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RCA: Strengthening
Learning Culture from Incident
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How to Perform RCA

(Root Cause Analysis)
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(Root Cause Analysis)
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RCA : 2-Axis Swiss Cheese Model
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RCA : 2-Axis Swiss Cheese Model
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Root Cause (811%6311)

Root Cause
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The most basic cause (or causes) that can reasonably be identified that management has

control to fix and, when fixed, will prevent (or significantly reduce the likelihood of) the problem’s

recurrence.




Root Cause Analysis (RCA) / Incident Analysis
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Organizational Accident Model

Contributory Factors Care Management
Problems
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Patient Factors T Defenses
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Method of Analysis

Methods of Incident Analysis — Overview Criteria for Selecting a Methods of Incident Analysis

* Brshaneniedisifier lumsnzaudiuiy * AMuTULSITRsRUANITal (near miss TuRa1384191n potential harm)
gUAnsaImnUsTLAY e Tonafiazifing

o linazleitla nénugrunaztunaulunis o arudugauvasiaieiifinananisiingtinian
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Complexity & severity of Complicated & complex, No, low, moderate severity of harm All severity, including near-miss
incident catastrophic/major harm (in a short interval of time)
Source of information Multiple: interview, literature, expert Available report, selected interview,
targeted review of other sources

Time & resources Significant Short interval, completed by 1-2 individuals
Report Detailed chronology, contributing factors, Facts, contributing factors, brief context Valuable organizational learning

finding from literature/environmental analysis (recommended action & plan where

scan, context analysis, recommended applicable)

actions (plan where applicable)

Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework



Criteria for Selecting a Method of Analysis

CRITERIA AAR CONCISE COMPREHENSIVE MULTI-INCIDENT
Safety Assessment S,C,ore 1 1 and some 2 3 and some 2 1,2 and 3
(severity and probability)
Complexity level , . . . Complicated, Simple, Complicated,
(degree of agreement, certainty; Simple Simple, Complicated
: : Complex or Complex
number of interaction)
Team, Unit / Team, Unit/Program, | Team, Unit/Program,
Area of Impact Team, Unit Program, Possible Organization, Organization, System,
Organization System Sector, Industry
Ll il Low Low High Low Medium or High
External Pressures
Resource§ el .. . Moderate to Moderate to Extensive
Available Limited Limited ,
: : . Extensive
(time, financial, human)
Timelines 1-2 hours Hours to Days Weeks to Months Variable

uw.a‘ignv@uﬁ @:m"];aqa ﬂ%’uﬂ‘gomﬂ Canadian Incident Analysis Framework



Safety Assessment Matrix AUN15LABNI5N1991 Incident Analysis

Comprehensive Incident Analysis

AN : :
Comprehensive or Concise
Incident #i1in RCA auwd Tamaiastoasudiungs Incident Analysis
ajavlaiﬁ'aevi1 RCA 3n A Concise
usisinniuluvinnsusudsasnnsansilosduias Incident Analysis or
Learning from Defect
AN

AAR & Mindfulness Review

—mm
Multi-incident
. Frequent I
Analysis
Fairly frequent (likely) ——
lanaiing Occasional/possible —

Infrequent/Unlikely —

Remote/rare

2
2

R =R = N
R R R R R
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Proper Risk & Incident Management by Level of Errors

Near miss

No harm
incident

Harmful
incident

H

i
C
D
E
F
o
a

CPSI/WHO NCC MERP Index Proper Management . Am

Apply risk register Proactive risk management
Select serious potential harm for Prevent serious potential
RCA harm
Reach, no harm Select high frequency errors for RCA
Reduce frequency of errors
Require monitoring Try to create a culture of AAR
Require intervention AAR & mindfulness review
Require hospitalization Concise or comprehensive RCA

Effective error prevention
Early detection of errors
Effective mitigation

Permanent harm AAR & mindfulness review

IR RIS El M=l Proper mitigation
death Comprehensive RCA

NCC MERP = National Coordinating Council for Medication Error Reporting and Prevention

v
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After Action Review (AAR)

* AAR faunufinainnasinewdnu Wunismuniuvasnisinausuuas
Ufuinnsia walulinisusudlsenssiasinamseusuaaiunisaiidu
wadnuwazatansaslulaniilaniawmdsy

*  aaundnlylun1sin AAR

' a & & o °
*  AMMALANRELTUU? (NNAAWSUAZNIZUIUNT)
aQ » =Y dg!
* 9399 uannnoslsyu?
iv) What can

we learn
from this?

*  fanuuananeesls? ialudwanans?
o nladouzesls? asvinlvatuasisls?

o dnwae: Tuaan 5-10 wnil iviufiudadamanisa Tudauanaauvas
n13vienu luAugtAnisaidi no-harm & low-harm

* wa: WNANTHLNIUAN NSIIEUS KazENIZAUUUANIIANEANN
wla (Felusinsideysiunisly AAR vasiinainnisa)

Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjoq-2019-000646



Put Mindfulness into RCA

rAnumaIllusaune s lunisvia RCA wnase
d avan1ses (Preoccupy with failure)

* wiABvasIAIANITIETTaUnUluAIEsIANgY uiFaly n13¥1 RCA fidaesiilvalaanioe
3 wi3samson (Commitment to resilience) vietadiBememaiingtinisnl
* fvayauansianaadsansaniuiiedudymieiiauazaininaziin 1hlugnsuduussvizenseaniuy
visala sruunudieasiudgmlueuen
1 ang (Sensitivity to operation) ‘mﬂiﬁgiamaﬁmwumuim@m
e finmsusafiuanunsaviensiaduanuiiaung ﬁgamugﬂu,uuﬁﬁmuﬂ 99 mindfulness xi8anazaln
uazArBTinuitAwassls AR TansIsveIn Tl
4 mﬂﬁ (Deference to expertise) mindfulness wazidunsalfne

* {n133une aundnluiiueensls dveyaeszlsnaudnesualulawaeanun | dmiunisiln situation awareness
H 1ﬂiﬂ'§’azy (Reluctance to simplify)
* finsauajlazlsnnenuluniely adrsuasdadvazlsinuay
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AAR, Debriefing or Huddles

AAR

What was expected to happen? (Work-as-Imagine)
What actually happened? (Work-as-done)
What is the difference between these?

What has been learnt?’ (Reconcile)

Debriefing or Huddles

nunadInIs lasnsavazviaudaaiaaiiradreniaa (facilitated or
guided reflection) ViunuavinatinnIsal

iHunisnwaaaiaaAuizasdenufiitinasrnszurun1snNsunNul
1 a [ | 1 [ 74 a A Q/

stdauTuidn1s lnsnsavdrauaa uazdszuanatnadsuilge

a1l fiind11isusuiianuinnisaivinuastGenduluauvian

Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjog-2019-000646



Learning from Defects (LFD)

m Who was involved?
m What actions occurred?
m What were care team members thinking and feeling?
(Perceived benefits /rewards? Perceived pain points?)
m What were patients thinking and feeling?
m What was happening at the same time?
m What happened that had a good outcome?
FOUR BASIC QU ESTIONS m What happened that had a bad outcome?

m What tools or technologies were being used and how

1. What happenEd? — were they being used?
2. Why did it happen? T ————— g Patient / family characteristics

3. How will you reduce the risk of e m Psk f?:ctctws
- - | h | anirencon m Team factors
the def_e ct happemng ag?m? s et X m Knowledge & skill factors
4. How will you know the risk is oo, zeeoiooo.. mTechnology factors
reduced? o v oy m Local environment
- fedodoearl m Institutional factors

m Other factors

Telling someone Eliminating or reducing Making a process or
to be more careful distractions device “mistake proof”

https://www.hopkinsmedicine.org/armstrong_institute/_files/cusp_toolkit_new/learning-from-defects-tool.pdf



Steps for Incident Learning Response (or RCA) (@)E |
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Prepare for Analysis 2. Select an Analysis Method Swarm Huddle
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NHS England. Patient Safety Incident Response Framework (PSIRF)
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Prepare for Analysis 2. Select an Analysis Method

Steps for Incident Learning Response (or RCA)

Multidisciplinary Team (MDT) Review

N1SNUNIULABTAUEREIV1IVI1TN (Multidisciplinary Team (MDT) Review)

1. BumaBsuinngtimsaiiintuluefavans g ast wazenilazitunnusmesyaains

2. \flumsviraudlasgguanifeniu ‘work as done’ y30AMANTLIT KuMSd15I9 safety
theme, pathway %38 process 11 ANNAITNUNTATIINUNINIAGVBIR Y feauinlu SEIPS

3. Whmnedielilddoasusmfuieiuiadodouasdosiluszuuiiddy dumsyane

4. pnasinsnumunvszilsugiievseiludunamelidilaviunvesgdfnisal
N15YIUABLAYINY ‘work as done’:

na@en 1: 14 appreciative inquiry musiea1a1uuily SEIPS:
“fndoundulunauiuisasianing Hewariadutunauinfneslsaulunsiu?”

journey?”

NIBABN 2: 19LASIASIUNAUNUILALINU ‘work as done’ TaslgAmn1uiluLsazaIRUsenauYad
SEIPS gnaduszuu

Maden 3: wusiinsnyssyulue/nqudes uwavveliudazed/naudes auiulug/naueeslngld
Aaut azoAusenauvas SEIPS

NHS England. Patient Safety Incident Response Framework (PSIRF)
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Concise Incident Analysis (CIA)

Concise Comprehensive
Facilitated by an individual with inputs from few others Yes No
Conducted by a medium to large interdisciplinary ad hoc group No Yes
Time taken for analysis Hours to days Up to 90 days
Identifies contributing factors & remedial actions Focus to key factors Yes
!Drlnqp_le of incident analys!s (time, participants, prectlve & May not address all Incorporate all
impartial, thorough, reporting system & alert, evidence)
Factors in Guiding Questions How important is this factor in contributing to this
Patient characteristics incident?
Task (care/work process) -if corrected, would likely have prevented the incident
Care team — Caregiver & Supporting team -if corrected, would likely have mitigated the harm
Equipment -important for patient/staff safety or safe patient care in general
Work environment -didn’t allow the incident to have more serious consequences
Organization — Policies and priorities and represent solid safeguards that should be kept in place.
Organization — Culture How important is this factor in contributing to future
Organization — Capacity (resources) incidents?

Canadian Patient Safety Institute




Aggregate (Multi-) Incident Review

*  Multi-incident analysis tiun1snunaunatsy giansaluasafisatiu unuiiezdununiudiag
guAn1sal Tnsmsdanquatiinisandu themes (Mussausznaundounasiniin)
*  Multi-incident analysis ansnsalodmiumanisanaluidaintuluraiatdug samanyni
gURnsufiiaduaselusERuaSaUIunag
giiinmsndiluindunsenaguas
sy near miss
*  FBmstiewnsalenumunguvasnsisziiladarinlanaeds comprehensive waz concise
*  mslnsenbaunsaasensGeusiiaualusziunneesesansdslusunselaainissu
“Wisuifisuuagmvassuiieafunuuunuvasgiinisaiuas descriptive statistics
11 qualitative analysis L‘lJ%'EJ‘ULﬁ&luﬂ'ﬁl%mm@um%}aLaual,l,uzl,ﬁam common trends

Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjog-2019-000646






Learning From Incident : 2-Axis Swiss Cheese Model

. - o Contributory
usiaz CMP i Root Causes iixinnzogdiniod Factors Tier 5
Ext. Environment

1 ? Contributory o & . .
Orgamzatlonal Factors (&> FactorsTier4 FrwuuliaueInslmilu Swiss Cheese
Management . gl
AUNSLAATUAINATZUIUNTALANUIY 93D
— Contrlbu_tory Y U .
Ll chronology of event ABN1SNTEIIMIL
Local Workplace COnﬁutow WlUdteiianaialunisnseyinsies U1 wagnis
— Factors Tier 2 o = a :
Factors — Witk Taser nszhidulymmiaseasfiifinanglnily
Contributory SEUUAUAIRUTU
Factors Tier 1
Unsafe .- Ind@uals
ACt < > Substandard

Act

Assess —>-—-> Plan

Monitor & reassess

Educate —> Discharge

Chronology of Events iJuaaianaainisinsizrinisasyvinniduidanin (Care Management Problem)
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Active Failure / Unsafe Act / Care Management Problem

Uit iginAulanavaneves

Slip Lapse ARG TANENSLAIUtauiuoLls

(Wa1A) (\Waa) A1 active failure, unsafe act, care

management problem Jumadanumune

Error

- Mistake
(HANAA)

o) WernuLazaIusaltunuiule
HNA

115U situation violation 12383 NTU
Aaudusanazluly unsafe act?

Other Potential Change
(Alternative Action)

Violation
(aztia/dHw)

Situational
Violation?

Active Failure, Unsafe Act, Potential Change, Care Management Problem

fimunuslndideenn aunsalgnaunuaule
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Meaning of Terms

Error & Violation

e g s <
Error ANINAIANAS LUUULEDTaYa

- wan: ¥IAAaldla (attention failure)
Unintended
Action T SR % ' .
Lapse LNED: AUNATYNUNEIU NS (memory failure)

/,{ Rule based E:Iﬂ: "Lﬂ'ﬁﬂgc?@ﬁ;% 1‘8}ﬂﬁﬁbja lﬁL‘%ﬂQﬁﬂ?ﬂ‘ﬁ

K |
\ \‘[ Knowledge based | Ein: mwuiﬁ Joelaiwarudsiivdoy
Intended

v

X Action 0 a o o o =i = =
Routine s@inhnizan: vhasdihefigadeiloma

azdinwszantunsal N Tidleg likineauiu
\ ,[ Situational ¢ o o ou o @ M v
) amunmsal Wuaaieanaziliinudisald

Violation
Uszanmniauae: Liannavselaiaulanaiinamn

J

//

Reckless

nsazdin \\

) a 4d o o o w 1 o
Lﬁﬁmqﬁquuﬁnglq { Optimizing ATBIAEWDAILDE NN ALDINNANIBND I
< ¢ /

Source: James & Reason & The Human Diver!
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Jaunn1sannsaua (Care Management Problems - CMPs)

Furndl James Reason tauslildFil unuridn “nisnssviitlduasnsie” (unsafe act) wiosan nanee Wusidl
Uselewriannndt wazueasaliienassunsnsevhitlivaendefianiziaizadld (usemalneduiuiudi “qaudeu”
130 potential change FalAumIneFeIt)

Snwaigiiddnues CMP Ae (1) Wumsquadidsauuluanveuwnivasnfevessuitd (2) madeuvudinan
avdmalnenswselnedeusonadnsTilaifeUssasd

cMP Bugauduresmsdsmanuiiitedverlsfifidauieadeatng elifulamalagedvilussuy

9194U1 CMP 10U 3 anwauzde (1) n1sazidia (violation) (2) Ad1uAANWAIA (error) (3) qmﬂ?{auﬁﬂﬂamaﬁmm
(potential change) Fedlifiuwmeidman violddnauinuasuudnanziiueisls

Fregawes CMP 1y (1) lifinmsidhseSs dune videaslenseih ) ddilunsiftade (3) Ussdiupnudestianann
(a) desiotoyaliiieame (5) lidunaiurnuiinunfvessdesile (6) luldvinsnseaeunousinga (7) ldufiam
protocol Ainnasiuld (8) livernutiemdeiiodniu (9) hisfuguayaanslmisgraiiesne (10) 14 protocol ol
andea (11) nssnwiiasums (12) Wnsshwie (13) msdnduladiligndos
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[ ] “ 1
Nozlsnitlu red flag wanuazias 14
{ & . . s 1 I a . ! . .
dozlsNilw must-not-miss diagnosis uwanalailaraneliln differential diagnosis
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A235N13 monitor =15 UaaLNasla
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https://www.youtube.com/watch?v=NWL4kbiWypk

o 3 %
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Jaseise (Contributory Factor)

mnefvasiislduiliAnunngmssiuesstu dduiidfegtinisel Jyminisdanis
aua (CMP) nilatlgmn w3 9alanunilsge o1aiitladedevanaiade:

o Jadodugithe Wy msffielauinannieliannsadiladuusiile

o Jadoudmi wu nmsvaenuiseuszaunsalvosdmiiuiseu

* Jadunueu Wy n1seenwuuau N1siuasly protocol

o Jaduduiiu 1wu msFomsilifiseniradvihi

o Jadusuanmandonlumsiau wu Ysinunuiigsiinunivseidmidliime

* Jadpiumaluleduasszuvansaunediaansaingd

* JadunueIAng N15UTMIT warIRUSITY LU nSNeINIHaETaTINn

* JaduanuuTunan U WU USUNMNAATYEAALaTN 1IN

—G)@@
@ BCND Vincent C, & Adams S, et al. Systems Analysis of Clinical Incidents: The London Protocol 2024.



Errors producing conditions ranked in order of known effect

Unfamiliarity with the task (o ui'lsiduiae) X 17
Time shortage (‘lafitan nmnszﬁu) X11
Poor signal-noise ratio X 10
Poor human system interface X8
Designer user mismatch (A1t 13 linseAuserinvsaanuuufuegla) X8
Irreversibility of errors (AMNAAWAITA Lsid1INsawAla'le) X8
Information overload (‘léFuziayaurntauli) X 6
Negative transfer between tasks (n1sa1aTauseningaun lais) X5
Misperception of risk (ms%’uimwmﬁﬂoﬁﬁmwmm) X4
Poor feedback from system (ns&gviaunauannssuu'lia) X4
Inexperience — nor lack of training (a1eailszaunisal wiauan1sHnausu) X3
Poor instruction or procedure (afian1suficio1u'lia) X3
Inadequate checking (n1sas1adaulitneaswa) X3
Educational mismatch of person with task (ns@nmaasyrnaduIulinsedu) X2
Disturbed sleep patterns (sduuunisuaunaulilna) X1.6
Hostile environment (& wwiaaanii Litdugiag) X1.2
Monotony & boredom (AudtanasaNuLiiane) X1.1

James T Reason: Understanding adverse events: the human factor. (1995)
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5 Tiers of Contributory Factors

Kerm Henriksen, et al.
https://www.ncbi.nlm.nih.gov/books/NBK2666/#ch5.s4
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Active Errors

Knowledge Base New Technology
Demographics Government Initiatives Healthcare Policy

External Environment
Economic Pressures  Public Awareness
Political Climate

~B—

~—

Management

Patient Load Organizational Structure Accessibility of Personnel

Staffing Safety Culture
Resource Availability

Employee Development
Leadership Involvement

~B—

Physical

Environment
Lighting
Noise
Temperature
Workplace Layout
Distractions
Ventilation

~ B

Human-System
Interfaces
Medical Devices
Equipment Location
Controls and Displays
Software Control
Paper/Electronic Charts

Authority/Gradients

Group Norms & Climate

Communication/
Coordination

Local Procedures

Work Life Quality

Org/Social Environment

Information Technology

~—

~

Workflow

Treatment Complexity Competing Tasks & Interruptions

Nature of the Work

Individual vs. Teamwork
Physical/Cognitive Requirements

~—

Individual Characteristics
Knowledge/Skills
Experiences
Cultural Competency  Sensory/Physical Capabilities

Alertness/Fatigue
Motivation/Attitude

P

sub-Stana;ﬂ{‘-~—».ﬂgl:fgrmance
erformance

Acceptable

Preventable Adverse Events
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Contributory Factors = The London Protocol AsuusFua e 8 Bu mu London Protocol @waq

Imperial College London (2024)

* lliness ([complexity and seriousness)
Patient Factors ¢ @ * lLanguage and communication
. / * Personality and soclial factors
Tier 1 + Knowledge and skills
a Individual (staff)  J P Competence
Factors , * Physical and mental health
i + Professional values and behaviour
» Task design and clarity of structure f ’
e Task ¢ @ + Availability and use of protocols j
; * Availability and accuracy of test results | -
. ) ¢ Verbal communication
Tler 2 + Written communication
g ¢ Supervision and seeking help
° Team Factors ¢ “® ., 1oom siructure (congruence, consistency, leadership)
« Situation awareness and shared representation
« Staffing levels and skills mix , * Mutual support
* Workload and shift patterns
e Work Environmental - O ° Design, availability, and maintenance of equipment
Factors , + Administrative and managerial support
Tier 3 : » Physical environment
* Time delays ' »  Hardware (including design and maintenance)
4 *  Software (including design and maintenance)
Electronic Information +  (Clinical content and decision support
e Systems and o b. lluman-device interface
Technology ) * Integration into workflow
l + Data protection
+ Financial resources and consiraints | a
. Organisational, | « Organisational structure
Tier 4 G Managementand ¢ ~@ « Training and education
Cultural Factors | + Policy. standards. and goals
I « Organisational culture, safety culture and priorities
* Economic and requlatory context
Tier 5 e Institufional Context ¢ @ Healthcare policy
Factors | *  National and regional political environment

*  Links with external organisations

Vincent C, & Adams S, et al. Systems Analysis of Clinical Incidents: The London Protocol 2024.



Contributory
Factors Tier 5
Ext. Environment

Asuusdadpanvadu 5 du ([RranufAnwos Kern Henriksen)

Societal influence

Public awareness

Policy, rules & regulation
national, payors, finance, IT, professional org

New
technology

Design
Equipment & supplies

Contributory
Factors Tier 4
Management

Organizational climate
structure, policy, culture, management
system, leadership involvement,

Resource
availability, priorities
& management

Organizational process
policies & procedures, decision, staff/workload
management, support from central functions

Contributory
Factors Tier 3
Environment

Information,
education,
communication

Supervision

Physical Environment

Task design

Clinical protocol

lighting, noise, temp. layout,
distraction, ventilation

Human-System/technology Interfaces
IT, medical device availability. location.

controls and displays. software, charts

Contributory
Factors Tier 2
Work & Team

Nature of Work
work process complexity. workflow. competing tasks.
interruptions. physical/cognitive requirements

Team

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

olndividual staff factors

knowledge, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Active Failure/
Care Management
Problem

Violation

Error & Mistake

Potential Change

Chronology of Events

uw.am“’wﬁ ANTANA
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Contributory
Factors Tier 5
Ext. Environment

211N HOW to prevent unsafe act / CMP LWD¥ solution

Contributory
Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

—

Contributory
Factors Tier 2
Work & Team

Organizational climate Resource Organizational process
laseashe ulouns Taussen nTouAn Hudrnsesiieuddny | | ulsunouadisufus msdaaula mesdnsnsras
SUUUEMS oz lstheiimsusud Auvswennsoz lsiuds AMsatuaunYaIIngNag oz l57iAsUsy
[EC Supervision m;‘j‘;ﬁﬂ??;%ﬂw Physical Environment Human-System Interfaces
AsHNOUTY/ | ASAAUGUA || 3800 sl § uae @09 gaungdl | asUsudsiineaiuliisn Tains/azgeemso
Tidoyaozls otls orotocol ozls oA Ns3e layout | 19 visual erlsthe wiearlslaiviwana
Nature of Work Team

sssnTNATasnutudouiads azUsulse workflow ozlsleng
AR NSV IS MNST TV UNS DN AU a Lo tdlsaenals

msUsunsdoansiudiveslstne unuuniiensvin
Sedufoorls team awareness fimsiifoos ls

Contributory
Factors Tier 1
Individuals

Individual staff factors
YmaNIMISHANNS AR INY: mmmmﬁﬁ[umﬁuf LL’NQ@TQ LRAGAG
ANHANNNTOV N UTNUSTTH 02 ISANLGN

Patient factors

Hihouazasoumsiazvines lslsthawetloardu AE

¥

Active Failure
Care Management
Problem

nsnswvin/mssimdula/cognitive process
fionadswaliiAin adverse event

Chronology of Events

uw.am”@uﬁ ANTANA
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Contributory
Factors Tier 5
Ext. Environment

2-Axis Swiss Cheese RCA Template

Contributory 2 Axis Swiss Cheese RCA Template
Factors Tier 4 widldvuiindonavoufiAsdodlauiiui
Management uazTdTunnsimszviwoaia investigate

(uJﬁ'uutaﬁauﬁ1n1wﬂyﬁﬂun1sa1u WHY etf'\e])
521 steps/process filALNTaarv incident lauazidun
2) 52y unsafe act w3e potential change Tuusiazdunou
3) Tadanu WHY? mnamausaztuIes lsluamna iAo _
Contributory fiu unsafe act usiazn13n5evin (GuuuzhﬂagmﬂmawmaaLLUf}ﬁ'\LW}
Factors Tier 2 vaausiar unsafe act sananAdu anaasfiamnule u tier 4)
Work & Team 4) oalgEiann HOW? Hazvinagndlsiiailesdu unsafe act laglay

Contributory 1)
Factors Tier 3
Environment

key word wasusiaz tier 1wu azeonuUUTzULNUDENISIAD. . H

Contributory
Factors Tier 1
Individuals

Active Failures /
Care Management
Problems (CMPs)

Flow of Steps



Contributor - - . . .
Factors Tier‘é 2-Axis Swiss Cheese * Wwialou guided 2 Why & Fishbone Diagram

Ext. Environment RCA Template « Duiaflou Fishbone Diagram wselsfuszuszngaanmeiienuansuduudn
« Wwafleu 5 Why msezmsiemsidulusnuansiududensseu Why 1uTush

Contributory

2 Organizational process
H o o - r vad a o/a o/ Qs
Factors Tier 4 Tassadae wlaune Seluassy ASoURs esource ulsunsuaAsuaus mssindula nsdn

Organizational climate

Management 9RFIANAN NMFTAUVAUUYDIRUILAAN
Contributory Information B o des Physical Human-system
Factors Tier 3 Education Supervision ask design e e — interface

Factors Tier 2 Team factor = Task factor
Work & Team \

Environment Communication \ I |
Contributory l l l

Contributory
Factors Tier 1

Individual staff factor

Individuals !
v
Care Active failure »3a
Management Care Management Problems (CMPs)
Problem I

Chronology of Work process

Events






Cause and Effect Diagram

All events appearing in this diagram
are fictitious. Any resemblance to
real events is purely coincidental.

i

Caused by |/

Quality timeliness
measures have not
been met

Caused by J

Number of scans has
Caused by increased by 50% in last year

JPressure to complete scans as . i«
A quickly as possible ‘
Three scans behind
f and day not even
half over ’

Caused b

address if oxygen (or other treatments)
may be discontinued for the duration of
a MRI scan

J Ordering physicians are not prompted to

Pulled from original
design of the room due

; C‘ausedby
. to lack of funding

No piped oxygen | &5

Short 2" MRI Tech left

r >
fausedby staffed lcasedny duetoiliness

nsBouunuginesaslnfimaladadods
syuuLasANdIUssEnsadesananilad
Tu ST EN AT UFNYEINSHB I BUNAS
(hindsight bias)

|
P system in the
magnet room

)

ACTION: Ferrous
metal oxygen
cylinder taken into
the MRI magnet
room

Caused by /

Problem Statement:
Ferrous metal oxygen
cylinder pulled into the
bore of the MRI magnet
resulting in emergency
shutdown

Caused by

-

Patients use their own

IS a d" ¢ dl
mMadguunuiiidunidluesrdsenauiag

; ] | equipment
Cilused by Caused by , -
o2l g . ofl g o
- Lockalive cvgen | e I credibility, reliability e
Caused by cylinder ‘ T —__ | suite are not visually different . a ¢
it from ferrous iron oxygen effectiveness 999N15IATIEA
’ cylinders
e CPSI
Pre scan checklist used by | ¢, c0q by
Caused by 4 MR) Tech does niot address | = Not believed to be a need
the oxygen cylinder being |
usecﬁ
d
« Notidentified asa need | »_cause o
No ferrous metal > N? MRI safg(y
| detection system at ¢ “Used Y . - ¥ officer position
entry to magnet room ——y Safety inspections/rounds |
not conducted Crused by

1 s

-

National Patient Safety Foundation. RCA? Root Case Analyses and Actions to Prevent harm




Cause and Effect Diagram

ACTION: Ferrous f_:,!ﬁsed by
metal oxygen

cylinder taken into

Caused by

l Caused by ‘

Lookalike oxygen |/ ’

e

| MRI safe cylinders used in MRI

cylinders

“*J suite are not visually different
from ferrous iron oxygen

= Not believed to be a need ‘

4] Not identified as a need

o

_/L(aused by
tl Safety inspections/rounds

| not conducted

Constructed before zone
configuration was
developed

Physical size of the suite is
too small to accommodate
all 4 zones

/| the MRI magnet \ . Cousedby l cylinder )
/ room N
ff’ . \\‘_ . Caused by
Caused by / '”'\ ™. . !
/ \ N Pre scan checklist used by | . con o
/ 4 MRI Tech does not address
/ Caused by \ . 0 I
/ N ‘ the oxygen cylinder being |
used
Problem Statement: \
Ferrous metal oxygen ‘\‘_
cylinder pulled into the '\ Noferrous meta
bore of the MRI magnet detection system at
. . entry to magnet room
resultlng In emergency
 Caused by
shutdown N\
AR N "-\‘ Condition: The MRI suite is not Causedby JJ
\ N Caused b configured to have 4 zones meeting ACR Sl ‘
o recommendations T
"‘-_‘\ . \\ Caused b:.rh"-._,\‘
ca d'\-_. ., _.‘.\ \"“\‘
uee W\, Condition: The increasing strength of the
magnetic field is invisible to staff and
\ patients
' Condition: Belief that the .
Training and

oxygen cylinder would
explode and situation
presented an imminent
danger

emergency drills
are not conducted
in the MRI unit

Caused by

NPSF 2015: RCA? Improving Root Cause Analysis and Actions to Prevent Harm

Caused by

M,
.

/‘/ #

“Caused by

No MRI safety
officer position



Y931NAVAY Cause and Effect Diagram

Caused by

Cansed by

HARMFUL INCIDENT
OUTCOME

FATIGUE/
SCHEDULING

CRITICAL
INCIDENT

Caused by

ROOT
CAUSE

ENVIRONMENT/ BARRIERS

EQUIPMENT

POLICIES/

PROCEDURES

Caused by

Ishikawa (fishbone) diagrams ﬁéauﬁadumsimuaumLLasé’mﬂajuﬂa%’sﬁNﬂ walamelunsuansmnuduius
fidurouszmnadade

Tree diagrams o1aaziidnuazidumuduiusdaaunsanniull (too linear) waztop-down
approach onaavilmalafialues relative importance 184 ﬂa%’aﬁama

Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework



Constellation Diagram (LLNugﬁﬂ@:uma)

Lh.ll'rt‘d but
not formally
reported or
investigared

Yellow
procedures

No

M standardized
i‘

Code Yellow
not fully
implemented
when resident
first identified
as missing

CARE TEAM

Communicarion
lacking berween
team members
when resident
first identified
as missing

Code Yellow
not called
when
resident not
in room

EQUIPMENT

ENVIRONMENT

PATIENT

Cognitively
impaired;
elopement

risk

Assumptions
made re

resident’s
whereabouts

Electronic
‘ bracelet

instructions

provided with

responded to

aff are
“desensitized”

constellation diagram taa AN UFUWUS
vosiladunasie (contributing factor) %50
root causes Njannn 1 Jady

Lack of
standard
expectations
re resident
status checks

Similar
appearance
of devices

Monitoring 3 month
braceler device used
was instead of
expir=" 12 month

S[O |Ll- c'd

No internal
process to
ensure device

exit to access
the staff
packing lot

Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework




System Engineering Initiative for Patient Safety (SEIPS) Framework

WORK SYSTEM PROCESSES OUTCOMES

Tools&  Organization
Technology ~C

C@

\ Internal
Environmen

) B

External

SRR )

SPUUNU Usenausiennasdusenaunan taun (1) dwindeunisuan (2) 83Ans (3) dunaeuniely (4) insesdlowazmalulad (5) 91 uag (6) uAAa

Patient Safety Incident Response Framework (PSIRF) NHS England




Work System Explorer |

’/Tools & Technology
Characteristics such as:
+ Usability
+ Accessibility
« Familiarity
* Level of automation
= Portability and functionality

\-Maimenance (outdated, malfunctioning) /

/T asks

» Specific actions within larger work
processes
* Includes task attributes such as:
» Difficulty
* Complexity
= Variety
* Ambiguity

\ » Sequence

~

Person
* Individual characteristics:
« Psychological impacts (e.g.,
frustration, stress, burnout)
» Cognitive factors (attention,
memory, confusion)
* Preferences, personal goals
* Knowledge, competence,
skills
* Physiological factors (illness,
dehydration)
* Physical strength and needs
» Collective characteristics: team

Kcohesiveness /

External environment

Societal, economic, regulatory and policy factors outside an ]

organisation

@anisation \
= Structures external to a person (but

often put in place by people) that
organise time, space, resources, and
activity.
» Within institutions:
* Work schedules/staffing
* Workload assignment
* Management and incentive systems
» Organisational culture (values,
commitment, transparency)
* Training
* Policies/procedures
« Resource availability and
recruitment
= In other settings:
» Communication infrastructure
= Living arrangements
» Family roles and responsibilities
» Work and life schedules

.

~

« Financial and health-related
\ resources

/Internal environment
Physical environment such as
characteristics of
» Ambient environment: lighting, noise,
vibration, temperature
= Physical layout and available space
* Housekeeping: cluttered, organisation,

\ cleanliness

/

PROCESSES

Tosk& a..::‘rh\ ~
Tachakogy \ y
é @ - |
| .
R \
o b--w-(-},' b /
\\9 2/ N
T

/ Desired Outcomes

System Performance:

Human Wellbeing:

Appreciative inquiry
question:

The SEIPS model sets out

\

desired outcomes— what are

you aiming to achieve whe
you deliver patient care?

-

n

4







Incident: Delayed Dx STEMI

anmeTsUIRngeRanTiua e INTDIANEIEDINNIN

. marAufiamulasguinig — Onboarding
Tier 4
L ASEUIATL
shatnsaldnuduiuinnvas template S e
Tier 3 ﬁxungaaummamﬂsm anunvin EKG 1S9 EKG
laiiBasionsdoans AULAL anslondudils TR
***** Janwmssioriuludsiv
lifiuumenmsdansas nsAoansludiy, |if s=uu buddy
Tier2| atypical chest pain, ST, AnnTUTeAL i work Tu
WUUWDANENENA A", hifissuudinena FAlugIs96nL
1 v [y} I
! onRaAuitulnudle ! i
AU VINVINBE y 9 < wnneg ER a1m
Tier 1 v WHIUIAIWLINANN unmef il s ol S
ler anpiegin Tonsi LajlZA A 2nd opinion AMNAULULR
sy GERD akpinebtd
, | o1aveh i ek onRaziinanumsludiuFenriu
Screening error ¢ Delayed EKG Delayed decision (MD)
Care Management Problem
Chronology of events
Screen » Assess — EKG — Consult MD » Diagnosis > Treat




Contributory
Factors Tier 5
Ext. Environment

Asfistoantudhdoltanuddryruanuduiusiuaca

usiaz Care Management Problem siasflanmsiannzwouiuies

lalmnsyumuanmssine snuuwnTuniosnusziutu Insbiduiusiuusiaznmsnsvin

Contributory TEHUSTIN
Factors Tier 4 / ra—
Management mfm{“
Contrlbujcory nMsinausy lifinng naflnausy
Factors Tier 3 /Uguiung aanuuuly /Uguiling
Environment \
Contributory
Factors Tier 2
Work & Team
Contributory . \
Factors Tier 1 ANNT FuUduso lRBAG
Individuals \‘
2 L v
LWNWETA unwnguszan lsisianswe LN UsEE AL -
Bathlisrids M ¥ wdnsly
Usnndedia [+ thwdou [s @dutuain liarvinie bl Bugugae || D700 [ WewIa
CRIRLRARE 2aGIAL WWnEUENEN Y9Lnduns Uangu LAl il
Care Management Problem
WAV uANgUsE - Y
Jsmndeda bsl  thiudan R ddludasn | wndans | | indwns T
' s Tudesen |7 nuvmusnds el p¥ Budhn

Chronology of events



Contributory
Factors Tier 5
Ext. Environment

2-Axis Swiss Cheese RCA

Contributory
Factors Tier 4
Management
Contributory PR ®}annin p—
i WUIUHUR WL UR .
II-'Eact.ors Tier .3 A SN ANDUSH
nvironmen FIAL
—8 '
Contributory UV Double
Factors Tier 2 ANsda4da1s check
Work & Team / /
Contributory M
Factors Tier 1 s e
individuals $5IFU $5IFDU
' v "l "l V \ 4 Y
WndUNsIReN i l6lin M wiu V Intern sugn aaV
Substandard Act wfiuniely 3 ASUAUTILAN nnGLou Taugusido Pt intrathecal
M (f.4.90)
WeIUIAU T = . - -
” = wRLNda M “du M ann LP i WREUNAR Intern vin LP Intrathecal
Flow of Steps WNATIRL U;,::%fa ™| intrathecal aunIoN P duga [ MBaes wazsugn | ] tnjection




Principles of Incident Analysis



Principles of Incident Analysis

nh —

o U kW

msssudannaUinmsal ansrauanuaSalshoondevannmasieluil
anulusdlauazmnuailnsuRnweu (transparency & accountability)
AsVNNUINAushoaNnuLazaNuiudn (engagement &
partnership)
ANTROVAUNRENMINZANAURMSaL (proportionate response)
T8msiBeszuv (system-based approach)
mMaAsandiiAeduaatiusssu (fairness)
ANSREUININAU (shared learning)

o 4 Aa ~ s v e ¢ 1 6 A A A v
uw.am@uu qnq@lqa (VW19 2568) “Liﬁl%;ﬁ)']ﬂi!ﬁ@lﬂ’ﬁm gaoﬂn‘m%ﬂmanﬂﬂ'\ﬂa”



ow e 3 %
1. Transparency & Accountability @) 4

enaluslauazruailnsuRaweu vih WiAaeulindavesdsnusioaniuneuna

1. anallusala (transparency) amuwmmaawasmymmmsmmLﬂmm AIAE) hazAFE L LANG
69 71 b6ingzvin lWuduaziiazinsio amqmﬂﬂmmmumaﬂw WAL ATOUMDD LLawummﬂsmﬂmmaﬂu
mmmfiaﬂu

2. ANuailnuNaoU (accountablllty) amuwmmau%mmmawmgamqaummauwama
nandssuaafionaufndususthy uranns fvinnua g LLa”NLEJUN\l‘U Luawmsﬂmuaumm
amuwmmaawmLuumfsﬁUﬂuLLawLLﬂ‘”Lmﬂﬂgmamqmumw Lﬂuﬁqﬁma&mw;’ﬁ[‘mu'smswﬂmumg[a
Foaninasdnsazujusisioavinsaliaduuivelinssiosnmaduann Wusssn anufissul’

3. masshilumseeaiuvind (act in a timely manner) anunwsnuiaazsdfiunsud lodaym
DU WVUNNT TNMFUDUBNIYANNIUVNADUF N UANITENLHUANT I NDTHILIU

4. maiuadsiuaNudReyvasmMsenliiug (prioritization of action) @aanunenulad Inue
AFuANNAIRYaInssTinASRDLA Triuazinassusnen s URLAT R A NNEsswveeaiia
asfignuaz luRufianinsaUsuusldunnian

5. Fmusssuanndannsiy (safety culture) IWunaminvasr oy IReAG ANNENNNTOALAZLUULNL
wofinssuvasuAmaLartasnan AsliiAamnulindadiuuazsu suganudrdasiudu waziulalu

U52dnsSwaeadussN1sloani

@@@@ v ¢ Aa A - v PN ¢ 1 6 A cﬂldly GL”
e %W.E]‘qu’)@ll% qnq@lqa (VW19 2568) Li&l%;ﬁﬂﬂgﬂ@lﬂ’ﬁm gammﬂmmana 7179 19
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mavhausufushoanuyniuazaaufuau Duvisnmsifononuazvin T ldsudoiiiaais
ot sousu Nuvialdsulssloviannanudyueinu

1. mavhanushiusud ldsunansvuannmsmeal shoanuussuazen 1ald (compassionate
engagement) ety AsaUAsY uraNs WadnsisousuionsduduiAtnduavinsal wievin
anutTa paudoandy Yhuwmdadunuzmuanu Ty wazfiunuwmlunsuiunsiesed Junns
Fhsmesudanuninsfiefianundon lesdandnnssieluil Auslvudianunansetnebs Tef
B sfidantu Airuanawulsfimanzan IiAusfiuandoous foansotedoau lddunnides
uflofurmdaiiaags nnAuduurastoyafinnunuy ashemnudusssulvnncie

2. Mafld v fuiidudinenalunuvesaen (field expert involvement) faufivinau
Dufidenanalunusaue uasfimuddaysionsusuusessuy

3. 'Jmuss‘suvnLﬂﬂn‘i’wquaum'ﬁﬂmm'mau (open culture & confidentiality) msiin15a379
’)W‘LLSTSNMU@H']F]‘S Jhe aua wazpseumssdnvasssufiasssauatfinsalfiiAadu mMesnen
ANMNFUTIG MWT%@L‘UW‘S’JN&’W’YSE\‘S’]UQ’]% LLawLLﬁﬂdﬂ’ﬂﬁJﬂ@L‘M‘LLLﬂU’JﬂUﬂQQULOEﬂ@@QUWﬂNjﬁﬂ
Uaomss onafimsasunulu confidentiality agreement iwiaigioulainas lsvindoyaludaine

@® uw.awial gnadna (@wiawn 2568) “wSanionaglianisos govdnsfinnaiiali21919” fian: NHS England PS| Response Framework
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MAamaUauasathaninzan vin IHARUTANBMWIUNNTADUANDY YNIMANNNENENNLAE
nswennslu TudeiiiAnuszloaniageagn NHS England wsnsmavauaadu 3 dnweus

1 Msougannatiinmsal iievhanuth laAses lsdu ineduatnals inadulsioenals a
Yosrfulsothils Aennslainsosdoniisunii RCA nda incident analysis Sionausntosaanidiu
doanad AadiugUuuy (comprehensive) wazwuunszeu (concise)

2. maluitmsusuusnssunumsvinnu dmsuwismsaliisiulainfidneaismioury
mmmﬁmmmeLﬂ'ﬂmaumﬂammmum & lidnTudewinmsimssidh ustsalUAnTrITNg
U‘i‘mJ‘NLwaﬂamumimmmmmimsﬁw ‘WmmummmLsmsimwawvlfsmamummafsq (work-as-
done) LLammwﬂﬁuaumummaﬁqﬂmm';[uaummm's (work-as-imagine) T¥iTudasiendiu

3. mMesuasmMWin gy s s siiunliushonsieasimulsadundn (thematic
review) niomsimaziauiinsalnaismenisalsiudu (multi-incident analysis) waznnsuog
lnaluTusuranshie horizon scanning Saifiunmsuszans [douranenans (foresight) unTsTu
nsAansaimnudssiiasAnduluouins

@® uw.awial gnadna (@wiawn 2568) “wSanionaglianisos govdnsfinnaiiali21919” fian: NHS England PS| Response Framework



4. System-based Approach @

1. [8maideszuu (system-based approach) fianmsmnsiaaoussdisznoUDadszUU wazvin
g lansWeReriu (interdependencies) NusiazasdiUsznaudnasiofuuaziuotgls ns

Aameruilasfinansuusionnulasasovauithoasndls dungnmsrinuaindosdnmsidsuudad

Ainsalviu wduindasnu (monitor) WssnssiumNUanaAe

vsnsgumwillu complex socio-technical system Usznaushoszuuanu Afinasio
AszUIWANS FaTdusinuanadns lasszuuanulsznausiunnasslsznounan baua (1)
Awnedoumouan (2) a3dns (3) dawedounslu (4) wsasfionazanalulad (5) 9w waz (6)
URAA Lhae ausatnnoerUsznouTinTaTu 5 %umaivsmumwmmmm Swiss cheese
model

2. wadnsslusuuiidudoustniBudsiiauin (emergence) lilanansnasvouluidu
wafnssuuadusiaraedUsznou wazinliidulusnume ANFIATIALBILAG AT AU UL WA TN
Tdiipeanwafiazunszsumnulanasenuiisiosns

3. AnudBauarmnud RN NNURaLRnAu (equivalence) Hudonuunfivsedn il
msaulausianduman wsildlainnuussiduimnuusysnuetndssie ssuususiasnovauod
siodawianilornals

@® uw.awial gnadna (@wiawn 2568) “wSanionaglianisos govdnsfinnaiiali21919” fian: NHS England PS| Response Framework



5. Fairness

A A SR~ 6’&1 v A v
1. Just culture LﬁJ@Lﬂ@QU@]ﬂ’ﬁmm% ELﬂEI'J"]J?N

A Choice: Risk Believed
Insignificant or Justified

lasumsUidesnadusssn sumgauns tign

Al 161070 46093 UAATaLRan N NRNRAIVEITEUL

;9: 1 o
%G@%VLN&JQ’W%’WQ’JU@]‘&J

2. Local rationality ﬁﬂuﬁﬂuﬁdﬁﬁ@’iﬁgﬂﬁad
HULAANR ANNLTNRNY ATNANNLTN R

AN,

ROTWNIOL LLazmaJa;@auiwaamﬂmimmzﬁfu

o A [ o @ o [~ 1 Y v A o
un.aiiai gnudna “RCA nuanasgwdanIudaanalasant” @ 19.8¢794U WNIUG ABUIUTU NTINWY (21 WOBAAY 2568)
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2 e
Mot

mMsRasandsiiiAaduatnafiusssu (Fairess) shonsufvisionafinssunionsnszvinsneg ot
Auwnanwa (just culture) Toman local rationality uasweneuvinaNEh lanufivihadeinvinesndls wela
Sevinauiu

1. Just culture (HoiAnaufinsaldu Hidudedsdsunsuiufiootnaliusssu anmaauna Lignnav Iy
FassuRnvaUsioAmNNANMANIasTrUdInuliisuamua

2. Local rationality ©jauvinTudefiAningnsasanmana snuthuany snuanudhlaaanunsal wazena
anaulazaswnen Tuaaaiu

3. Work-as-Done wenenuvinanuid lainanuiivinasadiueendls Wunamnandasoe: lsthe uazazusuau
(reconcile) Taudivinaserfuanulueln (Work-as-Imagine) Judasonduleaasnads

3.1 Trade-offs efAusiassanuanidouuvesnaiiosudonuiihuuofidaussiu amududouvesssuuuas
Anulduduonyasdnndou

3.2 Performance variability analsiniusuvesglasdiazanunmsalvia Wsaefinsusuisnisvinau «u
nioAanTsNIAsNAUSoaal performance fiuansineriu Sududosvinanuig lamnuudsusiuwes
anumMsaliazngfingsy Rasaines lsAoderiRasasduas limaUseasd saudeszauiivonsu b6

3.3 Demand and pressure vinauigh lanaannavasdsossuutazmnunasuiidsionsuguanu

3.4 Resources and constraints WaseUANNIRBINDVISNTIANET ansauma daANNaNNISn 1e5o9lo
NINENNTDUY hazmNNmINzaNYaIngsedou/dosindus

[ a Y awa ¢ 1 3 {1 ] { . . .
@ un.awiatt anadns (@wiaw 2568) “i3an3anatianisal gasansfivzetialia19le” 1w Canadian Incident Analysis Framework
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mMsBpussnru (Shared Learning) nmsudaduunidouiiisousainavfinsalsing iwwetlosiu
sususioritholuauns alussdng ssnineaanunenuna uasAudias

1. meatadouluBinagusitellidansipusiidanuvune lasRansainii (1) mnuwaianas
waauuet] (human error) L?Jummsmaaﬂa;m"(mxuu ﬁT‘ﬁﬁ’]L‘MG} (2) L‘T;Ju?{qzhﬁaﬁazmmauax
U "NuluIuauinig” (work-as-imagined) Ay "NUvinase” (work-as-done) (3)
Foranauunionsusulsdslufinnsusulsuazeanuuustuulna (systemic change and
redesign) snANTNNaNSUHURNUYDIUARA

2. mMasuimeulussding "l@LLﬂm‘iLLmﬂwuauamﬂm'ﬂm‘ﬂv%uwwmmiwmemy AFOUM 0
Twmm‘smﬂuwumLﬂmaumm‘smua wﬂgummauq Hssauatiinisal sanviemsnumuunisou
TudtyAiessf finusmsanudes WAL URNTD9RNT

3. MSUUTUUNBBUTI A UNENUNE TNV BNULAnSBUSssuen@ (National
Reporting & Learning System)

4. maidoyaundinn asianizatefanselfmansaliniufisusvesdinu

5. MavumuiRelsUUNAsmMwYasmMs e atiinmsal

@® un.awial gnadna (@wian 2568) “wSan3onaganisos gosdnsfinnaiial121910” fian: Canadian Incident Analysis Framework



Learning From Incident

Q/

1. iunnifea@n ok

ALANTUIBINDUSIMNANHLE LW

AURaNgIUNNENIALIYa N NS US

Wl hsLazAsauAsIILla 5T
TeuveNTalignNTzuy

2. Team Reflection

* v AAR viufifivin ler
o 1Anerlsdu Wiulonausuusaesls
o IMFAaNITal IIFUNNSDN BNG
(18%) B nialy

3. Self Reflection

o ANNBNUsazALUUTNDDNANN 2 AXIS
Swiss Cheese RCA Template sna
AL YRInweY Meludniudu

4. Formal RCA

1
1 v =]

e slaufinsusuusesuuialfilainae

9

LilAawmnnsalvinuaasionfusdn

ATUSLLNNEIEN a@ﬂsaw BIUNATINNTUR 2567



Learning from Incident

Timeline or
Sequence of Actions

Private Inquiry ——
: : | Psychological
Local Rationality Safety
Ack I : L
¢ r.u.)w efige — Detailed Cognitive Process
Positive Side l

Find Out How to
Prevent the Unsafe Act or
Early Detect the Problem

uw.aknv@&lﬁ gm"gaqa “Building Quality and Safety Culture for the Future Sustainability” (n3nj)1ad 2568)






o Y o (9 VY v d' A' o
mwaa@mmy‘lw%mamuaLsaJ‘m RCA

AaAa (V) [~ 1
MMInanglsa 1l Adverse Event #3817

o o o L Y ‘l e .
AMNFNNHSNUINITVBIHI 28 il azl5@a patient harm

[~ ([~ o A P=| Y Gl
mwLﬂumqm%wa‘lummma%‘la fiananuIsszaule
o a o dﬁ a ::3/ = ~ - -
A5 UIYNRANENLNAD az15Aa error %K3a incident
/= I | 1

p V] 1 & c -
(AR BNz a8 lann) a1 baitilw azlsAa error 38 incident
JwuI9szaule (actual)

azls@a potential harm a1fisgl

Diagnosis

Level of
Harm

Patient
Harm

uw.agn”@uﬁ qnqﬁqa “Patient Care Process Design: Learning from Incidents” ﬂ’l‘sﬂizﬂgu Provincial Learning Network 7 TUINAN 2563



RN

TWABWUDINIIN RCA (&)

K2 & :
s H ANzt

Il. Determine how and why it happened I. Understand what happened 2. Identify potential

change or unsafe act

3. Proactive fact finding
(listen, observe & investigate) HINDSIGHT BIAST 43 - Taaiannanauasnisanosdannas lwnns

{ { & %) 1 o a
wiyaddeniidulamanamw laglaidvui
HA

u
. =~
3¢1] potential change @1& care process %38
work process AILAAWIIABAIUAN

ALy
oL
W

%,

(1) NUNIBLANAITNLALIVDINIANA (2) SUN
v A Ly ' Yo v
\devasdiigidasidszavesls lasudayas
azls wlamanansadiels dasnsacls &
dasnnazls (‘l% empathy map) (3) 1% guiding
question %38 5 tiers of contributory factors to
A v o
AE tiaawn1iaasnalng

U v q' o
1o scale 1@, WEWNNITNIZN
VBINNAITDIAILANY

¢
ADHNITOh

4. Identify root causes / 5. Propose creative solution

causal statement e o p 5

slﬂjﬁaﬂ human factors aammmwaﬂadﬂ%

#osanidseslviluwlsimsilasiu lll. Develop and manage lrnaanasrnulnts12m i lmsaun
azlsting recommended action Tawmanzaain

[ a a ea v .
muwmﬂvlﬂﬂﬂamﬂgumuh WA (action)

Aaszvinaslnizasuaas potential change
ws A a < .
T gontaanan1in mindfulness

11/7% %9 Iatent condition #3ailavuasAns
[~
T wasqﬂu,ﬂu causal statement

s = o

agf@uﬁ AnT@Ana (13 Fwaw 2566) Uian “anwdu mwﬂaaﬂﬁ'ﬂwaaé’ﬂ'm” @ 3™ Mini-conference mmﬂaamﬁ'ﬂuﬁﬂm 068 ﬁay"L@Tﬁﬂﬂu (2558)



t:i d' U Q? [V

(1) NUNIBLBNFIINLNLITDINIANG (2) TV

Wordzsasdingatasindszavazls lasy

Payansls ulannanangadiels aasnis
s Y o [-%] v v
azls fivasnaazls (1% empathy map) (3) 1%
guiding question #38 5 tiers of contributory

factors to AE Lﬁaﬁ’%mﬂaﬁ'ﬂﬁam@;

3. Proactive fact finding
(listen, observe & investigate)

UAaWVDIN15111 RCA (U31159) {

—
2. Identify potential change
or unsafe act

/

4. Identify root causes /
Action Hypothesis

Na1smIAsaslul twlsinisilasnwazlsiing
Aaszvinaslnivasuaas potential change
Tu1% 19 latent condition wSailadaasdns
Lﬁﬂ%a‘gﬂ 151 causal statement

5. Test creative solution
with PDSA
BB

Do

@@@@ %] 6 ;a
NC_ND alzll, N b G;m"lz@flﬂ (18

Fa)

U 6 =% U (-]
1% s lasiarnanfnasn1snosdannrad lib
~ A & V) 1
nsnatldswiduwlanianmm la erlal
ATRHHA
i potential change A care process ‘Viia
ork process CARTTLT- (TRTLTNE ) PO o

1. Map story & timeline

'y v A °
1o scale 12a1, WwNN1INIZ
VBININEIVBIAIVANY
#0%N1300

1%%an human factors aanuuutailasni i
CYPE o v e & ° v e & o )
TR YA TIINU L#AL52T% N 1RSI 19
ANIZENDY
wunaalinaassilfinawlana (action)
Tgsnaatian It mindfulness

QL% 2567) “RCA f9snadeligutan” @ HA Regional Forum Chiang Mai




Steps for Incident Learning Response (or RCA)

o
3 3
1 (F)1
% Ny F
: :
3 S

%
®
?"('z % R
0 TN

Prepare for
Analysis

Initial
Understanding

Proactive
Fact Finding

Analysis

Creative
Solution

Action

Learning

1. Initial Chronology of Events
- 2. l|dentify Information Gap

3. Identify Potential Changes

4. Prepare for Fact Finding

1. Confirm Chronology &
Potential Changes

2. Contributory Factors

3. Statement of Findings

1. Action Implementation

2. Monitor & Assess

U g Y

[EEN

B

o )

el S

Preliminary Investigation
Select an Analysis Method
Identify the Team

Coordinate Meeting
Just-in-Time Training

Document Review
Observation
Interview & Focus Group

Recommended Action
Outcome Measure
Approve & Assign

Organization Learning
Feed Forward

Inform the Public
Quality of Analysis

uw.awiad gnadna (@wian 2568) “waw3onatanisos gosansfinnsaialinngle” fimn: CPSI, VA, NHS England, London Protocol



1. Map Story & Timeline
(Not Storytelling)



Contributory
Factors Tier 5

Ext. Environment

2-Axis Swiss Cheese RCA Template

TS Tunszanuva
Contrbut TEhuaFoaflonaunu
ontriputory ‘[‘ﬁ;a = W
. UUunNnada
Factors Tier 4 v -
Management Tdaguwam e
. p f 1. Preliminary Investigation
Contrlbufcory T:;;ii:r 2. SeIec’F an Analysis Method
FaCt.OrS Tler 3 . Initial Chronology of Events 3 Identlf.y the Team
Environment Initial e 4. Coordinate Meeting
Understanding | Identify Potential Changes 5. lust-in-TimeTraining
Prepare/for Fact Finding . DoturierntRoview
Contributory F:;O:ic::;ﬁ - 2. Observation
Factors Tier 2 = Co firm Chronology & 3. Interview & Focus Group
. Identify potential change Analva
Work & Team or unsafe act .
Craative ent of Findings 1. Recommended Action
Contributory 3. Proactive fact finding Solution g 2s;i2\r:;e&M::;;rr]e
Factors Tier 1 (listen, observe & investigate) oo Action Implementation
Individuals . Monitor & Assess 1. Organization Learning
L - 2. Feed Forward
. ; Sane 3. Inform the Public

Care 1.Map stary &umeline 4. Quality of Analysis

Management
Problem
Chronology of Jduii 1 52y chronology of events: steps/process fAudaeriu incident lapandun
Events m‘mﬂumm‘iumu LLaw‘IJ‘S‘U‘IJ‘NLﬁJavlﬂ‘i‘U‘r‘JE)ﬁJaLWJJLG]EJQ'\ﬂﬂ']‘i‘I/I'] proactive fact finding




Map Story & Timeline: Initial Sequence of Event (Initial Flow Diagram)

Nationa

o @ ¢ A £ e @) . A A a & .
* AN1AULKRANITIHLUDIAWK (initial sequence of events) 11 outline BILIDITIINLNAVWIN the first

known fact Iﬂ%%ﬁd the final known fact

o @ ¢ & v A I 'y a A ~ -y v 1 A = ey
. mmJmqm‘smmam%%a:mﬂslwam%nﬂunnﬂummwLm‘lmmanwnmmaﬂsw% HANLALINIS

6 (>
Ltﬂaﬂ'n&mmﬂmqmsmtﬁmnﬂﬂwuazma
o o o @ 1 a 1 a [~f o o @ H 1
. miaﬂ‘mmﬂum@;msmﬂaﬂsmﬂnau azlsinaauan iWnanaandrannazslrglnnisanny
1 [~ c o 1 P o 1) ¥ a &
aﬂazistﬂ%aﬂmqwmmqm‘sm wazazvinag1stioilasnba lALAAT
6 { 0 o 1 o Q' {
. mﬁzqmwnzmqmimﬁﬁmwmmymamsmmwLﬁ'ﬁiaaaﬁﬂﬂng
1 6 1 A L -
* FTHZATIENINLAANTOb 219228 1AL nA valuable insights
¥ - 1 ("> % ci - | P | 113/
» 1317 sticky notes Bz lia 13 UsULUAauunnndinia storyboard las1aau
- HiA30siianazinaaae 81828 (flip charts, brainstorming, “parking lot” for questions, etc.).
* Initial flow diagram a237ilABALRMINIIFaz suazlaisasls
-1ﬂt§ﬂuanﬁ%ﬁtﬁﬂtwq NAADIALAIDIND Kazd1aaaINNATWlagAIDIANLADANE
< o [~ a

. SANWNUYDLNDDIY

e |

VA National Center for Patient Safety (2016) RCA Step-By-Step Guide



INFORMATION ITEM

COMMENT/SOURCE

4 months prior

to incident

75-year-old female resident admitted to the secured
dementia unit of the home

Medical history: Type II diabetes, dementia

Admission medications: Metformin 500 mg three times daily,
Donepeziil 5 mg daily, and multiple vitamin daily

Initial nursing assessment: impaired cognition, poor
decision-making skills, mild confusion, walks independently
with a cane

Assessed as an elopemcnt risk and an electronic monitoring

bracelet was placed on her right wrist

Health record; staff

interviews

6 weeks prior

to incident

Resident has become increasingly confused and agitated.
Assessed by physician who ordered Risperidone 0.25 mg
at bedtime.

Nlll’Sillg progress notes

4 weeks prior

to incident

Resident found outside the home in the early evening. Resident
was in the staff parking lot at the back of the building and was
found by a staff member coming in for the evening shift. Staff
on duty did not recall hearing any alarms sound. The resident’s
electronic bracelet was tested and found to be working,

Nursing progress

notes; staff interviews

2 weeks prior
to incident

Resident very confused and attempting to leave unit; redirected
numerous times by staff. Physician contacted; order received to

increase Risperidone to 0.25 mg twice daily.

Nursing progress notes




Flow Diagram
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1. Patient (JP) has COPD
and is on oxygen
(2 Ipm) and requires
knee surgery.

2. JP reports for a
previously scheduled
outpatient MRI.

3. JP arrives at the MRI
suite with his oxygen
cylinder.

| asked to change out of

dilevdu COPD
lSoangLan 2 Ipm
vudszdn wazdos
SUMIHIG AUB LU

Hihwsnasia MRI
wuUgihguanen
10

fihganidies
MRI W3auAv&9
9nN%BLAU

4, JP checks inand is

his street clothes and
put on scrubs. He was
also asked to remove
any chains, watches,
and jewelry.

#ie check in gnvali
vildguLde aoadses
MR La3e915z6w

5.The MR tech escorts
JP from the changing
room to just outside the
entrance of the magnet
room. JP still has his
oxygen cylinder with
him.

vnshnwigieeanain
vasvagutdalunusin
189 magnet §iedaiin
feeenBranaacildere

6. The MR tech questions

.| JP about jewelry,

implants, patches, efc.

7.The MR tech is called
away in the middle of
questioning JP and
returns a few minutes
later to finish.

—p=| to follow him into the

8. The MR tech asks JP

magnet room. JP does
so pulling the oxygen
cylinder behind him.

o o 4 =S o
LATUUINDTHNLNYIND
A o
vase9lszau,
implant, patches
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fnaniiie way
Adualu 2-3 N
WWaaNeeliay

wuthnvelvigiae
il lusiogua
wian gihevinbllu
NOIWFBNAVES
29NBLaA

2o lRAILNARNHWENIS
= . 1
18 flow diagram 219
LEBRIAUNITNIZNIURY
a o Q 6 1
UpdunwsvaIuanaating
= =
azLdYA I1YaZLDYUA
NYINVBINITHAZEINIS
U /= |
uaﬂawaagﬂaﬂaﬁau
AMNEIAWD LN
LHBANITINEN

()@

SE)

National Patient Safety Foundation. RCA2 Root Case Analyses and Actions to Prevent harm
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2. Identify Care Management Problems
(or substandard act / unsafe act / potential change)



Contributory
Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

Contributory
Factors Tier 2
Work & Team

Contributory
Factors Tier 1
Individuals

2-Axis Swiss Cheese RCA Template
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Care Management Problem
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Potential Change

Active Failure

Ui 2 52y active failure nia Care Management Problems (CMPs)
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Chronology of
Events
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Care Management Problems (CMPs) / Potential Change (ﬁ;m‘dgau)

Organizational Factors

Local Workplace
Factors

Y 2 A Y o A
Tfilszlannananfvasnisnasdannasiiaszy CMPs
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Care Delivery Problem (Care Management Problem)

Taidin131813299 d9Lne WIaasdiansznia (Failure to monitor, observe or act)
a1711wn133%ane (Delay in diagnosis)

UL AN NLFLIHANAA (Incorrect risk assessment e.g. of suicide or self harm)
denadayalaiiiggna (Inadequate handover)

1 @ (3 a a ~ = ] .
Taidanainainuinlnfuasiasasio (Failure to note faulty equipment)
lailavinn1sasyasaunawi@n (Failure to carry out pre-operative checks)
18jﬂ§ﬂam’18~l protocol ‘ﬁ@lﬂadﬁ/%vl'?f (Not following an agreed protocol without clinical justification)

1 I i O ]

Taiwaanuzrgmaaiiasnils (Not seeking help when necessary)

1 o (97 1 1 = ! . . .

v[,aJﬂ']ﬂflJ@JLLalcliﬂa']ﬂiiﬁaJaﬂ'wL‘WE]\‘]‘WE] (Failure to adequately supervise a junior member of staff)
1 1 ¥ 0

1 protocol amﬂugnmaa (Incorrect protocol applied)

TRAIITNHIRAA LA (Treatment given to incorrect body site)

Twn133nuea (Wrong treatment given)

Charles Vincent & Sally Taylor-Adams. Clinical Risk Management: Enhancing patient Safety




Care Management Problem / Unsafe Act/ Potential Change
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3. Proactive Fact Finding
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Contributory Individual staff factors Patient factors
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Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management
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Steps for Incident Learning Response (or RCA) (@)E
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Steps for Incident Learning Response (or RCA) @ %
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Proactive Fact Finding 1. Document Review
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Steps for Incident Learning Response (or RCA) (6@>§
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Proactive Fact Finding 2. Observation
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Steps for Incident Learning Response (or RCA)

Proactive Fact Finding 2. Observation Walkthrough
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Steps for Incident Learning Response (or RCA)
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Proactive Fact Finding 3. . Interviews and Focus Groups
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Steps for Incident Learning Response (or RCA) @ 2
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Proactive Fact Finding 3. . Interviews and Focus Groups
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Steps for Incident Learning Response (or RCA)

Proactive Fact Finding 3. . Interviews and Focus Groups
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Steps for Incident Learning Response (or RCA)

Proactive Fact Finding

3. . Interviews and Focus Groups

anazls s&nadils

Taawozls

Hear

Think and Feel

Say & Do

See
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Steps for Incident Learning Response (or RCA)

Proactive Fact Finding 3. . Interviews and Focus Groups
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Steps for Incident Learning Response (or RCA)
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Proactive Fact Finding 3. . Interviews and Focus Groups
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Contributory
Factors Tier 5
Ext. Environment

Societal influence
Public awareness

Policy, rules & regulation
national, payors, finance, IT, professional org

Design

Equipment & supplies

New
technology

Contributory
Factors Tier 4
Management

Organizational climate
structure, policy, culture, management
system, leadership involvement,

Resource
availability, priorities
& management

Organizational process
policies & procedures, decision, staff/workload
management, support from central functions

Contributory
Factors Tier 3
Environment

Information,
education,
communication

Supervision

Task design
Clinical protocol

Human-System/technology Interfaces
IT, medical device availability. location.

controls and displays. software, charts

Physical Environment
lighting, noise, temp. layout,
distraction, ventilation

Contributory
Factors Tier 2
Work & Team

Nature of Work

work process complexity. workflow. competing tasks.
interruptions. physical/cognitive requirements

Team

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

Individual staff factors

knowledge, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Active Failures /
Care Management
Problems (CMPs)

Violation

Error & Mistake

Potential Change

Chronology of Events

uw.am”@uﬁ ANTANA

ﬁzf

moqmg@ﬁamu”u%'mmqmmwamuwmma (15 ¥n3NAU 2568)




Contributory
Factors Tier 5
Ext. Environment

11N HOW to prevent CMPs LWD¥ solution

Contributory
Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

—

Contributory
Factors Tier 2
Work & Team

Contributory
Factors Tier 1
Individuals

Organizational climate Resource Organizational process
laseashe ulouns Taussen nTouAn RUBYNSRISIWFTY ulousuasiBufus nsdaaula Mesdnsnsras
SPUUUEMNS 0z lsthefimsusuls usNENNTor ISIANLEN AMsatuaunYaIIngNag oz l57iAsUsy

IEC Supervision J@Sk design Human-System Interfaces Physical Environment

fgeﬁ?;lﬂau'igf/ AITANALBLA mﬁg};?;giﬂg’%ms UsuAainoaiuliian laie/aznnenio WY LREN QEUNAH
Weloyaor s pls orotocol azls T visual azlste WWearls livihwana 91M@ Nadw layout

Nature of Work Team

sssnTNATasnutudouiads azUsulse workflow ozlsleng msUsunsdeansluiiverlsthe unuwmiiasvin T

AAnMITRTEsoMafisosvinaunsaufunansasdldosndls dadudioorls team awareness fimsiidoorls

Individual staff factors Patient factors
yAaNNSASRANNSIAmINE: ANNEANLNSAIUATSUY us9dla lAeas Hihsuazasauasiazvines lslsithaiatlosiu AE
ANNANINsaVNeUTaIUETIN oz lSIAN LGN

Active Failures /
Care Management
Problems (CMPs)

nsnswvin/mssimdula/cognitive process
fionadswaliiAin adverse event

Chronology of Events
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4. Finding / Causal Statement
/ Action Hypothesis
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Task

. mﬂaa'ﬁmwmmw‘i’amm‘sgﬁmﬁmﬁ'u resident status checks aa likelihood ‘I?;i)z‘WfU’)"lﬁiﬁﬂﬂ’lﬁﬂ%’lﬂﬁ’)ﬂﬁhdﬁ%ﬂ’ﬁﬂi

Equlpment

- 13718l electronic monitoring bracelets aadrnadsdanwmswdannwiiuliluassuas LTC 1iial likelihood lumsidanuazlaayl
NIHHATTHA

- laifnszuwmnsmaluiifdusnasgmiarinliinlolunsmasau electronic momtormg bracelets WSannaiwfiniwansanyal

anw®s an likelihood ‘l%msmmq bracelet siwlan1slalananiiaz £ NAQUANIIOL.

Work environment

. ﬂ’ﬁ‘l"m’l’l\‘laaﬂ%ﬂL%%Iﬂﬂﬁ)aﬂiﬂ'ﬂadL‘i)’m%’ml,ﬂ%ﬂi”%’] aa likelihood 7
“desensitized” maammﬂm‘nmw%uaﬂ )

> vt:i

) % [<f %
tymuﬂmmaunm):tﬂ%wa LW‘S’]&L%’M%’]‘Hgﬂ

Patient

. msﬁﬁiﬁﬂmﬁﬂﬁ cognitive impairment aq likelihood fiL5a9zATEwNIHANNLALIVBINITDONRONTIND

Care team

. mimﬂmsaamsswm'naamﬁnmuwawmﬂwwnmmnmzlm swnnmwl&lﬂuﬁ%nmwmﬂuﬂgumsmwamam (Code
Yellow procedures) an likelihood ﬂ%”&ﬂﬂiﬂi”ﬂ'\ﬁiwamaadﬂ%ﬂ

Organization

. N5210NTEUIRNINTRNMINITINTN oA RUNIBATALAaUNAIA aa likelihood Moz anaauarlsulsinszuInns

. ﬂ’]i‘ll']ﬂﬂi“ﬂ’)%ﬂ'ﬁﬂLﬂ%&l’]@liﬁ']%ﬁ"miu regular “mock” codes Lwa‘lmdms‘rﬂnamadasmammuaLLaWﬂs'vLammwmﬂwao

Lﬁ)"l‘lr‘i%”lﬂ aa likelihood 1nm'mwmazqwzmnmzmﬂuﬂgumiaowamaao
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Causal Statement vs Action Hypothesis (¥

Causal Statement Action Hypothesis

MsliAmNuAarTINnsgIUIALIAY resident status
checks am likelihood iazwuiniwnoduniosiagg
viunsal

n39d electronic monitoring bracelets @oswuiiadad
snwaszmlouduAuliTuadswas LTC win likelihood
Tunsidonuas [Faunsallaedia

malsvnseananiiiulufiaensaveaudmtindiduyszan
am likelihood idsyaurauisiousivazuna twae
WRntiniign“desensitized” siadsysyrauiicadunyoss

¢ fxnesgulAsnay resident status checks asvinTw
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¢§n & electronic monitoring bracelets aasufinbs
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Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework



5. Test Creative Solution with PDSA



Steps for Incident Learning Response (or RCA)

Creative Solution

1. Development of Recommended Actions/Solutions

Leverage,

effectiveness,

Forcing functions,
fail safes and constraints

T
3 Automation and
‘? computerisation
M <
- ‘T . e .
g g Simplification and
(7] [ standardisation
1]
= q
o Redundancies
=y
H
'8 Checklists and reminders
T
@ T
(LI
8 K Rules and policies
1 “
c
g .
E Education
Information

Suggestions to be
more careful or vigilant

= Neural connector devices
= Removing potent high-risk medicines from
patient care areas

= Barcode scanning

= Robotics

= Automated storage systems
= Clinical decision support

= Use of protocol for chemotherapy
» Use of a state-wide or national observation chart
» Use of structured handover tool

= Independent double-check of medication dose
calculations, blood products

» Surgical safety checklists
= Visual alert, posters

= High risk medicines list
= Audits of compliance

= Competency validation
= In-service sessions

= Newsletters
= Bulletins

= Change at-risk behaviour
» Follow the ‘five’ rights for medication administration

Adapted from ISMP's hierarchy of effectiveness

of risk-reduction strategies. 2020.

NATUNAINUTUVDIUTZENSNE (hierarchy of effectiveness)
v = (4 (%
vaUatauaugiNan1sUTuU v/ Uaenu

lnansenugs Usednsuanndn
LAADINNTTINN LA AL
NYIYIUUINAIN

JUsaNsNaUUNang A9
USuugauaziasunsausses

a

UfURladenIT wsiliuszdnsna
UeengalunisUasiutananaie

ISMP’s Hierarchy of effectiveness of risk-reduction strategies. 2020.
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7= Q Q U1 - z
uIAA Human Factors Engineering nuaalaaanavasiile @

.

WANLALINITNIAINDN

¢ izuuﬁmutg'lmﬁa%, Ltuuﬂa’af&l, decision support system, checklist, automate
DANLUUNISUINNITNIN

o IxnanaauTyLe, N3 1XUATNOURNILIW, NI LAINRE, barcode
 iliiduanasgrmdaanudmsuaawnisataining leadanadeandudmsuaaunisalianis
® Task analysis & workflow, 1%ﬂsxfﬂ%ﬁ%ﬂp habit & pattern

ﬁ’l‘lﬁ\‘i’lﬂsl%ﬂ’l‘iﬁ’lad‘ﬁgﬂ g nlwn T FsNAn

* NMADIVIAMNIRWTDUNDW, NTINNA 1TH FAIRALAY, N5 1B DADIANE, software

® Double check (cognitive review) PARTOGRAPH

Name Gravida Para Hospital no

Visual management Date of admission Time of admission Ruptured membranes Hours
* NUAAINATANE, N1IFBANT, cognitive aids >

=~ = v rate
N1INNBUIN/NIIILB]

=

[

B wumnnnmnn
Vo N e o 23858885358

¢ Simulation, non-technical skill, effective team function T ] e J’“l ] |

¢ eye-lhand coordination Conte (cm ‘}— ‘——= ¥ S

HANLALY fatigue, distraction, stress 2%:‘. . ;{ 1 =
Physical layout _miu.,] » F Emme ol =lmlalealz

]



Creative Solution

Steps for Incident Learning Response (or RCA)

2. Outcome Measure Statement

Understand What,

“What Gets P q
Measured Gets r(‘)’ﬁte(fosrﬁg Every Action by Whom, and
Needs a Measure When Measures
will be Done

Managed’
Measures
Peter Drucker

|

Leay Action Statement ag#993 Outcome Measure Statement liWeRUIEaNTNAUDY action

AN IAliisi InRenIzuIunTs (process measure) kag AVIALTNINAANG (outcome measure)

U

wSeavianauidmnefidululy

* FNIANTTUIUNTILYILANAIULUTUTIUYDINTUH U

o friamadns mmaisluil high-level clinical outcome Tduthuesnisuiulss wagnis
Wasuuasidunaann action plan (1w WeANTIY N1TTUNN LIAIMBUAUBN)

Jadduanuddny tnedafeUsslond msdaasungAnssuiidesnts nsdsdaaraniioud

VAN
Weumdewdvinlvdaau dnesls dameasls mheTauwasgasaun g5ulinveunazaudly

A15LAU/ASIEDUAATIZI/51897U n1saiunisilesinilsysusnluannaneeusule

MLuy
it
W

Veterans Affair (VA) RCA Guide, NHS Patient Safety Incident Response Framework
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Steps for Incident Learning Response (or RCA)

Loy
C
RN

%,

K2 & :
7 W™ National
s H Forum

Action

1. Recommended Action Implementation

* 19 Model for Improvement ﬁgﬁLﬂﬂ—Lﬂﬁg—U%JULﬂﬁ‘&Ju—PDSA

* Tguan expand on what’s good, improve what’s bad, mitigate what’s ugly

* Jad1AUAIUEIRYUDY actions A8 IFACES (inequality, feasibility, acceptability, cost/benefit,
effectiveness, sustainability

* | Fyu safety action AINAN SMART: specific (131224), measurable (ala), achievable (11la),
relevant (Wn5919) , time-bound (HinsauLIan)

* A5eu189AUTENBUYBIAUF ST DISC: duration, integrity, commitment, effort

2. Monitor & Assess

*  ARnNLazUTEIHUUSEANSHAYDY recommended action

o laiinnaanssINiuAvInnIEUILNIS

o Mmuadusialiudlainasounadidosnis fviua realistic threshold
© satfumsiniiensuiulse dusegnvnadn Jalaglidunse

@OE0

BY NC ND
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Steps for Incident Learning Response (or RCA)

Learning

' P < o o A Y o a X o v v X
ﬂ"liLL‘Uﬂ{jUUVILiﬂu Lqu]iy}LLQa']ﬂiyLwaﬂa\‘iﬂuau{ﬂiqﬂ%aqﬂLﬂﬂ"UULLagwqi‘WﬂqﬁﬂLLaﬂﬂaﬂﬂﬂ%u

1. Organization Learning

2. Feed Forward

3. Inform the Public

4. Quality of Investigation

¢ afouunFeuinYemanisdeansivainvany

©  finnsan fihe aseuns Flisnsluiuilingifinisal faeau
*  FURTRILAUY fimsTunsiu

*  MmsgvseInimaunsiiveiaueuwuzlUUfus

® SHARE: Scene, Hear, Articulate, Response, Embed

LL‘U'a{luUm%ugjmauan WY alerts, advisories, memos

U

Tdayaundeay ddgunlunsainmanisaliudunsuivedny

wa

AsitaYan1sU URNaTann1Sing ke NITUTIINIAIIUTULTY

NMUNIUNBUTUUTIANNVRINITIUATIEN (WU Sveetianily
ANNYBITBIAWRUE N1sUTalaueluslUURUR Ussananalunis
Josiu mswusluuniseu dunu

Canadian Incident Analysis Framework
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Incident Analysis Guiding Questions (Canada)

Guiding Questions

{2

Q

How?
Why not?

Categories of Factors Incident

Tips:

- Aoadinduiiseinesns Ty sensauiianysansuay

- o lumiioutudatunisduntunl

- dmsunnnindih nanamdiuiinaluingtinisaleendls.

. padaamasanutiieanuluuesnluiunnisesiulussuuviediualulana Tniansinaiesouiiaia
(v vinlaFaduguiiu? andusstetiu dufisa/dinananisifingtinisaiesnsls?)

@Q’®® Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework



Incident Analysis : Guiding Questions

Factors in Guiding Questions

Patient characteristics

Task (care/work process)

Care team — Caregiver & Supporting team
Equipment

Work environment

Organization — Policies and priorities
Organization — Culture

Organization — Capacity (resources)

How important is this factor in contributing to this incident?

-if corrected, would likely have prevented the incident

-if corrected, would likely have mitigated the harm

-important for patient/staff safety or safe patient care in general

-didn’t allow the incident to have more serious consequences and
represent solid safeguards that should be kept in place.

How important is this factor in contributing to future incidents?

Canadian Patient Safety mgﬁ%(?ﬁ&t@?@wiﬂmm Analysis Framework




Incident Analysis Guiding Questions (Canada)

Task (care/work process)
Equipment

Work environment o
Patient characteristics

Care team

Organization

Guiding Questions Task (care/work process):

LABLAA/LASAIANTITA AIUAULNAINIDVD VAV LUITUNTBNTTUIUNSUNSD LU?

o Y Y] a a a = !
nsvinsuinesnsinusMideavg duieuwseolu?
N199NKUUNNU UNTZUIUNTUIDAIRUTURBUNLUUBUNNRIUUANTELY (WU order
sets, checklists)?
An1sufuAnuvsalu?
a i Y N ' v v ''a a wua S o !
31 protocol wyaulyvivaly iuasievialy An1sufjuianuluseiinielu?
TUNAUIALIINAAU (WU 1387 NSWENT) alslun1sN19IUIuUl
P a o ¥ ¥ v o ¥ ¥ Y} o A ! '
Jarsaumanadunaslalunisandulanseulunaziuaionsaly (\uu test results,
documentation, patient identification)?
a a i ° 'y S o '
1352UUUTEUAMANENY/ATINDU/AIVANAMNIN F1915UW/NTEUIUNTHNIalY
UY?

@@@

Canadian Patient Safety Institute (2012) Canadian Incident Analysis Framework




Guiding Questions
Task (care/work process)

Equipment Incident Analysis Guiding Questions: Equipment

Work environment
Patient characteristics
Care team

Organiz Equipment (include information and communication systems):

* Design WnzaLfUMLNTiinBINS? Vasiunslsanuiianais?

* Display & control iuitiwnlane? luswlauni?

* Detect problem asavdaULazianslymlasAluTA Tuaan?

* Safety Uneiiiou, lonansenses waznalnauasase lonisla Wiulane widslaane?
* Smooth ¥aUTIUIW?

* Maintenance fimsthssdnusngausufmun? ua? mawnluniddym?

* Back-up system iszuudrsesonaIesioluviheu?

* Upgrade aunualal/Nuasie?

* Easy to use Tunrunfiurosyle?

o User lnfunsinousu? wlanasiadosdiomngauiu? Tunuaiievesundng

® Standards qﬂﬂizﬂm%qﬁaﬁmmgm?

* Technology ﬁmﬂ%mduia@ﬁﬁagJJ'maJﬁma%u‘ju?

®* Communication system (phone, pager, software, hardware, etc.) W%Jaﬂ%l,l,aﬂ%mﬂﬁ?ﬁ?

* U

CPSI:

gUnsaluanwmakazaIuay iluiilaneviels?
gunsanedesiloansnsansinaouwasiansymlalneSnluiffnolu?
gunsaiuanwmalsmsladulniviela?

Theifiew, 1enansensds uaznalnauvasnds lensle Wulane wiisle
neviela?

M3Un595wuaznI5 upgrades ulumamuanan suadeniela?
gunsaiedesiiolasnnsgiuniolss

Wlaiungunsaiadesiiofilane (easy-to-use) wdalar?

ﬁisuumsﬁlaaﬁ (phone, pager, software, hardware, etc.) W;au‘l‘guaﬂ‘g
mslannseli

Buq?

NPSF:

oA ¥ o Y A4 Y
wnsesdlegnesnuuulmmueauiumniivinesns?
Aseadiarinausuiug
wesdlaidulununguedadu?
fenarsnumunnuuasnisrsaniosde?

B TIPS VIR S
fnnsthesnudslesiudmiuniedie?
NaN1sUN3INYATIEAMNY?

= K A4 A4 A
dmsunleanmsasiaaeuinissdledvaym?
fnsnumuiielndulangluuasiaiasilemungauiu?
= o P 4 A Yo
Trawazninensiite upgrade aA1suazLAIBiioaflTeymn?
finIesdioneiiivs?

= o > A A ‘o
fisyuudrsesunIesiloluriham?
sesileUssianilinglusula?

o A 4 Y o ¥ a
wnsesilegnesnuuuiitedasiunislesuiinnain?
ulalasunisilneusw?

a4 Yo Yo
wnsesilegnesnuuuluinnudaymilaviuian?
Q‘UﬂmuammaLLasmuauﬁﬂmuLﬂuﬂﬂﬁ?
gunsagnesnuuulnlynsufies?
mslvgunsamasiesasdloidulumuniiovasyndn?

]

L
Source: CPSI, NPSF, & TIJC




Guiding Questions
Task (care/work process)
Equipment

Work environment

Incident Analysis Guiding Questions: Equipment

Patient characteristics v, e L =
Care team User losunsilneusu? ylakaziasesllomungauiu?
Organization y
laumsgu?
Standards Easy to use glwiunlyouane?
MU
INzELTUATTInDInNT? . .
o Design > Display & control * Smooth » Detect problem
Uasdunslonuilinnaina? . - - ;
LGU']IQQ']EJ? Ieuqqulﬁﬂﬂa? mi’)ﬁ]ﬁ@‘ULLagLLa@\Tﬁﬁyﬁqﬂmiuwa?
\ 4 o 2
Safety Technology gt
Ao PO e Tymeluladfflogauiiasazitu?
AanuUasnde lansia? wWiule
18 1ilaae? Back-up system Maintenance Upgrade
fispuudhsosnnasesiialurinnu? finstngesnwmuimun? MUAMUALIAN? TueTy?
wa? nrsunluanddynne
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Guiding Questions
Task (care/work process)
Equipment

Work environment

Patient characteristics
Care team
Organization o

Work environment:
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Awanaeudulumungetiunielu?
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Guiding Questions
Task (care/work process)
Equipment

Work environment
Patient characteristics
Care team

Organization

Patient characteristics:

* Being informed yUaelafuveyaiinsaslmanidemieUsstugifinisns?

* Assist ;;ﬂaa/mam%”; fanlunsdasiugifinisas

* Clinical condition M33fiadelsn anmgmanisunme uazanmaamevessieiia
m'aqﬂamsaj?

* Medication gnfiuielufiarunegifiniz?

* Allergy ;;ﬂaaﬁmﬁlm”aziiﬂw?

* Social & cultural factors ﬁﬁaﬁmé’ﬂmLLazi’wuﬁﬁuﬁé’mmqﬁamifﬁ?

* Mental & psychological factors Jadunuensunl 3nla ﬁéau&iaqﬁﬁmmﬂ?

* Interpersonal relationship ﬁﬂ@ﬁﬂmmﬁmﬁuéiw’j’mqﬂﬂa?

* Language Muwduguassa?

o Fuy?

UK NHS:

*  AnMENNAGUN

o Jadupudan

o Jadurusienig

*  UUSTIU

* AN

o Jadumuensual Inle

*  muduusIEINIYAAA

CPSI:

glafunrureyafiagselunimvanidesgifinie
violu?

alailasu aflerlsatiuayugiaslviausfiugua?
fivafoveuieslsiifiarunogifinan 1w 01y ine e
nsun madadelsn anmegmamsunmedu? fauessls?
Jadumudsenuar Tausssufiaunegifnisamielu?
Jadvogls? Teueendls?

mwiduguassavidela?

@O0
Source: CPSI, & UK NHS




Guiding Questions
Task (care/work process)
Equipment

Work environment
Patient characteristics
Care team

Organization

Kerm Henriksen et al. :

® Knowledge, Skills, Experience,

* Sensory/physical capabilities

* Alertness, Fatigue, Motivation, Attitude,

* Cultural competency

Care Team:

Knowledge, skill, experience quwauﬁai:u‘?

Workload n15gUnUNga@u?

Sensory/phy5|cal capabnlltles mmaauéyw AMILASEN AUAUG ﬂi“muaﬁumw
Au mmumamim@aummﬁm?

Motivation & attitude LLiﬂgﬂﬁ]LLazLﬁmﬂﬁﬁéauﬁamiLﬁﬂqﬁ’ﬁmﬁaj?

Cultural competency L%WTQLLazmauauaﬂﬂizLﬁui’@uuﬁﬁimméﬂ’m?

Role & responsibility UNULAEALNTISUR AT UTALIU?

Communication @mmwLLazﬂ%mmmiﬁamﬁwdwamﬁﬂuﬁummzau (Foau
gm;{aq NIEdU AsIUTTLAY augﬁaj Fuan)? Yeanan1sieans

Team briefing inmsuszyuaguisfulszfiumsguadidyesisasiiane?

Assist & supervision fiAUIBLAEBLAT supervision TIWLNaL T8

o U

Team morale MuHUTYMAIAR? aNTNBIWIRRDAULAZAU?

Adam S & Vincent C:
* Individual factors A2NFHAZYINYE AIINEANNNTA AU MTNNBUAEINLD
*  Team factors Msdeans mimiiugua audela lnssansiiuuazei

CPSI:

Caregiver(s):

o sziumsAnw Usvaunisal nsiineusy uasvinue winzaunsely?

*  MWEBUAN MILAREN gunm waztadedus Wuussiuniela?

o asTnuWINTANEEl?

o faumewideuay supervision iviinzauwazTunavielu?

o Buy

Supporting team (all involved in care process):

o feueilsluunumuasmniisuiaveudaauniela?

*  AuaMuazUTINuMsHeas (M87191 wag/vise anednualsnys) svinseudn
Tuimnzaviely (Fnuau gnees nsedu aseseuiu auysal iuan)?

*  fimsusyuay (briefings/debriefings) TufisiAefuyseifiunisguadidrdny
aéwaa:ﬁ%aua?
QQQQQ

. maamamsaamswaaﬂmmxmmsammswwsa@ (1 e-mail, pager,

phone)?

@@@

a

uw.mpv@uﬁ ANTaANA (31 W N1AN 2563) /92428370 CPSI, Adam S & Vincent C, Kerm Henriksen et al.
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Guiding Questions
Task (care/work process)

Equipment Incident Analysis Guiding Questions: Care Team

Work environment
Patient characteristics
Care team
Organization

Management Factors

Team Factors

Individual Staff Factors

Cultural competency

anulalsznun L IRussudaunogUAnIT?

Training
T5LUUNSHNDUSUTML AL S EL?

Workload

A

Knowledge, skill, experience

AN3 TiNwy Uszaunisaununzauiuauinesin?

y

v o v d
ﬂﬁi%\ﬂ%lfﬁ&ﬂ%ﬁ&lﬂ‘]JﬂWaﬂ@%‘V]ﬁ?

Assist & supervision
WNNZEN YIULaN?

Role & responsibility

UNUINLALAUINSURATDUTALAU?

Communication channel
fspanansaeanInsed kAN aNa S UTLviSe ly?

= = % o % =
utuTgyniaslan?
AUNTNVIBMRDNURBEAU?

Team morale

F AT R Motivation & attitude

|

Team briefing

A

A 4

Communication

Sensory/physical capabilities
AUDAUAT ANULATYA AUAUAD UTTLAU

qUNNAU° UanunegURnis?

wsegslauazianai datunagUmnisas?

finsUszyuazuifeaiulssiaunis
AuadAtyeENsaLEND?

AMAMLAZUTINUNTHOEN I Te I WA TN URNWINNZEY ?
(Foau gnaes Nzdu AssUIzinU auysu uwal)

&
]

q
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Guiding Questions
Task, Equipment, Work
environment, Patient
characteristics, Care team
Organization

Organization:

* Organizational policy & priorities nﬂﬂm%ﬂfﬂ%)ﬂL‘«JUIUL%ENE?WﬁUﬂ’J’WiJﬁ’]ﬁQJ}L%Qﬂa
qw%maqaqﬁﬂi?

® Organizational culture informed, open, reporting, just, learning culture?

® Organizational structure & management system Lgaﬁaﬂﬁiﬁﬂauhﬁamm
Uaone?

* Leadership involvement nsatfuayulaziausmdidaauaindiuii?

®* Work process design, policies & procedures insinuaulguigiasseidsulin
Lﬂuﬁ%’ug wddlea mauauaqmmgaammq;ﬁ%? flﬂaiﬂ‘ljx‘i%ll,l,azLLf:ﬂ’iyj/i’]ﬂ’NﬂJLLmﬂmIN
seveulsuneuarnsufR?

* Resource availability fvesfnnUNTRuLAENSHENT?

* Staff management nsdnsaidsdinanennuinien/Amnueeuan? ﬂgmmsﬁ/
wsegslamangay?

® Training & education miﬁmsmLLazﬂﬂamuﬁLﬁaa%aaquwzau LNEIND?

* Maintenance s¥uuUngesNENUTEANTAIN?

® Support from central function izwaﬁuayummé’mﬂmﬂmmsam?

Kerm Henriksen et al. :

Organizational policy / culture / structure,
Management system,

Management priorities,

Leadership involvement,

Work process design,

Policies & procedures,
Adam S & Vincent C:

Resource availability, ” v
* PFNANIUNITIRU

Staff management,

Training & education, * 1AS9AI19D9ANT
Maintenance, ¢ Wmneenayng
Support from central functions . uIEJUWEJLLaﬁ:LﬁEJUUﬁﬁa

* Jausssumulaonde
CPSI:

Policies and priorities:
= o = a. a Aoy ¥ Y ey ¥ Y A !
¢ fimstmualeueuazsadouuful 1uiisug wiilde uasmeuaussarunesnsveyluvioly?
* fimsunUgymiawizyn (work-arounds) fiuanaslunnnienansaiienselu?
A wd A ' ' an
* dinaluiasustiuazundymanuunnanssennadeuisuasnisuf iavielu
* ynauwladaauludesdiduanuddgdnagnsvesesansvsela?
* Buy
Culture:
* ynau (e e Wit auglafiavesfitveninaiiesruyasadonielu?
* finmsatvauuidiaunngiuay Board dwiunsquaniiweensUasadevialu?
* msdemssgniyranTiagyuImsativayumsquanlsUse uiivaendevselu?
* fimsfinsanUymeesszuulagludmiifuaradiofineTinsavielu?
* Buy
Capacity (resources):
* M33n schedule TranaseAudnaids viovhlmdaanunies/anuosuamsslu?
* AnuaunsavesTEuUiisaweiavialvlananstly (u mswdiawinens)?
* ngunam (formal) waz/ve wseele imanzauvsely?
* du?
Other - consider:
= < = . Sa N a wa ) o ¢
* flanmeznisauanisil sector specific axlsfilnanenisiing Uinsandenadns?
* Bug?

OS]

a

9 9
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Patient Safety Incident Response Framework (PSIRF)

asmilsznaud1Apas PSRIF

Tools & Technology

oSueiadesilefily
oSurmseenuUULAdDslD
FAnegalstuanunionlduazainumsngas
yoA3asile
Yanegslsiumnuidedelsveunioe
finsuanawatoyaagisls (Guitn/IT)
a5UITUULADY
fouerlsiiluszuudnlutitng
danaedesiiontals mngvielsl
finsungednwuag update agngls
Whilgilowavnisatuayuiensol

Tasks

FreEdnvauzvesnuifesuRnTou
aSusnuiidudeunierinine
Uszaumsaiiieatuanssau
fusanasudewamield frfldaevensay
finsvanusdourtesualussuunsoll
ARRIRdUANUEAgYeslrivisedn
syuunulninsolyl

2. System-based Approach

WORK SYSTEM

Work System Explorer Questions

Tools &
Technology

~~ Person(s)

Internal
Environment

External

Environment A %‘

Person

°  heEanyurveUle

©  fuildmsguagtaslnemseiflastis

o flasdudnluii

*  anInfiuAuABiUNTEUIUNNSRUA/pathways tiedls

o fimsszyumuvvthiivesasndndaaunield

«  dmsfneusuegslsifieatiuayunsquaiiuaense

*  watmvasiiudusdnsls

* wansznuvasladeuana (AnuAsen viyiadla
anumilendn) fidauthavidolsl




Patient Safety Incident Response Framework (PSIRF)

asmilsznaud1Apas PSRIF

2. System-based Approach

Work System Explorer Questions

WORK SYSTEM

Technology

—~ Person(s)

{ )
-/

%

Internal
Environment

External
Environment

External environment
o szymnevesszmaiiiiades
. izqwamwwaq%wialﬂﬁ

* ulguguazN) Mg

* LINTFIUNITTUTOS

e nsdndulaniinisidios

* wwnsalszaulan

Organization

*  981a1I1 patient pathways viaueenels

*  SuduMALANYeITaYaU1ENT @lnsdeasedisls)
o dnslddydnualdwmiudoyatniansin o aels

e dmsufjUasiedayatiansivig egndls

*  efuleMIIamsveiwagiIvta

*  HBUNYITNTUBUMUIY/IARNITINITNY

*  anuneitssvesindinusarnsnensilueesls

*  Jausssuesrns/anuasade Wusedls

o msuswsmadsundadidnandidls

Internal Environment

AsundeuBoromaquaritaniivasntevielsl
Anegslsifeatunsnsdsdanndes
anuivhaumsnzandmiuinnuvielsi
Wilvhauaseauysalegnsslv
fiusraumsalifieafudssunmuiiindudesy ogsls
finmsdndamefiiinansenudenunionisquarinenielsl ognsls
BBUUNANTEVIUYDIUAS LFEY ANINBINTA
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Creating space where people are able to relax,
work hard, have fun and creatively produce

* Frame work as learning problem not an
execution problem

* Acknowledge own fallibility

*  Model curiosity

* Learn to ask question that help learning, not
to make expert points

* Learn how to advocate clearly with balance
and data

* Learn to give, accept and value feedback

Empathy need a hug

msﬁﬂuimnqﬁ?lm‘stﬁ Wailadnwn13tNas1 a6
A29N13AND 1D a1 N1T0e HIRNEN




711 RCA LaINZLatzn

DEFENSE MECHANISMS
CONSCIOUS or UNCONSCIOUS PSYCHOLOGICAL PROCESS

Local rationality fiauvinluzsnaadngndasay
wiaHa audnang amanudilagaiunisol @
LLaz@mJ'g@au%maawammﬂummzﬁu ,

Private Inquiry

© ADAPTIVE
€) INTERMEDIATE
© MALADAPTIVE

Psychological
Safety

A 4

Local Rationality

Acknowledge
Positive Side




TdTsigesnun

(~f

11JENI1Z human error

(~f 1 )

sz lalaria double check

[~ M 2 o

wWwinszlalavinas protocol

(~f U

s 1za lanin

[~ U o

W WLNIIZ AT LT R A NS LANE

[~ 1
Lﬂmwsnzqﬂmni‘lwu

[~ 1 { 1
TN 12YAaINIINHIBILITBE ML




o U 1 v
711 RCA uaalalasunisunla

——
2. Identify potential change

or unsafe act

3. Proactive fact finding
(listen, observe & investigate)

1. Map story & timeline /
__/

4. Identify root causes /
Action Hypothesis

5. Test creative solution
with PDSA
,‘j
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