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Incident Report

RCA & Improvement
Symptoms
= Result or outcome of the
problem
> = What you see as a problem
(Obvious)
Achy, weak, tired
= /
i The Problem
. -g » Gap from goal or standard
AmAn AN < Fever
Causes

» “The Roots” — system below
the surface, bringing about
the problem (Not Obvious)

Infection
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1. Story & Timeline

Before the After the
Accident Acciden
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5. Creative solution

How to prevent it?

How to make it better?

How to detect it irlier?

How to do it ear *?

How to do it more appropriate?
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Potential Change: What Should Have Happened?
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g MANCHESTER Manchester Mental Health 253
CITY COUNCIL

WORK\-gAD piemlvb ok

‘.
actor which can

Each slice of cheese isia proetective |

reduce the likelihood'f an incident occurring,

18



ASSess

Plan

Educate

Discharge

-

Monitor & reassess

19




RCA Step 3: Listening
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3. Listen to Voice of staff -
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Organizational Influences Culture & leadership

Technical support
; Training

\_ - -2 : . Clinical support

Unsafe Supervision

Preconditions

Staff shortages

Inexperienced
team member

Falled to monitor
vital signs

Poor team
communication

HOW?
Potential
adverse
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9 Whys — Example 1

Why? Because...

1 Why is Tom injured? ...he had afall
2 Why did he fall? ...the floor was wet
3 Why was the floor wet? ...there was a leaking valve
4 Why was the valve leaking? ...there was a seal failure
5 Why did the seal fail? ...it was not maintained
Rooe
ause

O-0-0-00

A continuum of causes

28
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HINDSIGHT BIAS

3. Listen to Voice of staff =
| 5

2. Potential Change

1. Story & Timeline

Before the After the
Accident Acciden
>|
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HINDSIGHT BIAS
3. Listen to Voice of staff

1. Story & Timeline

Before the After the
Accident Acciden
>|

5. Creative solution

G L How to prevent it?
lgge 'S How to make it better?
S How to detect it earlier?
- > How to do it earlier?
"~ Accident “How to do it more appropriate?

DEFENSES
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Mindfulness

Action

Purpose ()Design Learning

Monitor , Trace
. A

%y AE Report [by case]

Evidence : PSG

[SIMPLE] -  Reported AE
Risk Identification Improve - Trigger Tool
-Past AE %, - Informal report

'
-Potential Risk d:‘

%
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h.Creative Solution
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Evidence-based/CPG
Technology
Organizational knowledge
Value to patient/customer
Agility/flexibility
Safety/Risk-based thinking
Quality dimension

Consistency

Simplicity

Visual management
Human factor
engineering
Human-centered
design

Humanized healthcare
Lean thinking

Manage variation

Work environment 34



Human Factor Engineering

dnnvinanunla dszandld qﬂnm‘ﬂ
29NIIUUS=UU “""‘;‘“
N15428% label g . y » amilagnysn
. . 55N1SNUUYY nlasans W
e i L od ﬁé’u:ﬁ’ué UJs=z@nsnaw NIEUINNT
FaNNIT S Tansoudh A~O1ONAU1Y AIUINADN T
NISLERS nai’aga MINMNIMN
o el
WuUWasH - ¢
o ADNNILGADY
NS2UIUNS FUATUNITNIIY uuuWasn
H0TUN9TY 989
NSENAUTN/NISHTIUS Tl oS
- aNLLUULAY AN

\A383898N155U3 N5AR MsARAULA (cognitive aids)
szuusiuaYUN1SARaU LY (decision support systems)
ulguie seidsulfun

e ———

gansUludaaNnvaIAY

uazldinalulagidinngag ¥



Risk & The Just Culture

anUusSUSaVAINIWANIUWEIUIA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Accountability for Our Behaviors

At-Risk Reckless
Behavior Behavior

Inadvertent action: slip, lapse, A choice: risk not recognized or Conscious disregard of
mistake believed justified unreasonable risk

Manage through changes in: Manage through: Manage through:

Processes Removing incentives for At- Remedial action
Risk Behaviors
Procedures Punitive action
C reating incentives for
Training healthy behaviors

Design Increasing situational
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DOING DONE

Human

Factor
Engineering

Centered

Design

Creativity/

User Centered
Design

Innovation
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Human Centered Design

http://dschool.stanford.edu/

Prototype
° a V) 1 [~
uﬂﬂaﬂuﬂmaaﬂaﬂﬂwauﬂgfaﬂnﬂsman azlsh
1ﬁﬁa§1%;sﬂl,mumﬂmw 1B NITAANIZANE
i e - A & A
post-it NE1HILI, NANTINUNUINENNG, NN,
?mm, interface, storyboard

Ideate

Prototype

Empathize
o Y 61 > Y1 (™ a 1A o > 6 1 > ¢

¢ ‘Jﬂzaqiunviguﬂﬂﬁ:ﬂ;%ﬂ']%ﬂ']iﬁﬂLﬂ@l Nﬂgaﬂwuﬁ wazIINIUUszaun1IT

*  @uw insight LN@11311g innovative solution

*  N@IFIAN 9§ AFEIIANNEA AN — empathy & human centered
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Bow-tie Analysis & Mitigation Plan

Hospitalization .
of vulnerable
elders (> 70

Confusion, {!.d_dit_ional
agitation, injuries /
cognitive morbidity

impairment

. Psychosocial
(—] | Patient falls | [-) consequences
such as anxiety

and social
isolation

RECOVERY m

MEASURES

POTENTIAL
CAUSES OUTCOME

Dizziness_, Outplacement
orthostatic to nursing

hypotension homes,

Recovery measures additional

diagnostic
procedures,

= Mitigation plan
or secondary prevention

37
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RCA?

Improving Root Cause

Anal}'scs and Actions
to Prevent Harm

Version 2. January 2016

% NIJSI_' National Patient Safety Foundation

268 Summer Street | Boston, MA 02210 | 617.391. 9900 | wane.npsfarg
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Il. RCA2 TIMING AND TEAM MEMBERSHIP (&) _

T'm'"gl 'Hazard identifiedl
A
r | \

Immediate actions
(Mitigation)

The Healthcare Accreditation Institute (Public Organization)

risk-based

>572hrs|

prioritization

taking care of the patient, ‘

disclosure, . _

making the situation safe, | Initiation < 30-45
- . cel s | -

notifying police or security if RCA2 . days

appropriate, _

Preserving evidence, and Several meetings will be required

gathering relevant information to ,typically 1.5 to 2 hours in length

fully understand the situation. p
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Risk-based prioritization ] 72 hours

30-45 days




Event, hazard,

system
vulnerability

THE SAFETY

ASSESSMENT

CODE (SAC)
MATRIX
-Severity

- Probability

Risk-based

prioritization
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What happened ? , Fact finding and flow

diagramming.

L 2

[ Development of causal statements. ]

¥

Identification of solutions and corrective actions.
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Rule 1. Clearly show the “cause and effect” relationship.
INCORRECT: A resident was fatigued. y
CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue, Qi e
increasing the likelihood that dosing instructions would be misread.

Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague

words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff
rarely used it, increasing the likelihood that the pump would be programmed incorrectly.

Rule 3. Human errors must have a preceding cause.
INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed.
CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the
user without sufficient space between the different doses on the screen, increasing the likelihood OF CAUSATION :
that the wrong dose could be selected, which led to the patient being overdosed.

THE FIVE RULES

5 Rules to write
Rule 4. Violations of procedure are not root causes, but must have a preceding cause.
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-
ing an air bolus from an empty syringe, resulting in a fatal air embolism. statements

Causal

CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased
the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.

Rule 5. Failure to act is only causal when there is a pre-existing duty to act.
INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.
CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in
therapy. 48
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Stronger

Actions

(these tasks require
less reliance on
humans to remember
to perform the task

correctly)

Action Category

Architectural/physical plant changes

New devices with usability testing

Engineering control (forcing function)

Simplify process

Standardize on equipment or process

Tangible involvement by leadership

49



Intermediate

Actions

Action Hierarchy

Action Category
Redundancy
Increase in staffing/decrease in workload
Software enhancements , modifications
Eliminate/reduce distractions

Education using simulation-based training , with

periodic refresher sessions and observations
Checklist/cognitive aids

Eliminate look-and sound-alikes
Standardized communication tools

Enhanced documentation , communication

o0



Action Hierarchy

Weaker

Actions

(these tasks require more
reliance on humans to
remember to perform the

task correctly)

Action Category
Double checks
Warnings

New procedure/

memorandum/policy

Training

51



Causal statement example based on the MRI close call scenario

Cause/Contributing
Factor (CCF) Statement #1:

The lack of a ferromagnetic detection system at the entrance into
the MR magnet room increased the likelihood that the patient’s

oxygen cylinder would be permitted in the room resulting in the
cylinder being drawn into the bore of the magnet, the magnet being
quenched, and the MR room being out of service for 5 days.

=
[SQua

Install a ferromagnetic detection system at the entrance to all four
MRI magnet rooms.

Action Due Date

April 30,2015

Date Action Completed

Pending

Responsible Person:

Ms. B, Facility Engineer

Process/Outcome Measure 1 (Each | Five ferrous objects including an oxygen
Process/Outcome Measure needsto | cylinder will be passed by the ferromagnetic
include: what will be measured; how | sensors of each detector and 100% will result

Process/Qutcome Measure

long it will be measured; and the in alarms sounding in the adjacent MR
expected level of compliance.) Control Room.
Date To Be Measured: May 10, 2015
Responsible Person: Dr. A, MRI Safety Officer
Was the Compliance Level | To be determined
Met?
Management concurs with this Action and Yes

If No, why not? (Answered by Management)

required?

Is the identification of another action | To be determined

e S ———

=, 7
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Stitute (Public Organization)
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Risk-based p‘rioritization

HINDSIGHT BIAS
3. Listen to Voice of staff (=%

' \—=" 2, potential Change

TR

e}

[I ; U o “

= 1. Story & Timeline
g Before the After the

Accident o1 Accident,
L ' &

5. Creative solution

How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?

Action “

Purpose : _ .
weolgl”  Risk Register  Learning

Monitor , Trace

Evidence : PSG [SIMPLE] A ,,‘::)9 AE Report [by case]

Risk Identification - Reported AE

-Past AE Improve Trigger Tool

-Potential Risk & (j&%‘ - Informal report
Review by Risk Owner
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Incident & RCA

. u,anLﬂﬁ‘ﬂ%qﬁamsniﬁmﬂﬂsmu

* SzyalianIIol

* SYUNANIN1 RCA

Organizational Factors

J29809ANS
Jasalnacn Local Workplace
Factors
N1INIEN Unsafe
LA Act
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° 1 AVL a . o A uVL 6§ o A o 1 @
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[ =N G4

AUANITU Incident/AE

S1ERLLALA

Qm‘ﬂaﬂu Unsafe act

n1sNsENI/

13in529i1

tlaqglanie Local workplace
factor

ilaq8a9Ans Organization factor




nNanssHd 2 : Root Cause -> Preventive Measures

-5 N

nunaud sw.Junsmsilasiugiinmsailuidasaiuliadngls
114

NAIFUIIMNINTNITAINANNFEINITASUNANU root cause LA
132 bal
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LR

2URANIT0l Incident/AE

SIURLLDEA

‘Qmﬂﬁﬂu Unsafe act

n19nsEN/

1sinszvin

aqeanie Local workplace
factor

ilaq829Ans Organization factor

NIRMTNIT Existing preventive

ﬂmﬁ’uﬁﬁ’aﬂ measure

N1MTN15 118N | Proposed additional

LRAUBLNN measure
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