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• Outline the principals of incident analysis and 

steps in immediate management 

 

• Describe the analysis process and range of 

methods / tools, including the importance of 

patient/family interviews 

 

• Explore the intersection between individual 

and system accountability 

Learning Objectives 



Linda Kenney 

https://www.youtube.com/watch?v=bfzAfZZ8JHg  

https://www.youtube.com/watch?v=bfzAfZZ8JHg
https://www.youtube.com/watch?v=bfzAfZZ8JHg


• Reflections 

• What do providers want? 

• What does the public want? 

Linda Kenney – Group Debrief 
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How Hazardous is Health Care? 

Diagram Credit: R. Amalberti, L. Leape 



The Canadian Experience 

Likelihood of an adverse event (CIHI, 2007) 

Contracting hospital acquired infection 
Adults: 1 in 10 

Children: 1 in 12 

Receive wrong medication or dose 1 in 10 

Acute care hospital medical / surgical 

patient experiencing an adverse event 

Non-fatal: 1 in 13 

Fatal (Preventable): 1 in 150 

Obstetrical trauma (vaginal delivery) 1 in 21 

Retained foreign body after procedure 1 in 3,000 



Blame and Accountability 

https://www.youtube.com/watch?v=RZWf2_2L2v8  

https://www.youtube.com/watch?v=RZWf2_2L2v8
https://www.youtube.com/watch?v=RZWf2_2L2v8


“The single greatest impediment to 
error prevention in the medical 
industry is that we punish people 
for making mistakes” 
 

Prof. Lucian Leape, Harvard School 
of Public Health 

Error Attitudes 

Credit: AHRQ, 

K. Henriksen  



Definitions (WHO / CPSI) 

Patient Safety Incident: 

An event of circumstance which could have resulted, 

or did result, in unnecessary harm to a patient. 



Clinical Adverse Event 

 

An event that could or does result in an unintended injury or 

complications arising from healthcare management, with 

outcomes that may range from (but are not limited to) deaths or 

disability to dissatisfaction or require a change in patient care.   

Definitions (Alberta)  



Safeguards and Latent Hazards 

Patient 
Safety 

Incident 

Adapted from James Reason’s Swiss Cheese Model (2000)  



AHS Review Themes n=1203 



Communication 

https://www.youtube.com/watch?v=gmOTpIVxji8  

https://www.youtube.com/watch?v=gmOTpIVxji8
https://www.youtube.com/watch?v=gmOTpIVxji8


 

• Uphold our commitment to value safety for 

patients, families and healthcare providers. 

• To learn, improve care, and share our learning 

• Minimize risk of future similar harm 

Incident Analysis – Why? 



Canadian Incident  

Management Continuum 

Source: CPSI 



• Cultivate a safe and just culture 

• Leadership support 

• Develop a plan including resources 

Before an Incident 



Systems Analysis Methodology 

(AHS, 2017) 



Table Exercise: 

You are a patient safety / QI practitioner and the ICU 

manager call you to assist in the immediate 

management of this incident   

• Provide guidance to the ICU team on next steps 

Patient Safety Incident: Mr. I.O. 



Immediate Response 



Disclosure 

Barriers Facilitators  

Culture of minimal  

discussion of error 

Patient safety training (how to 

identify and disclose incidents) 

Lack of confidence in 

organizational support 
High safety culture 

Social fears Perceived support 

Fear of litigation 
Routine open  

discussions of incidents 

Hierarchy  



Source: AHS (2017) 

Disclosure Checklist 



Apology Legislation 



• Also known as “second victims” 

• Health care providers involved in a patient safety 

incident often experience emotional and sometimes 

physical distress 

Support for Providers 

 

            shame  helplessness     fear  

worry    anger      distress  chaos  

           guilt  depression  shock 

   anxiety  
 



Support for Providers 

What is needed: 

• Professional re-affirmation 

• Personal reassurance 



Support for Providers (AHS) 





Prepare for Analysis 



Facilitator (with IA knowledge) paired with a leader 
(with operational accountability) 

Determine scope 

Apply legislation if applicable 

Identify team members (interprofessional!) 

Book interviews (patient/family, staff, physcians, 
etc), and meetings 

Prepare materials 

General Approach 



More About Section 9 



Prepare for Analysis 

https://www.youtube.com/watch?v=2t4zJH29n40  

https://www.youtube.com/watch?v=2t4zJH29n40
https://www.youtube.com/watch?v=2t4zJH29n40


Preliminary investigation: 

Prepare for Analysis 

Start ASAP 
• Memory fades, dominant story tellers emerge 

Secure 
‘usual’s 

• Pumps, IVs, bottles, packaging, containers, sharps 

Secure 
‘unusual’s 

• Rhythm strips, fetal monitoring tracings, telemetry 
logs, shift assignments, OR list, paging log, CCTV 



Preliminary investigation: 

Prepare for Analysis 

Documents 

• Secure / review health record and incident report 

• Are these a good “black box” ??? 

Come 
prepared 

• Think about themes that require a deeper dive 

• E.g., equipment, environment, teamwork, communication, 
policies / procedures 

Probe to 
‘blunt end’ 

• Challenging but mission critical for improvement to occur 



Preparation 
– Consider where, when, with whom, by whom 

 
Opening 

– Introductions / purpose / confidentiality 
 

Communication 

– “Tell their story” and “re-enact”; try not to interrupt 

– Open-ended questions and active listening 

– Do not make or agree with derogatory comments made 

regarding others involved in the care  

– Record interview in a comfortable way 
 

Closing 
– Thank the patient/family member 
– What to expect next 

Supportive Interviewing 



Table Exercise – Work in Pairs! 

As part of the QAR process, the QAR lead is meeting 

with Mr. I.O.’s daughter, for an interview. 

• Pick up one ‘A’ and one ‘B’ role description 

• Read your roles and prepare for the sim (5 minutes) 

• Conduct the sim (7 minutes) 

• Debrief at your tables (8 minutes) 

Patient Safety Incident: Mr. I.O. 



Analysis Process 

Analysis Process: 

‣Understand what 

happened 

‣Determine how and why 

it happened 

‣Develop and manage 

recommended actions 

to reduce risk of future 

similar recurrence 



Ishikawa (Cause and Effect) 

Diagram 

Communication Policies / Procedures 

Environment Fatigue / Scheduling 

2 patients in adjacent rooms needed 
blood at same time 

No independent double check 

High acuity shift 

Order set not used by 
new resident 

Blood given at 4 AM 

1 nurse sick call 

Blood bank concerned 
but did not inform ER 

Insufficient orientation 
for new resident 

Wrong Blood / 
Wrong Patient 



Constellation Diagram 

Adapted from: CPSI’s Canadian Incident Analysis Framework 

INCIDENT: 
Patient elopement 

OUTCOME: 
Patient found cold 

and dehydrated 2 km 
from hospital 



• Address risks/factors identified 

– At appropriate system level 

– Evidence based, long term solution 

– SMART 

• Assign responsibility at appropriate level 

Recommended Actions 

Category  
Recommended 

Action 
Accountability Target Date Status 

Policy / Procedure IDC for insulin CNO June 1, 2015 Complete 

Equipment Barcoding pilot Dir. Pharmacy Sep 1, 2015 In Progress 



Hierarchy of Effectiveness 



Table Exercise – your table is the analysis 

team! 

The QAR Lead is leading the analysis team through 

recommendation development.  A member of the 

analysis team, a senior leader, notes that if the glucose 

had been tested the patient would not have died. She 

asks, “who was accountable for testing the glucose?”   

• Who should be disciplined?  

• What is your approach this question? 

 

 

Patient Safety Incident: Mr. I.O. 



Individual performance vs systems issue? 

 

 

 

AHS Administrative Review 

Decision Tree 

Source: Canadian IA Framework (Incident Decision Tree, based on James Reason’s Culpability Model) 



Follow Through 

and Close the Loop 

Follow Through: 

‣ Implement recommended 

actions 

‣Monitor and assess the 

effectiveness of actions 

Close the Loop: 

‣ Share what was learned 

(internally and externally) 



• Incident analysis is critical to a safe and just culture 

• Burning platform for improvement work 

• Opportunity for patient / provider / system healing 

• Preparation is key 

• Share learning broadly 

• Accountability for recommended         

actions! 

Summary 



• Outline the principals of incident analysis and 

steps in immediate management 

 

• Describe the analysis process and range of 

methods / tools, including the importance of 

patient/family interviews 

 

• Explore the intersection between individual 

and system accountability 

Learning Objectives 



Quality Assurance Committee 
 

• QAC Chair Handbook  

• QAC Quick Reference Guide  

• AHS QAC Structure  

• QAC Terms of Reference Modifications  

• Engaging Patient Advisors on AHS QAC  

• QAC Meeting Agenda Template  

• QAC Meeting Minutes Template  

• QAC Chair Contact List  

• Appropriate Accountability Decision Support Tool  

 

Quality Assurance & Patient Safety Review Tools 
 

• Quality Assurance Review (QAR) Handbook  

• SAM Handbook  

• The Overview: Learning from Adverse Events in AHS  

• QAR Quick Reference Guide  

 

AHS Patient Safety Learning Summary 
 

• Patient Safety Learning Summary - Tips & Worksheet  

• Patient Safety Learning Summary - Template  

• Patient Safety Learning Summary - FAQs  

• Patient Safety Learning Summary - Process Flowchart  

 

 

Resources 
 

• QAR Request & Acceptance Form  

• QAR Process Flow Map  

• QAR G.O.A.L Tool  

• QAR Project Plan  

• QAR Ownership Confirmation Reference  

• QAR Checklist  

• QAR Interview Tracking Form  

• QAR Interview Guidelines  

• QAR/PSR Reference Card  

• QAR Document Control Checklist  

• Disclosure Support (external site)  

 

Templates 
 

• QAR Timeline Template  

• QAR Team Membership Template  

• QAR Email Templates & Instructions  

• Confidentiality Agreement for Non-AHS Employees 
Participating in a SAM  

• QAR Summary Template  

• Patient Safety Review Summary Template  

• QAR Summary Peer Feedback Checklist  

• Recommendation Assessment & Prioritization Tool  

 

 

More information? 

http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-chair-handbook.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-quick-reference-guide.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-structure.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-tor-mods.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-engaging-patient-advisors.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-template-meeting-agenda.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-template-meeting-minutes.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qac-chair-contact-list.pdf
http://ahamms01.http.internapcdn.net/ahamms01/Content/AHS_Website/modules/accountability/AppropriateAccountabilityDecisionSopportTool_Nov7_2013.htm
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-handbook.pdf
http://www.albertahealthservices.ca/assets/info/hp/ps/if-hp-ps-ahs-sam-handbook.pdf
http://www.albertahealthservices.ca/assets/info/hp/ps/if-hp-ps-learning-from-adverse-event.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-quick-reference-guide.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-tips.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-tips.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-tips.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-tips.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-template.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-template.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-template.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-template.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-faqs.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-faqs.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-faqs.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summaries-faqs.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summary-process-flowchart.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summary-process-flowchart.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summary-process-flowchart.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-patient-safety-learning-summary-process-flowchart.pdf
http://insite.albertahealthservices.ca/frm-19848.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-review-process-flowmap.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-goal-tool.xlsx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-template-project-plan.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-initial-rec-owner-confirmation.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-checklist.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-interview-tracking-form.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-interview-guidelines.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-psr-reference-card.pdf
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-checklist-document-control.docx
http://www.albertahealthservices.ca/info/page9405.aspx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-template-timeline.doc
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-template-review-team-membership.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-template-email-instructions.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-confidentiality-agreement-non-ahs-employees.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-confidentiality-agreement-non-ahs-employees.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-confidentiality-agreement-non-ahs-employees.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-confidentiality-agreement-non-ahs-employees.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-template-summary.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-psr-template-summary.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-qar-checklist-peer-summary.docx
http://insite.albertahealthservices.ca/assets/ps/tms-ps-rap-tool.xlsx


Questions? 

Amir.Ginzburg@thp.ca  

(Amir Ginzburg) 

Paula.Beard@albertahealthservices.ca  

(Paula Beard) 

thorow@shaw.ca  

(Carroll Thorowsky) 

mailto:Amir.Ginzburg@thp.ca
mailto:Paula.Beard@albertahealthservices.ca
mailto:thorow@shaw.ca

