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I'TOr,

Incident
without

Harm
Near Miss)

Patient safety incident = an event or
circumstance that could have resulted, or
did resulted, in unnecessary harm to a
patient.

can be a reportable incident, near miss, no
harm incident, harmful incident (AE)

Error

Risk= probability
for anincident

Error = failure to carry out a
planned action as intended

or application of an
incorrect plan

Hazard = circumstance, agent
Qr action with the potential
cause harm

Risk = potential for a hazard to
caused harm

Contributing factor = circumstance, Risk = Hazard x Exposure
action or influence that is though to
have played a part in the WHO 2009. Conceptual Framework for

velopment or incr he risk of : :
developme gﬁincfdgﬁfet eSO the International Classification for Patient

(external, organizational, staff, patient) Safety
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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

The Problem
- » Gap from goal or standard
|1 Ll Q \ \ (

Fever

Problem

Al i iL hx“ il

Causes
» “The Roots” - system below

the surface, bringing about
the problem (Not Obvious)

Infection

Causes
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HINDSIGHT BIAS
B -5
<~ 2. Potential Change

3. Listen to Voice of staff

1. Story & Timeline

Before the After the
Accident Acciden
>| -

4. Swiss Cheese

5. Creative solution
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" renony LATENT How to prevent it?
= 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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RCA Step 1: Story & Timeline

HINDSIGHT BIAS

1. Story & Timeline

Before the After the
Accident Acciden
>|
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< 2. Potential Change
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Potential Change: What Should Have Happened?
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Because of these various errors and omissions, because the
holes line up, we are now dealing with a Serious Incident,
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» Plan

AsSess

Educate — Discharge

Monitor & reassess
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RCA Step 3: Listening
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3. Listen to Voice of staff

. (] (]
S a i 1. Story & Timeline
g Before the After the
Accident Acciden

Y A9 Y dl [ 4 [ % 1
GL‘IIL’J‘YI‘IM@LﬂEl'J‘lI@GvLmJaﬂLﬁ']ﬂ’]ﬂﬂi&&ﬂﬂ‘ﬂ@ﬂ@l%@n&lﬂ'ﬂﬂWi&l’lzﬁ&l

nnﬂuﬁwmwLLazﬂ'a's%'wmuwummm@”ﬁu
1 Qldl 4 Yo Y 1

mswswm'lmnmmaﬂmwauaa"lﬁ LLﬂJaNa‘llﬂNﬁﬂﬁleL‘J

maamsaﬂs mamnﬂaﬂs m‘lmn@ﬂ'num‘laﬂwmu

A28 Facilitator mslmmmu*n NV EVRMASEY

s NSNS L —

7 =, 7
[SQua | ISQua & ISQua

= B B

a00USUSIVAUNIWANIUWEIU na (auﬁmsumuu)
The Healthcare Accreditation Institute (Public Organization)

20



< <z )
[SQua ISQua [SQua

N =<t = : =

annuususavAtuNIwanIuweIUIa (20ANISUKIBU )

The Healthcare Accreditation Institute (Public Organization)

Y A
A3 19UIFYUINIEN ﬂi%ﬂ']iﬁ%ﬂ w1

liaaaulas vaslanluuia nﬂﬂu"l,ajamnﬁ’]ﬁ@mm@
He T UNAN LULRAIAINNLABEIUG
e la %’uw\aimﬁﬁm%ﬂﬁmnﬁq@ ash%q@ﬁmmﬁﬂwmmamu
UNNTZUIBNNT VLaJLﬁumifrﬂww”mﬂﬂa
Uzl MU IIIMIAN TR UNWILD WIzeie 6

YV o ::i (o5 6 9/.:;' v
lFSorunmusaunusnIwnIoh - Uaneide ldSuawnuwd Ydanade Lo
p=| (<% A P U -/ n:l Y
Huguniaasl mzaﬂiwwayjmwu L ue

WL UDTUART WHY

21



———— — - -
SQua SQua

The Healthcare Accreditation Institute (Public Organization)

MagImaanliaI AT

AaNNAINIZAN ANDINNANAITON

o 1 [ 1 1 1 F=% J
SN N AN OWEA AR A HIR U2 YN LNADL L5

2 iy o

940 ] o o 9 1 @ @
yravilalangenin  azlsilamliaansangarinle
AR I ERY V7 LN TR 891 ?i'mwi'flﬁﬂa'i'lﬁmﬁﬁ’aﬁwﬂ‘i

AN AWLDL R

(=] =] [ ] (=] 1 flam ) [} £y C?’ l':i

davinezlsegaandngd %180 5U18 N a 0 LSTn e

qmﬁﬁﬁ“ﬁﬁ'ﬂ g

22




v

— Q/ dl”
ﬁﬂqmwawﬂaﬂmmaa

213 WHY lagiiuuifaessuvaglula

Organizational Factors Organizational Factors

Local Workplace Local Workplace

(=)=l

=
[SQua

T e

=
ISQua

<2
[SQua

a00USUSaVAUNIWANIUWEIUTA (DVANISUKIBU
The Healthcare Accreditation Institute (Public Organization)

h 4

Discharge

Factors Factors
Unsafe Unsafe
Act Act
Assess * Plan l Educate
v

Monitor & reassess
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Organizational Influences
Unsafe Supervision

Preconditions

HOW?

Latent f ‘auses

condition
Unsafe acts
\ |

pathways J {} Investigation

Local workplace factors I

¥

Organisational factors

Potential
adverse
events
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Policy writing,
training
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Culture & leadership
Technical support

\ . Training
{ N Clinical support

Staff shortages

Inexperienced
team member

Falled to monitor
vital signs

Poor team
communication

Standardizing.

simplifying

Improvements
to devices,

architecture
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5 Whys - Example 1

Why? Because...

1 Why is Tom injured? ...he had a fall
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
a‘.’SQ-

00000

A continuum of causes
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3. Listen to Voice of staff =
| 32

2. Potential Change

1. Story & Timeline

Before the After the
Accident Acciden
>|
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RCA Step b : Creative Solution
HINDSIGHT BIAS
=75

<
=

3. Listen to Voice of staff

2. Potential Change

1. Story & Timeline

Before the After the
Accident Acciden
>| -

4. Swiss Cheese i .
— 5. Creative solution

How to prevent it?

How to make it better?

» How to detect it earlier?

> e How to do it earlier?

 Accident How to do it more appropriate?

....................

.............

DEFENSES
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Purpose E> Design

Action

Learning
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Explicit & Tacit knowledge
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® Evidence-based/CPG * Simplicity

® Technology ® Visual management

® Organizational knowledge * Human factor engineering

_ ® Human-centered design
® Value to patient/customer

® Humanized healthcare
* Agility/flexibility

® Lean thinking
* Safety/Risk-based thinking * Manage variation
® Quality dimension ® Work environment

® Consistency
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Human Factor Engineering
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Accountabllity for Our Behaviors

Human At-Risk Reckless
Error Behavior Behavior

Inadvertent action: slip, lapse, A choice: risk not recognized or
mistake believed justified

Conscious disregard of
unreasonable risk

Manage through changes in: Manage through: Manage through:

Processes Removing incentives for At-

Remedial action
Risk Behaviors

Procedures

Punitive action
Creating incentives for

Training healthy behaviors

Design

| ncreasing situational
awareness

Design Coach Discipline/Sanction
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Bow-tie Analysis & Mitigation Plan

Hospitalization .
of vulnerable
elders (> 70

Confusion, J_Qd_dit_ional
agitation, injuries /
cognitive morbidity

impairment

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

and social
isolation

RECOVERY m

MEASURES

POTENTIAL POTENTIAL
CAUSES OUTCOME

Dizziness:, Outplacement
orthostatic to nursing

hypotension homes,

Recovery measures

diagnostic
procedures,

= Mitigation plan
or secondary prevention
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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 <>»

%
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RCA?

Improving Root Cause

Anal}'ses and Actions
to Prevent Harm

Version 2. January 2014

% NI)SF Mational Patient Safety Foundation

268 Summer Street | Boston, MA 02210 | 617.391.9900 | wunr.npsfong
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Risk-based prioritization ] 79 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.

¥

[ Development of causal statements. ]

¥

Identification of solutions and corrective actions.
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Action Hierarchy

Action Category

Stronger

Actions

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

correctly)

Architectural/physical plant changes

New devices with usability testing

Engineering control (forcing function)

Simplify process

Standardize on equipment or process

Tangible involvement by leadership

44



Action Hierarchy

Intermediate

Actions

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

45



Action Hierarchy

Action Category

Weaker Double checks

Actions
Warnings

(these tasks require more

_ New procedure/
reliance on humans to

memorandum/policy
remember to perform the

task correctly) Training
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Risk-based prioritization

HINDSIGHT BIAS
3. Listen to Voice of staff ()

| &)
‘s 1. Story & Timeline
g Before the After the
Accident 3 I — 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?

O

Purpose —) Design ~ RiskRegister  Learning

Monitor , Trace
‘4,‘ Io°

Evidence : PSG [SIMPLE]

AE Report [by case]
Risk Identification ‘ - Reported AE
-Past AE lmprove - Trigger Tool
-Potential Risk W - Informal report

&
‘&P

Review by Risk Owner




wlaulg/

1nang

NTUIBNIT

AAAN

UsztNwHa




,ﬁ-\‘\\

S s SQua ISQua
‘\«‘«5 [SQua ISQua D]
n c I e n annuususavAtuNIwanIuweIUIa (@VANISUKIBU )

The Healthcare Accreditation Institute (Public Organization)

[ | QA d [ ]
* uamia ﬂ%qummsmﬁmﬂﬂszau
PN 6
*  szyauaAnIol
. szqwamsﬁw RCA

Tasaasens  Organizational Factors

o .. Local Workplace
Tavglnaa SV

nsnsznin Unsafe

qmﬂﬁﬂu Act
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V-8 ¢ .
AUANII Incident/AE
r=|
EREGIHMNRHEIG
ﬁ)‘mllﬁﬂ% Unsafe act
nsnsen/
Tainszvia
aaane Local workplace
factor

(%] 3 . .

il29889AnT Organization factor
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NanNssH 2 : Root Cause -> Preventive Measures
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V=N ¢

AUANIIH Incident/AE

=
Ieaciaen

ﬁgmﬂﬁﬂ% Unsafe act
n1snIen/

Tainsezvin

11298 NY Local workplace

factor

129829ANI Organization factor

N1AINIT Existing preventive

o Aa
Josnuindad | measure

u

N1AIN1T KN | Proposed additional

LWL measure
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EVIEW OF THE REVIEWS

Rl
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