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Patient 
stories Hazel was in hospital for a scheduled hip replacement operation 

in September 2012, and was returning to her bed from the 
bathroom during the night, when her crutches slipped and 
she fell.

She cracked a bone in the hip she’d just had surgery on, and 
needed to have further surgery. This turned a week-long stay in 
hospital into a three-week stay and had a major impact on Hazel 
and her family. 

Hazel says she wasn’t confident on the crutches she was given. 
“I think I would’ve been more comfortable with a walker, and I 
wouldn’t have had the fall.”

She says there needed to be better communication with her 
about whether she should have crutches or a walker, but also 
about her having to wait for staff to help her get back to bed. 

The fall and extended hospital stay put pressure on her husband 
and their two children.

“I was upset, from being in pain, but also at not being with my 
family and I was worrying about how my husband was coping.”

Hazel says she has been well cared for by staff during her recovery 
and rehabilitation, but is still feeling the impact of her fall six 
months on.

Hazel’s story 
– in-hospital fall

Hazel’s fall might have been prevented if:

• her clinical assessment had ensured she was confident in using 
the mobility aid considered best suited to her physical ability

• there had been better communication about staff being 
available to assist Hazel at all times (especially at night) with her 
walking and assistance to get back to bed

• staff made sure Hazel was aware that she could and should use 
the call button at any time, including the one in the bathroom.

In our health and disability system, people 
with extensive knowledge, skills and 
commitment are working together to 
deliver safe patient care. However, in New 
Zealand and worldwide we know patients 
are still being harmed, sometimes with 
serious and long-term consequences.

International evidence shows that by 
focusing on reducing harm from falls, 
surgery, healthcare associated infections 
and medication, and working together, we 
can reduce harm, make patient care safer 
and improve the patient experience.

The Open for better care campaign is for 
people like Hazel, Paul, Eileen and Gordon 
who were harmed during their hospital 
care. By listening to their stories, we can 
learn and improve.



Gordon was admitted to hospital after having a serious fall at 
home. During his recuperation in hospital, he was sitting in a 
chair and reaching for his walker when he fell again and broke his 
hip. Gordon’s stay in hospital was extended to nearly two months, 
and he now lives in a rest home.

The health care assistant who had been looking after Gordon 
was new and wasn’t aware of procedures, so she left before the 
relieving health care assistant came in. If she’d stayed, she could 
have helped Gordon get his walker without falling. 

“Hearing my uncle had fallen again while in hospital made me 
quite upset,” says Gordon’s niece Rosemarie. 

“Staff were really apologetic and did well to get him back on 
his feet again, but the fall should not have happened in the first 
place.”

After the fall, Gordon was moved to a room nearer the nurses’ 
station. Rosemarie thinks this should have happened on 
admission, when he was assessed as being at high risk of a fall. 

Gordon’s 
story 
– in-hospital fall

Gordon’s fall might have been prevented if:

• the health care assistant had known the correct procedure 
was to wait for her replacement rather than leaving Gordon 
alone

• he had been closer to the nurses’ station so he could be 
watched more closely.

Helen’s 91-year-old mother Eileen died in hospital after she 
was given another patient’s medication for four days. The 
error happened because of a chart mix-up in the emergency 
department, and inadequate checking. 

Helen took her mother to hospital with what appeared to be a 
respiratory tract infection. For four days, Eileen was given another 
patient’s drugs – including morphine and warfarin. She also went 
for days without receiving her regular diabetes medication.

By the third day, Eileen’s health had deteriorated to the point 
where Helen signed a ‘not for resuscitation’ order. Her health 
continued to deteriorate and she died. 

Helen and her family were stunned to hear about the mistake 
and resolved to do whatever it took to prevent a similar situation 
from happening to anyone else at the hospital.

The family complained to the Health and Disability Commissioner 
about Eileen’s treatment and their concerns about how the 
situation had been handled. 

The district health board involved has since apologised to Helen 
and her family, reviewed its systems and taken steps to prevent 
similar errors happening in future. 

Eileen’s story 
– medication error

Paul, a self-employed builder, was admitted to hospital with 
a broken ankle after a fall at work. Paul suffered a preventable 
healthcare associated infection to the intravenous (IV) catheters in 
his arms.  IV catheter infections are recognised as a significant issue 
and can be dramatically reduced by reliably using best practice 
cares such as hand hygiene, removing unused catheters and how 
the sites are maintained. Paul developed a blood stream infection 
and his hospital stay was extended to a month.

“I’m not angry, but I feel disappointed. There must be ways of 
preventing this from happening,” he says.

Paul believes that, on the whole, people tried their best. In general, 
he felt cared for by the nurses, although he says some were 
extremely busy – “run off their feet”.

Rachel, Paul’s partner, found it difficult to see Paul come into 
hospital with a broken ankle and end up with a life-threatening 
condition. The lack of clear information made the situation even 
harder to cope with.

“I didn’t know what to do. I was overwhelmed by the whole 
situation and didn’t know who to talk to,” says Rachel. “I was a 
complete mess, because I was afraid he was going to die.”

Rachel says communication from the health team could have been 
better – she didn’t know Paul had contracted a staphylococcal 
infection until she visited his GP after he left hospital.

“I’m no longer scared, but I would like to see things done differently 
in the future,” she says.

Hand hygiene is a key factor in decreasing healthcare associated 
infections.

To see a video of Paul’s story, go to the First, Do No Harm website: 
www.firstdonoharm.org.nz (resources/patient stories).

Paul’s story 
– healthcare 
associated infections

Thanks to First, Do No Harm for this patient story. 

To find out more about 
Open for better care, go to 
www.open.hqsc.govt.nz


