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• Registered Nurse with 
critical care background

• JCAHO

• ISO 9001 trained

• Quality Coordinator 
Critical Care Complex, 
Middlemore Hospital 
since 2008



but the reason why wasn’t what we thought



What you did

vs

What you should have done

If you didn’t document it, 

it wasn’t done





• Patient admitted with multiple trauma

• Night time agitation and restlessness

• Increasing agitation despite usual therapies

• Low blood sugar event 





Be curious

• Curious questions about how it 

normally happens

• Why it normally happens like that

• What are they trying to achieve



People generally come to work to do a good job

We need to understand what people actually do



• Aim Statement

• Setting targets

• Measurements  

• Process and Outcomes

• Collect Data

• Ideas to test

• PDSA cycles

Successful initiatives

• Roll out to other areas

• Provide a burning 

platform

• Educate staff

• Compare areas results







• Quality Improvement project

• Reportable events

• Root cause analysis 

investigations

• Routine findings

• Routine recommendations



Observe ordinary work

Observe without judgement

Ask curious questions



Work as imagined assumptions 

blown out of water 

• Care partner has more than 1 patient.

• Patients moved more than 3 or 4 times

• Moving to nurses station for closer 

• Electronic system failure for workflows 



• Curiosity builds trust

• It’s really hard to suspend judgement!

• It doesn’t make problems easier to solve but you understand a lot more




