

Nurse B told the court that she had been frustrated with Dr S’s responses to 

her expressions of concern regarding administration of antibiotics and a 

further FBE24, but believed that policy dictated she should not go over his 

head.  (SAADETK12001, p. 22) 

                                                 

24 Full blood examination (FBE) is a primary pathology test that can diagnose a wide range of 
abnormalities, infections and diseases. 
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The importance of experience and seniority was evident in the reports.  More 

experienced nurses who worked on the same ward were over time more likely to 

question medical directives regarding care whereas junior staff, temporary staff and 

those with less experience were less likely to seek a second opinion or raise an alarm 

due to doubting their own judgement or fearing the response.  In some cases, the 

retention of nurses in an organisation influenced the culture and the quality of 

communication between the health professionals and other colleagues.     

 
9.5 Organisational processes 

Organisational processes refer to decision making and rules that direct day-

to-day activities within an organisation.  This involves oversight of the organisation 

and its processes, and the adoption and implementation of policies and procedures 

that govern decisions related to the working of the organisation.  In a health care 

organisation, this decision making also extends to staff rostering practices and 

procedures related to patient safety surveillance.  Poor performance management and 

lack of clear guidelines to govern clinical practice and clinical decision making were 

identified in 57% (n=58) of the reports. 

Performance management relates to the organisational approach to managing 

the practice and competency of employees.  This approach is underpinned by 

relevant policy and procedures and by the actions of employees to note and act on 

deficient practices and recognise their own and others’ professional development 

requirements.  The coronial reports focussed on specific events and factors relating 

to the unsafe acts and the organisations’ deficiencies when determining the cause of 

death.  They highlighted the organisational failures and weaknesses when 

considering their responsibility to recognise and act on substandard performance.  
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Where individuals’ patterns of behaviour or long-standing practice deficiencies had 

caused the death of patients, the individuals were referred to their relevant tribunals 

for further investigation and if necessary, disciplinary procedures.    

When providing care to patients, nurses are guided by organisational policies 

and protocols.  An awareness of these is mandatory as is the ability to access them 

on a day-to-day basis as necessary.  As discussed above, it is the responsibility of the 

organisation to ensure that staff are made aware of relevant policies at the time of 

their induction and orientation.  It was evident in the reports that in many cases, the 

staff acted in contradiction to policies due to them being unaware of their existence: 

It became evident during the hearing that midwife P was also unaware of 

hospital policy.  In her evidence she said that an admission CTG was only 

undertaken if the patient was a high risk.  This is completely contrary to 

hospital policy.  Given that midwife P was the midwife in charge that 

evening, it is evident that the policies and systems of the hospital were not 

followed nor understood by the midwives.  This matter needs to be addressed 

urgently.  (QLDSPTSH11001, p. 4) 

The above exemplar demonstrates the lack of awareness that sometimes 

existed amongst staff of the organisational policies in place to guide their practice.  

This lack of awareness led to erroneous clinical decisions being made.  The result in 

each case was the death of the patient with the departure from policy being a 

contributing factor. 

Clinical practice should be based on best evidence which ideally is captured 

in organisational policies and procedures that are designed to guide practitioners in 

their care of patients.  Lack of awareness of policies and processes or lack of clear 
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guidelines were identified in some reports, most prominently in relation to 

emergency department triage, residential or community care facilities and in 

rural/remote practice settings. 

The use of guidelines and protocols in emergency department settings 

centred predominantly on the correct use of triage guidelines which enabled nurses 

to make appropriate decisions regarding the urgency of care.  The lack of policy in 

relation to supervised practice and competency assessment contributed to a situation 

where inexperienced nurses were in a triage role without appropriate supervision or 

support.  The result of this was erroneous triage scoring which led to delays in care 

being provided and death for the patients.   

The exemplar below describes a situation where a protocol was in place in an 

organisation however there was no training or competency assessment provided for 

its correct usage.  The guideline itself indicated that nurses performing the role (and 

using the triage system) should be trained in its implementation: 

In September 2010 there was no Triage Competency Assessment; however, 

the Australasian Triage Guidelines did specify nurses performing triage 

should have some training in triage.  The observations needed to establish a 

triage score are basic nursing training.  The score itself may entail some 

interpretation, which may be a more subjective exercise and improve with 

experience.  One would expect a nurse with less experience to err on the side 

of caution if no more senior input was available.  (WANORAA12002, p.23.) 

Lack of policy and poor dissemination of policy can lead to ad hoc and at 

best deficient, or at worst, dangerous practices.  The exemplar below describes the 

practice of nurses in a particular facility preparing multiple medications for multiple 
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patients and labelling them with a sticky note to indicate the intended recipient.  

Staff members had adopted the practice and, while there appeared to be no adverse 

consequence, continued to practise this way.  The lack of policy and guidelines in 

this particular facility was noted in the summation of the factors leading to the death 

of the patient. 

The lack of understanding of the Hospital medication policy by several 

nursing staff indicates a systemic problem existed in the proper education of 

staff on a significant matter involving patient safety … There was a failure by 

nursing staff through lack of proper education by the Hospital to comply with 

the medication management policy.  (NSWWLGJD11010, p.49) 

Lack of formal education relating to policies, and failure to abide by existing 

policies and guidelines, can result in omitted or missed action at the bedside.  

Without guidance from an organisational governance perspective, the onus falls on 

the individual practitioners to make judgements as to the appropriate course of care 

and this can lead to error. 

 
9.6 Conclusion 

Factors relating to the organisational climate including work practices, 

communication breakdowns and omissions were identified in 66% (n=67) of the 

reports.  This was often linked to staffing shortages and also to breakdowns in the 

lines of communication within the organisations.  Nursing represented a relatively 

horizontal workforce with a lack of clarity in relation to line management and 

supervision.   
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Failures in communication led to incomplete information about patient care 

and nurses consequently made decisions without appropriate awareness of 

organisational policies and protocols.  It was the responsibility of the organisations 

at the highest level to ensure nurses were made aware of relevant policies and 

protocols and to ensure they were readily accessible.  In some organisations nurses 

were not being informed about organisational policies and procedures, and their 

accessibility, when they were being oriented to their organisations.  The consequence 

of this was missed aspects of care or erroneous patient care both leading to adverse 

outcomes. 

Organisational processes related to two aspects, performance management 

and lack of clear guidelines.  Performance management related to unclear 

supervision and at times a lack of clarity of who should act on deficient practice and 

provide remediation.  It was evident that responsibility for professional development 

and training was not adequately managed at the organisational level policy in terms 

of clear guidelines to communicate a clear and consistent message to staff regarding 

expectations of their knowledge and practice. 

A lack of clear clinical guidelines was recognised in the reports in terms of 

staff lacking awareness of guidelines and/or poor dissemination and education 

related to the guidelines from an organisational level.  Without appropriate guidance, 

staff were left to make their own judgements as to the correct and appropriate course 

of clinical care for patients.  This resulted in unsafe clinical practice in some 

instances, in other cases nursing care was omitted. 

Resource management was identified in 27% (n=27) of the reports.  This was 

related to management of staff and the allocation of sufficient staff to situations 

where acute and chronic short staffing existed.  Short term measures, such as 
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reliance on agency staff and existing staff doing overtime and double shifts, often 

had negative consequences.  These included reduced familiarity with ward settings 

and fatigue for existing staff.  Staffing shortages existed across all sectors of the 

healthcare industry and in urban and rural settings.  Chapter Ten discusses the 

contributions to knowledge that the research findings make. 
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Chapter Ten 

Discussion 

 
It can be disturbing for a clinical population who base their status, 

professional confidence and sometimes their business model on their 

individual abilities to realise how much their own performance is shaped by 

the equipment, tasks, environment and organisation around them.  

(Catchpole, 2013, p.3)  

 
10.1 Introduction 

This chapter discusses the key findings from this study in relation to the 

existing literature and outlines the original contributions it makes to knowledge.  It 

also discusses contributions to both methodology and method, and the strengths and 

limitations of the study approach. 

The aim of the study was to develop an understanding of individual (nurse) 

and system contributions to adverse events resulting in the death of patients in 

Australian hospitals and healthcare facilities.  It is the first study to use the HFACS 

framework to analyse nurse-related patients’ deaths and identify, not only the nurses’ 

unsafe acts, but also the system failures or latent conditions that influenced the errors 

that led to the patients’ deaths.  It is also the first study to use publicly available 

Coroners’ reports as the data source.  

It was anticipated that by developing an understanding of the nature and 

frequency of nurse-related adverse events, and the latent conditions or active system 

failures that contributed to these serious adverse events, focussed strategies could be 
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developed across health provider organisations to mitigate risks and improve patient 

safety.  

  
10.2 Original contributions to knowledge 

As mentioned above, this study was the first to use the HFACS framework to 

analyse nurse-related deaths and the first to use the extensive information related to 

the deaths that is provided in Coroners’ reports.  This has resulted in original 

contributions to knowledge related to nurses’ direct patient care through to high level 

organisational decisions, policies and management processes that influence the way 

care is provided.  In each case, influences were identified at each level of the 

HFACS framework enabling an in depth understanding of how trajectories of error 

are created in the healthcare context.  The contributions are presented according to 

each of the HFACS levels: unsafe acts, preconditions for unsafe acts, unsafe 

supervision and organisational influences.  Violations are discussed separately 

following the discussion of each of the levels. 

 
10.2.1 Unsafe acts 

The analysis of the reports according to the categories, sub-categories and 

nanocodes within the unsafe acts level of the HFACS framework has resulted in four 

distinct contributions to existing knowledge.  First, in 83% of the cases, a decision 

error relating to failure to follow or initiate care was identified.  Second, an initial 

missed assessment often led to a second and subsequent misses which created an 

opportunity for error.  Third, when nurses were busy, they transferred knowledge 

from a known procedure used in other contexts to a similar prescribed procedure 

without checking the organisation’s protocols or related policy.  This was due to 
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overconfidence and led to error when the procedure was not transferrable.  Finally, 

poor decision making often occurred when there was a lack of available supervision 

and guidance from mentors and/or senior staff. 

Where nurses failed to initiate the appropriate protocols to manage patients’ 

changing condition, it was found to be related to the nurses’ inexperience, 

consequences of fatigue and task saturation, which affected the nurses’ perceptions 

of the clinical situations.  These failures resulted in missed opportunities to intervene 

which, in some cases, resulted in the patients’ condition becoming irretrievable.  

This finding supports previous research that identified the relationship between 

workload and failure to recognise changes in patients’ condition (M. J. Johnston et 

al., 2015; Mushta, L. Rush, & Andersen, 2017).  Failure to initiate protocols was 

also closely associated with missed assessment cues.  Timely and quality assessment 

is an important factor for recognising deterioration (Massey, Chaboyer, & Anderson, 

2017; S. Osborne, Douglas, Reid, Jones, & Gardner, 2015).  Failing to recognise 

deterioration was identified in 79% (n=80) of the reports and is a form of perceptual 

error.  A new contribution from this study shows that an initial missed assessment 

increases the risk of second and subsequent misses.  It was found to be the repeated 

missed assessments that contributed directly to the patients’ deaths.  

Skill errors were identified in 66% (n=67) of the reports with ongoing 

assessment and medication errors contributing most to errors resulting in the deaths 

of the patients.  Sixty-two percent of the skill errors were attributed to errors in 

ongoing assessment.  The most common failure was the omission of an assessment 

required at policy mandated intervals.  The influencing factors for omitting 

assessment were primarily related to workload and inadequate skill-mix, which 

reduced the ability of the nurses to delegate tasks such as vital sign observations.  
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The link between workload and missed care is well documented in the literature 

(Ball et al., 2016; Bittner & Gravlin, 2009; Blackman et al., 2014; Dabney & 

Kalisch, 2015; Jones, Hamilton, & Murry, 2015), however this study found that 

missed care has clear causal influences at each level of the organisations.  This 

highlights that latent system factors have a direct influence on individual active 

failures at the point of care. 

Existing literature supports many of the identified causes leading to drug 

errors such as failed checking procedures (Alsulami, Choonara, & Conroy, 2014b; 

Keers, Williams, Cooke, & Ashcroft, 2015), failure to adhere to policy (Alsulami, 

Choonara, & Conroy, 2014a; Griffiths et al., 2016) and inexperience with a specific 

drug regime (Di Simone et al., 2016; Faisy et al., 2016).  This study adds that 

overconfidence adversely affects medication administration tasks.  In times of high 

workload, if a nurse were unfamiliar with a specific procedure there was a tendency 

to transfer knowledge from a similar experience without checking the protocol for 

the perceived comparable task.  This was a form of shortcut and had clear 

implications for patient safety.  Overconfidence is scarcely explored in the nursing 

literature.  However in their ethnographic study of decision-making processes used 

by nurses during intravenous drug preparation and administration,  Dougherty, Sque 

and Crouch  (2012) described overconfidence occurring at two levels: responses to 

knowledge questions and subjective predictions of progress.  Both levels related to 

the nurses’ overestimation of their ‘correctness’ of knowledge of the topic or clinical 

situation.  

It is widely acknowledged within the empirical literature that fewer nurses 

and increased workloads are linked to poor patient outcomes (Duffield et al., 2011; 

Duffield et al., 2009; Kalisch, Tschannen, & Hee Lee, 2011; Trinkoff et al., 2011; 
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Twigg et al., 2012).  Skill mix, in addition to the quantity of staff, is also very 

important, in that fewer qualified staff, greater ratios of Registered Nurses to 

Enrolled Nurses or unqualified workers are also linked with poor patient outcomes 

(Jacob et al., 2015; Patrician et al., 2011).    The implications of poor skill mix 

ranged from failure to initiate an emergency protocol, to missing or omitting nursing 

care (Dabney & Kalisch, 2015; Verrall et al., 2015) and to directly making an error 

in providing appropriate, timely care.  Staggs and Dunton (2012) found that, as well 

as contributing to poor patient outcomes, skill mix and workloads have identified 

relationships with staff turnover.   

 
10.2.2 Preconditions for unsafe acts  

Using the categories, sub-categories and nanocodes for this level of the 

framework resulted in four distinct contributions to existing knowledge.  First, 

communication failures resulting in error were linked to failures at each level.  

Second, organisational communication practices from the top of the organisations to 

the front line demonstrated a dissonance between organisational level strategy and 

the front line of patient care.  Third, the physical environment affected decisions 

about patient care and nurses’ perceptions of sensory information.  Finally, task 

fixation and its relationship to error was established. 

Personnel factors were identified in 98% of the reports with the most 

prominent factor relating to lack of or poor communication.  Ineffective 

communication practices were identified at all levels of the organisations.  In some 

cases, a communication failure was identified at every level.  Failures in 

communication included missed opportunities to relay information and incorrect and 

incomplete information being transmitted.  Episodes of inadequate or missed 
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communication between disciplines and between nurses, had a direct influence on an 

unsafe act occurring where nurses did not have complete information to make 

appropriate clinical decisions or they did not receive instructions to initiate 

interventions.  These conditions have a complex relationship to error and represent 

both influencing preconditions leading to decision errors at the point of care. 

Organisational communication from the top to the front line demonstrated a 

dissonance between organisational level strategy, direction and priority, and the day-

to-day needs of patient care at the front line.  Ineffective communication practices 

were identified in 77% of the cases analysed.  Given that poor communication has 

been demonstrably linked to poor patient outcomes (Mahon & Nicotera, 2011; 

Nadzam, 2009), this finding is important.  Issues such as lack of assertiveness in 

communication and physician/nurse communication failures were identified within 

the data.  Marshall’s (2016) research identified communication as a major part of the 

surgical nurses’ role and an identified non-technical skill that was at times 

problematic, especially in the interdisciplinary context.  This is a finding supported 

by this study. 

Environmental factors were identified in 64% of the reports showing that the 

working environment has a demonstrable influence on nurses’ practice.  This was 

most often evident in the physical layout of the working space and the effects that 

lighting and overcrowding had on the way nurses approached clinical assessment 

and prioritisation.  This study suggests that there is a relationship between the layout 

and composition of the physical environment, where factors such as lighting and 

layout can influence the way nurses approach patient care and their perceptions of 

sensory cues. Existing research has demonstrated links between overcrowding and 

poorer patient outcomes (Hendrie et al., 2017; Kadri, Harrou, Chaabane, & Tahon, 
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2014) and has linked nurse job satisfaction to nurses’ perceptions of the physical 

environment (Butt, Khan, Rasli, & Iqbal, 2012; Djukic, Kovner, Brewer, Fatehi, & 

Cline, 2013).   

The condition of operators (nurses) was identified in 22% of the reports.  

Mental states such as overconfidence and task fixation were prominent and directly 

related to the clinical decisions the nurses made.  High workloads led nurses to 

prioritise technical tasks rather than consider each problem in relation to the total 

patient picture.  Task fixation led to missed cues and missed opportunities to 

intervene when patients were deteriorating.   

Task saturation occurred frequently in areas where nurses were consistently 

subject to high patient-to-nurse ratios and increasingly acute workloads.  These left 

nurses with too many tasks to manage or prioritise efficiently.  Task saturation 

resulted in missed or omitted care which was shown to increase adverse patient 

outcomes.  The concept of task saturation is new to the nursing literature with the 

majority of related discussion focussed on concepts such as work overload (Weigl et 

al., 2016), information overload (Siegel, 2016) and workload stress (Uhrenfeldt, 

Lakanmaa, Flinkman, Basto, & Attree, 2014).  The introduction of the concept of 

task saturation and its relationship to error needs further research. 

 
10.2.3 Unsafe supervision 

The unsafe supervision level of HFACS has resulted in two distinct 

contributions to existing knowledge.  First, inadequate supervision was a factor in 

84% of the reports.  This included supervision of delegated tasks of care and 

supervision of nursing practice.  Second, supervisory failures were evident in terms 

of managing staffing shortages. 
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Inadequate supervision was evident primarily in the supervision of delegated 

care and supervisors not providing sufficient oversight to the clinical operations 

during a given shift.  Not described in the data was the supervision responsibilities of 

hospital middle managers and those responsible at the organisational level for 

oversight. 

Planned inappropriate operations, primarily related to understaffing, was 

identified in 13% of the reports.  This centred on the inappropriate workforce 

planning for patient acuity and numbers, and the actions taken in the face of the 

shortages to address the issues from the management level to the ward level.  

Increased workload for nurses working clinical shifts resulted in less opportunity for 

supervision and support for less experienced nurses and other colleagues.  This was 

because staff in senior roles were allocated larger patient loads to compensate for the 

inadequate nurse numbers and/or skill mix.  The results of less direct and indirect 

supervision were inconsistent decision making about patient care with demonstrated 

impacts on patient outcomes.   

This study provides sound rationale for health provider and professional 

organisations to assess the need for enhanced supervision in the wards and other 

workplaces in the context of complex workload demands.  Supervision  of day-to-

day nursing practice is not well explored in the current scholarly literature and this is 

acknowledged by Pearce, Phillips, Dawson and Leggat (2013).  Cherry and Jacob 

(2016) addressed the legality of supervisory responsibilities of nurses in relation to 

workload and delegation, however this discussion has been largely undertaken in the 

United States context, where  case law in this area is well established.  
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10.2.4 Organisational influences 

The analysis of the organisational influences on the errors leading to the 

deaths resulted in three distinct contributions to existing knowledge.  First, 

communication breakdowns were evident at all levels in the organisations. However, 

at the organisational level, there appeared to be failures in communication in 

response to the needs at the frontline.  These factors and the responses to resource 

shortages were reflective of the organisational climate.  Second, poorly disseminated 

policies and weak processes related to ongoing education, resulted in inconsistencies 

in the way nurses applied policy to practice.  Finally, resource management relating 

to allocation of resources was identified in 27% of the reports. 

The organisational climate which included the working culture, was a factor 

in 66% (n=67) of the reports.  This was linked to the way expected resource 

shortages were absorbed by staff who were frequently asked to undertake double 

shifts or overtime.  Expected ways of practising were ingrained in areas to the extent 

that, in some areas, nurses were inducted into a culture of always accepting decisions 

of medical staff, despite an awareness that such decisions were not always correct or 

appropriate.   

Organisation processes involved communication breakdowns and omissions 

and were identified in 58% (n=57) of the reports.  This was linked to staffing 

shortages and to breakdowns in the lines of communication within organisations.  It 

was evident that the concerns of frontline staff were being communicated to the 

higher levels in the organisation, but inaction in response to these concerns resulted 

in the deaths of patients.  This was primarily in relation to chronic short staffing and 

practices that placed patients at risk such as over-crowding and ramping outside 

emergency departments. 
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A lack of clear clinical guidelines was identified in the reports in terms of 

staff lacking awareness of guidelines and poor dissemination and education related 

to guidelines from the organisational level.  Without sufficient guidance, staff were 

left to make their own judgements as to the appropriate course of clinical care for 

patients.  This resulted in unsafe clinical practice in some instances and in other 

cases nursing care was omitted.   

The relationships between organisational policies, dissemination of policy 

and adherence to policy by nurses is not well explored in recent literature.  There are 

minimal references to the relationship between non-reporting of error and known 

organisational policy (Pattison & Kline, 2015; Roth, Brewer, & Wieck, 2017) and 

poor policy development (Armitage, 2009; Shams, 2017).   

Inadequate resourcing was explicitly attributed to the organisation in 27% 

(n=27) of the cases.  In every case, this resourcing was related to human resources 

and insufficient allocation of such to sustain safe service to patients.  The effect of 

fewer nurses was identified in categories at every level of the analysis suggesting 

that there is a relationship between resource allocation and error.  While there is a 

body of evidence that clearly shows more nurses equal better outcomes (Aiken, 

Cimiotti, et al., 2011; Aiken et al., 2014; Ausserhofer et al., 2013; Cho et al., 2015; 

Stalpers, de Brouwer, Kaljouw, & Schuurmans, 2015; Tourangeau, Giovannetti, Tu, 

& Wood, 2016), the knowledge that the quantity of nurses is a latent system 

condition influencing error, is a new contribution. 
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10.2.5 Violations 

The findings of routine and exceptional violations occurring in 37% (n=37) 

of reports at the unsafe acts level have resulted in three contributions to existing 

knowledge.  First, routine violations are predictable and tend to occur when nurses 

are pressured to complete multiple tasks.  Second, routine violations can both help 

and hinder safety.  Third, routine violations relate closely to the climate within an 

organisation and reflect a culture of tolerance. 

The routine violations were analysed at each level demonstrating that they 

are predictable and therefore preventable.  They occurred in environments where 

human and/or technical resources were scarce and where there were inadequate 

supervisory structures in place.  This study contributes the knowledge that routine 

violations can both help and hinder the safety agenda depending on the latent 

conditions within the organisations.  The decision to violate rules stems from an 

organisational dissonance with the needs of the frontline of patient care and can 

serve to alert management to inefficient processes and systems. 

In the context of health care, insufficient numbers of staff managing complex 

documentation requirements at times results in staff cutting corners to ensure the 

most urgent care is provided.  The routine violations were tolerated in the culture of 

the organisations as the majority of the time they did not result in adverse outcomes.  

Routine violations were reported in 34% of the reports similar to the findings for the 

military and aviation industries where one third of accidents were attributed to 

routine violations (Shappell, 2000; Shappell & Wiegmann, 2012).   

Reason (2013) acknowledged there is often a conflict between those who 

design tasks (or checklists/procedures) and those who perform or follow them.  As 
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found in this study, this can lead to staff taking short cuts.  Reason (2013) suggested 

that such occurrences can be referred to as ‘necessary violations’ that sometimes are 

necessary to ‘get the job done’.  Necessary violations, however, can become routine 

and a regular part of the individual’s work practice (Reason, 2013). 

Inadequate practices related to medication administration protocols have 

been documented well in the literature (Alsulami et al., 2014b; Armitage & 

Knapman, 2003; Flynn, 2016; Liu, Manias, & Gerdtz, 2014a; Naples, Hanlon, 

Schmader, & Semla, 2016; Westbrook et al., 2015), however these are not termed 

violations nor explored in the context of organisational inefficiencies.  These 

‘necessary’ violations usually occur to expedite the process of getting treatment to a 

patient.  Reason (2017, p. 120) termed this the ‘lethal convergence of benevolence’ 

which is unique to the healthcare context and suggests that health professionals will 

at times bypass protocols and safeguards to deliver care to ease the suffering of 

patients.  This may be in the form of reduced vigilance in checking procedures such 

as not having a second person witness a phone order for medication in acute 

situations.  This study found that violations become routine after they have occurred 

in an acute situation and were perceived to increase the efficiency of performing a 

specific task.  Alper et al. (2012) questioned whether such violations improve or 

worsen safety and they suggested that redesign of systems should consider why the 

violations occurred and put in place measures to reduce the need to violate rules.   

Within the nursing literature, routine violations are often referred to as 

‘workarounds’.  The workarounds cover practices such as bypassing checking 

mechanisms in electronic medication systems (Rack, Dudjak, & Wolf, 2012) and 

bypassing aspects of checking procedures (Rathert, Williams, Lawrence, & 

Halbesleben, 2012).  Both Debono et al, (2013) and Seaman and Erlen (2015) 
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acknowledged that such workarounds are complex but do potentially compromise 

patient care. 

Exceptional violations involving deliberate harm or significant 

unprofessional behaviour occurred in 3% (n=3) of the reports.  The trajectory to 

error in the case of exceptional violations was difficult to establish and each case 

appeared to be isolated from identifiable system factors.   

 
10.3 Contribution to method/methodology 

This study has resulted in three distinct, contributions to method and 

methodology.  First, the use of coronial data with the HFACS framework 

represented an original approach to retrospective error analysis.  Second, the use of 

SPSS with HFACS enabled efficient management of a large dataset and the analysis 

of a large number of cases with multiple variables.  Finally, the use of coronial data 

provided a rich source of information for objectively analysing the trajectories of 

error that led to the deaths. 

 
10.3.1 The Human Factors Analysis and Classification System (HFACS) 

HFACS proved to be a very useful framework for understanding the 

trajectories of error resulting in the deaths of the patients in the Coronial reports.  

Using HFACS has enabled a deeper understanding of the causal pathways of the 

errors from the ‘pointy end’ of care at the bedside, right up to the organisational 

level and the linkages in between.  This has resulted in new understandings of why 

the errors occurred and it provides evidence for developing targeted strategies that 

will result in reducing preventable errors.  In furthering the utility of the HFACS 

framework for use in healthcare, it was apparent that developing sub-categories at 
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the unsafe supervision level would enable a more detailed understanding of, for 

example, the types of inadequate supervision and failure to correct known problems.   

In the 12 months after the study commenced, a slightly altered version of 

HFACS (HFACS Healthcare) was released for teaching purposes in the Department 

of Human Factors, Embry-Riddle Aeronautical University in Florida, US.  This 

version features some minor modifications to the nomenclature of the categories 

under preconditions for unsafe acts, however the essence of the categories remains as 

per the version used in the study. 

 
10.3.2 SPSS 

Using SPSS to manage the data for the HFACS analysis was an original 

contribution to the method of using HFACS.  The use of SPSS to efficiently organise 

the data according to the HFACS variables and the demographic details facilitated an 

even deeper level of analysis of the data.  This deeper level of analysis included 

further analysing the sub-categories into nanocodes which provided a better 

understanding of the categories of error, especially the unsafe acts.  SPSS also 

enabled the production of tables providing frequencies for the HFACS categories 

and sub-categories.   

Appendices Two and Six provide an example of the coding sheet and the 

additional variables.  Understandings gained by using this level of coding and 

descriptive statistical analysis include identifying specific error types, for example, 

physical assessment errors, which could then be linked to the other HFACS levels.  

Using HFACS alone, with no additional variables, would have limited understanding 

of the categories and sub-categories.  As healthcare incorporates highly specialised 
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skills drawing on different types of knowledge and competency, this level of detail 

provides useful insights into unsafe acts and their genesis. 

 
10.3.3 Coronial data 

Using Coronial reports to explore the accidents in health care that resulted in 

death is a new approach which has proved valuable for understanding active and 

latent failures in healthcare systems.  The coronial data provided a rich and detailed 

source of objective reporting, which enabled the researcher to track the error 

trajectory in all cases except for the exceptional violations.  Coronial reports as a 

source of research data for understanding nursing is limited in the existing literature.  

This study adds to the early work by Mitchell et.al (2011) who used 48 coronial 

cases to explore healthcare error broadly.  Their findings support the difficulty in 

establishing causation and highlight the inconsistent nature of Coronial data.  This 

study furthers these early findings through the use of a large sample and the use of a 

tool that examines the causal pathway (or trajectory of error) to better understanding 

error genesis. 

 
10.3.4 Reason’s Swiss Cheese Model of Accident Causation and understanding 

healthcare error 

The Swiss Cheese model has proved useful to understand the trajectories of 

error in healthcare.  HFACS represents one of the applications of the Swiss Cheese 

Model first developed about the time of Reason’s (1990) work on human error.  This 

work was originally intended to understand the contextual factors, processes and 

actions influencing error generally.  While there were three distinct incarnations of 
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the model, the second version with the distinctive cheese appearance tends to 

dominate the discussions (Reason, 1997).   

This research supports the basic premise of the model – that organisations are 

comprised of many defensive layers and that the holes, being either active failures or 

latent conditions, arise at various times and disappear at other times.  A bad outcome 

generally only occurs when these holes line up in each layer of defence creating a 

trajectory to error.  As discussed in section 10.3.1, this research has provided new 

understandings of why errors occur and provides evidence for targeted strategies to 

reduce preventable errors. 

10.4 Strengths and limitations 

This section addresses the strengths and limitations of the research approach 

in relation to its design, applicability to health care and overall effectiveness for 

answering the research question. 

 
10.4.1 Strengths 

The three main strengths of this study include the use of HFACS as both 

method and methodology, the use of SPSS to manage the large dataset, and using the 

publicly available Coroners’ reports from across the majority of states and territories, 

as the units of analysis. 

HFACS offers a unique view of healthcare error by taking into account both 

the individuals’ and the organisations’ contributions.  This then can be traced back 

through a system where failures at each level can explain how the act occurred and 

more importantly, how future occurrences might be prevented.  Exceptional 

violations however, can occur in isolation and in functional, well organised systems.   
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Traditional root cause analysis in healthcare has traditionally focussed on the 

actual harm caused and who caused it thus fostering a sense of blame.  HFACS 

enables analysis that identifies both human behavioural aspects of error and system 

influences.  The system, or latent, conditions increase the risk of unsafe acts 

occurring.  HFACS therefore can be utilised as a risk management tool.   

As discussed above, the use of SPSS with HFACS offered a reliable means to 

efficiently manage the large volume of data.  SPSS enabled multiple variables 

belonging to multiple cases to be entered and analysed in various combinations.  

This is a strength because it enabled a greater sample size, in this case all the 

Coroners’ reports for the period of the study that met the inclusion and exclusion 

criteria, to be included in the research.  Traditionally the HFACS framework has 

been used to analyse individual cases or small samples of accident data. 

As previously discussed, Coronial reports represent an underutilised data 

source in healthcare.  The use of the HFACS framework with the Coronial reports 

has been beneficial for developing an in depth understanding of the deaths that 

occurred.  For example, errors in communication can be analysed from multiple 

levels which potentially highlight multiple failures within the HFACS levels.  This 

diversity in data can be missing from individual reports, assessment and other 

clinical tools used in evidence, and from individuals’ recollections of events.   

The use of Coronial data demonstrated the richness of publicly available data 

sources and how they can contribute to deeper understandings of many different 

issues in health care.  The jurisdictions collect large amounts of aggregated data and 

produce reports and identify state specific trends that could broaden our 

understanding of a wide range of issues that affect users of health (and other) 

services in specific areas of Australia.  A major strength of this research was the use 
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of every case that met the inclusion/exclusion criteria rather than a calculated 

sample. 

 
10.4.2 Limitations 

 While the Coronial reports used in the study proved to be a very useful data 

source for collecting a full and accurate account of the adverse events resulting in 

death, the availability of full reports varied by jurisdiction.  Some jurisdictions only 

provided summaries or limited findings therefore instead of accessing the reports 

from every state and territory in Australia for the study, Tasmania and the Australian 

Capital Territory were excluded.  It is not anticipated however that including these 

two would have resulted in major changes to the findings as education and 

registration of nurses and midwives is consistent across the country.   

 
10.5 Conclusion 

Nursing errors are not simply isolated acts.  They occur because of a number 

of factors influencing the nurses’ skill, behaviour and decision making.  Healthcare 

and nursing are largely human mediated fields with a reliance on human defences to 

prevent error.  This could suggest that error can be random, unpredictable and not 

preventable.  This research, however, found that the clear majority of human error is 

predictable and preventable because understanding the latent conditions leading to 

error can be identified prospectively and mitigated to reduce the risk of further 

unsafe acts occurring.  This study found that the balance of staffing mix and staffing 

numbers were important for providing safe environments for patient care.  When the 

skill mix of staff was unbalanced, appropriately skilled and experienced staff were 

not able to act as mentors and supervise more junior or unqualified staff and errors 
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occurred.  Likewise ensuring enough staff through appropriate forecasting and 

planning (and having contingency options) was also found to be essential for patient 

safety.  Chronic understaffing was strongly related to error. 

As for other errors, routine violations are both predictable and preventable.  

Routine violations are often habitual in character and tolerated by those in authority 

as they often perceive them to be just shortcuts used in busy situations and usually 

do not result in harm to the patients but they can result in error.  These can be 

prevented by the organisation having a good understanding of the latent failures and 

ensuring adequate supervision is provided at every level.  In contrast, exceptional 

violations involve deliberate harm and significant unprofessional behaviour.  They 

are not typical of the individual nor condoned by those in authority and therefore are 

particularly difficult to predict.  HFACS as a framework was a useful tool for 

analysing error trajectories and is of particular use in healthcare where the complex 

interrelationships between latent conditions and active failures are crucial to 

understanding error, and more importantly, addressing it. 

The following chapter provides a conclusion to the research and makes 

recommendations for practice, policy, research and the nursing profession. 
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Chapter Eleven 

Conclusion 

 
We appreciate that errors do not occur in isolation but have traceable 

systemic origins.  We know that we cannot eliminate error entirely.  It is 

deeply rooted – for good or ill (and not always the latter) – in the human 

condition.  We can’t change the human condition, but we can change the 

conditions under which health carers work.  That means changing the culture 

of medical education and health care delivery.  (Reason, 2013, p. 63) 

 
11.1 Introduction 

This chapter presents an overall conclusion to the research, as well it 

addresses a path forward, taking into consideration the findings.  The implications of 

the research findings are addressed in addition to the recommendations for 

organisational policy, practice, education, and future research opportunities.  Using a 

human factors approach, the research question ‘What are the nurse and system 

influences on serious adverse events that result in death?’ was answered through the 

conduct of the research. 

 
11.2 Understanding the trajectory of error 

In every report analysed, latent conditions were identified that influenced the 

active failures leading to error.  In every case, except for the exceptional violations, a 

trajectory of error from the organisational level to the nurse at the bedside could be 

clearly identified.  This is important because it shows that error is not a single, 

isolated act but the final result of an interplay of system and individual factors.  This 
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is a reminder that blaming individuals for error is generally inappropriate and 

reflects a fundamental misunderstanding of what causes errors to occur. 

The use of HFACS enabled this understanding of healthcare error.  HFACS 

facilitated understandings of the error trajectory from the system to what occurred at 

the point of care provision.  More importantly, HFACS created the opportunity to 

understand the interplay between the levels and how the latent conditions and active 

failures at each level linked reducing the defences and allowing error to occur. 

Coronial data complemented the HFACS analysis.  As discussed in the 

previous chapter, one hundred percent of the cases that met the inclusion/exclusion 

criteria were utilised for this analysis.  Coronial data offers a compilation of 

objective data that allows a complete, retrospective accident analysis.  This rich data 

in relation to patient deaths is not accessible through any other means and has not 

been used previously in research aiming to understand the nurse and system 

contributions to error. 

Using HFACS and coronial data changes the way healthcare error is viewed 

and investigated.  A framework that considers the system relationships to error 

represents a shift from conventional reporting and allows a broader analysis of error 

and its genesis.  It also provides organisations with an opportunity to develop 

effective strategies that will provide defences and close the holes at each layer of the 

cheese. 

 
11.3 Violations and errors 

As discussed in Chapter Six, unsafe acts are broadly categorised as either 

violations or errors.  The error trajectory between errors and routine violations is 

generally the same.  In health care, the same system influences that lead to error, also 
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lead to routine violations occurring in practice.  Preventing routine violations 

involves addressing workload pressures through increasing the quantity of nurses 

and ensuring that an appropriate skill mix is available for the patient mix on any 

given ward.    

When addressing routine violations, the issue of appropriate and available 

supervision must also be considered.  This research highlighted the lack of 

supervision for nurses in terms of senior staff providing mentoring and guidance for 

less experienced staff, and the lack of supervision for the overall delivery of nursing 

care on the wards and in other facilities.  The lack of clarity related to the 

supervision responsibilities of middle managers and inconsistency in the availability 

of supervisors was linked to routine violations, including short cuts, becoming part 

of accepted practice in the settings. 

The 3% of exceptional violations were essentially outliers and require a 

separate, focussed study to determine if there were any commonalities between 

them.  The low number of cases and the limited data available in those reports did 

not provide sufficient information about the mental state of the nurses and the 

personnel factors that may have contributed to the events.  This could be addressed 

in future research. 

 
11.4 Implications for policy 

The implications for policy arising from this research centred on identified 

inadequacies in the organisational processes, the culture of the organisations and the 

systemic failures in supervision.  Personnel factors and the routine violations also 

have policy implications for the organisation. 
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To ensure patient safety health care organisations require clear, consistent 

policy related to nursing workload calculations and staffing.  This is imperative for 

effectively addressing chronic staff shortages and the consequent effects on patient 

care.  Organisational policy should be devised using established parameters for safe 

patient-to-nurse ratios and staffing skill mix to ensure positive patient outcomes.  

Previous research has established such formulae (Duffield et al., 2011; Twigg & 

Duffield, 2009; Twigg et al., 2012) and this research highlights that nurses who work 

in under-resourced environments compromise the care and safety of their patients 

through forced rationing of their time and skills.  

In working climates where frequent nurse shortages were reported, routine 

violations and missed care were noted to occur.  Resource allocation needs to be 

addressed at an organisational level to demonstrate that there is an understanding of 

the safety implications of the work nurses do and the needs at the frontline of care 

are being heard in the higher levels of the organisation.   

At the organisational level, only 27% of the reports included information 

about resource management, specifically allocation of staff.  This however, does not 

reflect the nurses' frequently made references to perceived shortages of staff on the 

day the errors occurred.  It could be that the shortages were not always permanent, 

but occurred from time to time when sufficient staff were not available.  It is 

important for this to be investigated further at the organisational level as the findings 

show that staff shortages and inadequate skill mix can result in the deaths of patients. 

It is imperative that the organisations ensure that frontline staff are familiar 

with their governing policies and protocols.  This study shows that the nurses 

involved in the patients’ deaths were not always aware of the organisations’ policies 

and protocols and consequently the less experienced nurses made care decisions 
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based on their limited experience and knowledge.  During orientation of new staff 

existing policies and protocols should be made available and there should be clear 

processes for keeping staff advised about new policies, protocols and guidelines that 

are relevant to their work.   

To ensure the safety of patients, nurses as well as other health professionals, 

all need supervision.  This is needed to ensure that care is managed appropriately and 

that routine violations do not become embedded as part of everyday practice.  

Ensuring that resource allocation is made in consideration of this need, would allow 

senior nurses to reclaim the supervisory aspect of their role.  

A common factor in all the reports analysed were breakdowns or failures in 

communication.  These errors occurred at all levels from the top of the organisations 

to the decisions made at the bedside.  Failures in communication or interrupted 

communication were also identified as preconditions for unsafe acts to occur.  It is 

essential that organisations address issues of consistency for communication 

including having clear policies for documentation and processes for ensuring 

compliance. 

 
11.5 Implications for practice 

The implications for nursing practice arising from this research address the 

need for supervision, a clearer understanding of delegation, improved 

communication processes, competency and managing assessment. 

As mentioned above, nurses need ongoing supervision, mentoring and 

support from more experienced and higher-level staff, especially in pressured 

working environments.  The findings demonstrated that failure to raise an alarm and 
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initiate emergency protocols was often related to the nurses not feeling confident in 

their assessment of a situation.  Without access to more experienced nurses, junior 

nurses were less likely to act early in such situations.  

It is imperative that, when delegating care, nurses understand the 

responsibilities related to the delegation of care.  Delegation in nursing is essentially 

a supervised relationship with the nurse delegating care remaining responsible for it.  

Communication errors occurred in direct patient care situations in 70% of the 

cases (n=71).  This most commonly involved failures in escalating care or seeking 

advice on suspected patient deterioration.  This suggests that early warning tools or 

emergency criteria alone do not address such problems.  The research showed that 

concerns regarding patients and resolution of complex clinical problems could be 

facilitated through effective access to senior nurses.  

The research demonstrated that expecting nurses to work in areas they are 

unfamiliar with, or where the type of practice requires specific competency (for 

example triage in an emergency department), can threaten patient safety.  Shortages 

appeared to dictate working arrangements in many cases and this created situations 

where nurses were working autonomously in areas where they did not have the 

requisite skills or experience to manage the type of clinical problems arising.  This 

resulted in delays in responding to deterioration and instances of incorrect 

assessment.  The implication of this for practice is that nurses need to be adequately 

orientated and experienced for the types of nursing work they undertake.   

Organisations and middle management need to ensure that staff working in 

areas requiring specific competencies are given the time and opportunity to seek this 

training and refresh it as required.  Likewise, nurses must ensure they practice within 
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their areas of competence and raise concerns with line management when rostered in 

areas where they do not have the requisite skills to practice safely. 

The findings show that where the deaths occurred the nurses were 

consistently working against a backdrop of chronic staff shortages.  These shortages 

influenced how the nurses managed their patient loads and prioritised care.  To 

manage heavy workloads, the nurses would at times ‘cut corners’ to provide some 

care rather than comprehensive, quality care to all patients.  The result of this 

practice was missed or omitted care and there were instances of inappropriate care 

being provided.   

 
11.6 Implications for education 

The implications for education arising from this research include education 

for both nurses in practice and undergraduate nursing students.  An important issue 

for both practising nurses and student nurses is the need for understanding and 

enacting their professional responsibilities related to responsible delegation of care 

and effective communication.   

The findings show that it is important that nurses understand their 

professional responsibilities in relation to delegation and supervision.  These 

concepts are core to functioning competently and safely and need to be introduced 

early in undergraduate education so that students can apply this knowledge in their 

supervised practice opportunities.  It is the role of education providers to ensure 

students are taught about the professional standards for nursing and expand the 

application of these standards as the student moves to more advanced stages in their 

education.  These responsibilities carry through to professional practice and such, 

must feature prominently in performance development and management processes. 
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The research has demonstrated that effective communication is an essential 

skill for competent clinical performance and to improve patient outcomes.  It is 

important that nurses are taught how to communicate effectively with each other, 

with other health professionals, and patients and their families.  This involves using 

multiple formats of written, oral and other forms of communication.  The 

implications of poor communication are far reaching and have demonstrated 

relationships to poorer patient outcomes (Bagnasco et al., 2013; Birmingham et al., 

2015; Braaf et al., 2015; Brennan & Keohane, 2016; Brock et al., 2013; De Meester 

et al., 2013; Gluyas, 2015; M. J. Johnston et al., 2015). 

The findings demonstrated that nurses need to listen actively to and advocate 

for their patients.  Both communication and advocacy skills should be incorporated 

into undergraduate curricula and reinforced throughout nurses’ professional careers.  

Safety as a pedagogical position should be used to shape nursing curricula and orient 

education and learning toward a risk management and patient-centred safety focus. 

 
11.7 Recommendations 

In consideration of the findings from this research, the following 

recommendations are made for research, organisational policy, nursing practice and 

nursing education. 

Research 

• Exceptional violations be analysed to identify common influencing factors.   

• Routine violations be further researched to build an understanding of their 

nature and why they develop and develop strategies to prevent them 

occurring.   
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• Research to analyse the influences on developing and maintaining a culture 

of patient centred safety. 

Organisational policy 

• Modelling and protection of workload ratios is needed to ensure that an 

evidence-based formula to calculate the required number of staff and skill-

mix is used to inform budgetary decisions related to staffing resources.   

• Nurses at all levels need good awareness of and access to organisational 

policy documents.  Linking these to professional development requirements 

and mandatory competencies in specific practice areas would ensure that 

nurses receive education in relation to understanding policy and its 

implementation in their respective practice areas. 

• Establish and reinforce a no blame culture in health provider organisations to 

encourage the development of a safety culture that is focussed on preventing 

errors by analysing the latent as well as active failures rather than blaming 

the individuals at the bedside. 

• Implement straightforward and more accessible error reporting systems.  

Nurses and their colleagues are more likely to report error and near miss 

events when there are clear and easily accessible processes to do so.  Provide 

feedback for nurses and other health professionals on the outcomes of the 

analysis of adverse events and develop strategies to reduce preventable 

errors. 

• Supervisory relationships be formalised and levels of accountability and 

responsibility be formally attached to middle management roles in nursing. 
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• Organisation level policies require a strong professional development focus 

coupled with appropriate access to supervision, support and space to develop 

mastery of skills in a supportive environment.   

Nursing practice 

• Supervisory roles in nursing should be formalised to make clear where nurses 

can seek support and advice.   

• The role of mentors for nurses at all levels of practice should be introduced 

as a useful tool for nurses to develop reflexive approaches to practice which 

in turn would increase self-awareness and insight into practice behaviours.  

Mentoring also offers another avenue of support for nurses in a safe and 

supportive relationship. 

Nurse education 

• Nurses require excellent health assessment skills to practice safely.  These 

skills must be developed in combination with the appropriate theory and 

appropriately assessed through the course of undergraduate education. 

• Communication skills in both verbal and written forms should be taught from 

the early stages of undergraduate education. 

•  Nurses’ responsibilities for delegating tasks as set out in the Practice 

Standards (Nursing and Midwifery Board of Australia, 2016c) need to be 

taught in the undergraduate program and to nurses in practice. Introducing 

students to individual and systems thinking in relation to understanding 

organisations and error would be a useful way to introduce a safety and no 

blame culture to new nurses. 
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Appendix I: HFACS Framework 

 

Human Factors and Analysis Classification System Incorporated. (2015). The HFACS Framework.   
Retrieved 24 May, 2017.  Used with permission from the author. 
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Appendix II: Analysis Template 
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Appendix III: Operational Definitions 

Operational Definitions of Human Classification and Analysis System (HFACS) 
 Level Title Definition Researcher 

Note/Example 

U
N

SA
FE

 A
CT

S 

ERRORS 
Skill‐Based Errors Skill‐based errors are largely 

unconscious errors that occur 
during highly automated and 
often performed tasks.  
Errors in this category are 
often attributable to lapses in 
memory and/or 
concentration.  Also 
highlighted is the aspect of 
incorrect technique leading 
to skill‐based errors (also 
referred to as routine 
disruption errors). 

 

Decision Errors Decision errors are 
“intentional actions that 
proceed as intended, but the 
plan proves inadequate or 
inappropriate for the 
situation.” (2010, p.9).  This 
type of error has three 
categories: 

• Rule‐based errors: 
Occur when a 
situation is 
misdiagnosed and 
the wrong procedure 
is applied. 

• Knowledge‐based 
errors: Occur when 
an individual chooses 
between various 
plans of action but 
selects the wrong 
procedure for the 
situation. 

• Problem‐solving 
errors: Occur when 
an individual is 
placed in a situation 
that it unfamiliar or 
one in which no 
recognised plan of 
action exists. 
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Perceptual Errors Perceptual errors are an 
individual’s misinterpretation 
of sensory input (at times in 
environments where sensory 
input is compromised, for 
example, in poor lighting). 

 

VIOLATIONS 
Routine Violations Routine violations are 

described as those in which 
rules and regulations are 
disregarded.  This may 
include; incorrect use of 
equipment, taking shortcuts 
and, failure to follow 
procedures.  These violations 
are noted to generally be of a 
habitual nature. 

 

Exceptional Violations Exceptional violations are 
“isolated departures from 
rules and regulations” (2010, 
p. 10).  These errors 
constitute brazen and 
conscious violations 

These additionally 
include (in the context 
of this research);  

• Falsification of 
patient records; 

• Deliberate injury 
to a patient; 

• Administration 
of unknown 
medication. 

PR
EC

O
N

DI
TI

O
N

S 
FO

R 
U

N
SA

FE
 A

CT
S 

ENVIRONMENT FACTORS 
Physical Environment Physical environment factors 

encompass operational and 
ambient environments.  This 
definition describes tools and 
machinery as well as 
temperature and weather. 

In the context of this 
research study, physical 
environment also refers 
to: 

• Patient distance 
from nursing 
station; 

• Crowding of 
patients in a 
department; 

• Facility layout. 
Technical 
Environment 

Technical environment 
factors are defined as design 
of equipment and individual 
use of equipment.   

In the context of this 
research study, physical 
environment also refers 
to: 

• Patient distance 
from nursing 
station; 

• Crowding of 
patients in a 
department; 

• Facility layout. 
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CONDITION OF OPERATORS 
Adverse Mental State Adverse mental state covers 

a broad range of mental 
conditions affecting 
performance from transient 
fatigue, distraction and 
personality factors such as 
overconfidence. 

 

Adverse Physiological 
State 

Adverse physiological state is 
defined as medical and 
physiological conditions that 
affect the performance of an 
individual.  This category also 
includes temporary 
conditions such as colds and 
if applicable, the subsequent 
effect of medications used to 
relieve such conditions. 

 

Physical/Mental 
Limitations 

Physical/Mental limitations 
encompass any 
incompatibility and individual 
may possess with relevance 
to the tasks they are required 
to perform.  These may 
include mental aptitude or 
the physical ability to 
perform tasks. 

 

PERSONNEL FACTORS 
Coordination & 
Communication 

Coordination and 
communication are essential 
elements for safe operations 
within an organisation.  
Communication (and 
coordination) breakdown as 
described interpersonal, 
between work groups, 
between individuals and 
groups and management. 

 

Fitness for Duty Fitness for duty is described 
as the responsibility of the 
employee to arrive for work 
in a condition that allows 
them to arrive safely.  This is 
further defined as arriving for 
work having: 

• Had adequate sleep; 
• Maintaining a healthy 

diet. 

In the context of this 
study, this category was 
broadened to include 
the following: 

• Nurses working 
with 
appropriate 
levels of English 
language 
comprehension 

• Nurses fulfilling 
the criteria of 
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being ‘fit and 
proper persons’ 
(Nursing and 
Midwifery Board 
of Australia, 
2008) 

• Safe and 
competent 
nursing practice 

• Professional 
conduct 

U
N

SA
FE

 S
U

PE
RV

IS
IO

N
 (L

EA
DE

RS
HI

P)
 

INADEQUATE  
SUPERVISION  

Leadership is responsible for 
providing individuals with the 
opportunity to operate safely 
through provision of 
adequate training, incentives 
and guidance.  Inadequate 
leadership involves failure to 
provide these conditions for 
safe practice. 

In the context of this 
study, this category was 
broadened to include 
the following: 

• Failure to 
ensure task 
specific 
competency for 
staff in specialty 
nursing areas; 

• Failure to 
adequately 
supervise junior 
staff; 

• Inappropriate 
delegation. 

The term leadership has 
reverted to ‘supervision’ 
as per HFACS to reflect 
the healthcare 
terminology. 

PLANNED 
INAPPROPRIATE 
OPERATIONS 

Planned inappropriate 
operations are described as 
“situations where actions are 
initiated that put personnel 
at an unacceptable level of 
risk” (Patterson & Shappel, 
2010, p. 14).  The example of 
overworking staff is provided.   

In the context of this 
study, this category was 
broadened to include 
the following: 

• Poor planning of 
skill mix on a 
given shift. 

FAILURE TO CORRECT 
KNOWN PROBLEMS 

This category is defined as 
instances where 
unacceptable conditions or 
behaviours are identified but 
actions are not taken to 
correct them” (Patterson & 
Shappel, 2010, p. 14).  They 
additionally highlight that 
unacceptable behaviours are 
more likely to occur when 
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authority figures are not 
present. 

SUPERVISORY 
VIOLATIONS 

Leadership violations are 
deliberate disregard of rules 
and processes by those in 
positions of leadership.  
These violations may include: 
Violation of procedures and 
fraudulent documentation. 

 

O
RG

AN
IZ

AT
IO

N
AL

 IN
FL

U
EN

CE
S 

RESOURCE 
MANAGEMENT 

Resource management is 
defined as corporate decision 
relating to allocation of 
resources within an 
organisation.   

 

ORGANIZATIONAL 
CLIMATE 

Organisational climate 
encompasses a wide range of 
variables including: 

• Variables affecting 
performance; 

• Culture; 
• Organisational 

structure. 
 

In the context of this 
study, this category was 
broadened to include 
the following: 

• Enterprise 
bargaining 
climate 

ORGANIZATIONAL 
PROCESS 

Organisational processes are 
defined as the day‐to‐day 
decision making governing 
operations.  This category 
encompasses the creation of 
standard operating 
procedures 

This descriptor is 
modified for the context 
of this study as the 
creation of clinical 
guidelines and policies 
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