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Are systems reviews including QARs, PSRs
and ABCs confusing? Not anymore!

Amir Ginzburg, MD FRCPC
Paula Beard, MA, ACP
Carroll Thorowsky, BSCN, MSA
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.‘/ Learning Objectives

« Qutline 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



Linda Kenney

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



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

Linda Kenney — Group Debrief

* Reflections
* What do providers want?

* What does the public want?




Total lives lost per year

100,000

10,000

1,000
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10

How Hazardous Is Health Care?

DANGEROUS REGULATED ULTRA-SAFE

(>1/1000) (<1/100K)
Health Care

Driving

Scheduled
Chartered Airlines
Flights
J European
. Railroads
Chemical
Manufacturing Nuclear
Power
10 100 1,000 10,000 100,000 1,000,000 10,000,000

Number of encounters for each fatality

Diagram Credit: R. Amalberti, L. Leape



.‘/ The Canadian Experience

Likelihood of an adverse event (CIHI, 2007)

Contracting hospital acquired infection

Adults: 1in 10
Children: 1 in 12

Receive wrong medication or dose

1in 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)

1in 21

Retained foreign body after procedure

1in 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

KEEP OUT OF CHILDREN'S REACH
HuMaN BEINGE make MISTAREES

becouss The SYSTEME,
| TAZES arnd FROCESSES they work
imoare poor Ly desiogned.

 FROF. LUCIAN LEAFE,
| Harvard School of Public Health

“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
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“ Definitions (WHOQ /CPSI)
s

Patient Safety Incident:

An event of circumstance which could have resulted,
or did result, in unnecessary harm to a patient.

Reached the patient “ Did not reach the patient

HARMFUL INCIDENT NO HARM INCIDENT

NEAR MISS



.. Definitions (Alberta)
/

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
disablility to dissatisfaction or require a change in patient care.

¥ i
N L

’

*

-



l“. Safeguards and Latent Hazards
~

Patient
Safety
Incident

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



AHS Review Themes n=1203

PATIENT FALL

RETAINED FOREIGN OBJECT

WRONG SITE / SIDE / PROCEDURE SURGERY 20
DIAGNOSIS DELAYED - SPECIMEN RELATED 21
INCORRECT DX & TX - SPECIMEN MIX UP 23
ELOPEMENT WHILE IN CARE 26
INPATIENT SUICIDE 54
COMMUNICATION AMONGST CARE PROVIDERS & PATIENTS & FAMILIES 62
OPERATIONAL / GOVERNANCE 62
ENVIRONMENT /EQUIPMENT 75
CLINICAL DECISION MAKING 100
OTHER 109
MEDICATION /FLUID ERROR 118
COMMUNICATION AMONGST CARE PROVIDERS 125
SUICIDE IN COMMUNITY (OUTPATIENT /WITHIN 30 DAYS OF DISCHARGE) 161

DELAYED REACTION TO CLINICAL DETERIORATION 211




gt Concsion
/

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



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

Incident Analysis — Why?

* 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



Canadian Incident

Management Continuum

CLOSE
THE LOOP

Share what was learned
(internally and externally)

FOLLOW
THROUGH

Implement
recommended actions
Monitor and assess the
effectiveness of actions

BEFORE
THE INCIDENT

Ensure leadership support
Cultivate a safe and just culture

ANALYSIS ] Dev_elop a plan
PROCESS including resources
Understand what happened

Determine how and
why it happened
Develop and manage
recommended actions

IMMEDIATE
RESPONSE

Care for and support patient/
family/providers/others
Report incident
Secure items

PREPARE
FOR ANALYSIS

Preliminary investigation
Select an analysis method
Identify the team
Coordinate meetings
Plan for/ conduct interviews

Begin disclosure process

Reduce risk of
imminent recurrence

Source: CPSI



../ Before an Incident

« Cultivate a safe and just culture
* Leadership support

* Develop a plan including resources




4 Adverse
Event/Close Call

Immediate
Management

Respond
Environment
Secure

Protect

Offer Support
Notify
Disclose/Document

Ongoing
Management

Initial Assessment:

Systems Thinking

Accountability
Decision
Tool

AHS Leader:
Determine
Response(s)
Required

Recommend,
Evaluate & Share

Quality Assurance
Review (5.9 protected)

Human Factors
Evaluation

Educational
Case Review

Administrative Review

Patient Concerns
Resolution Process

Simulation

Quality Improvement

Initiative

Safety Alert/Safer
Practice Notice



Patient Safety Incident: Mr. 1.O.

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

HOSPITALS;‘; i




Immediate Response

CLOSE
THE LOOP

Share what was learned
finternally and externally}

FOLLOW
THROUGH
Implement
recommended actions
Monitor and assess the
sffectiveness of actions

BEFORE
THE INCIDENT

Ensure leadership support
Cultivats a safe and just culture
Develop a plan
including resources

Immediate
Management

ANALYSIS
PROCESS
Undarstand what happanad
Determine haw and
why it happened

Develop and manage
recommended actions

IMMEDIATE

RESPONSE

Care for and support patient/

family/ providers/others

Report incident
Securs itams

Bagin disclosure process
Reduce risk of

jmminent recurrens

Preliminary investigation!
Select an analysis method
Identify the team
Coordinate meetings
Plan forf condict interviews

Quality Assurance Reviews
Quality Assurance Reviews (QARs) are one way in which we can learn from adverse events (or close calls) in

heaithcare ystem issues that
that wil of a similar type

the relevant to the incident and

mmmu)—mnwnwmm mmmnonmtnmmmmdm ot the actions of
Indviduals. e
wwasﬁwwlmk‘Vmemmmmwdmmm

main in place. Should you receive  request for this information we can assist you as this QAR is protected from dis-

dosure.
-
EnVlronment (OARS i conucted wndor socsionof the Alicre Eidonce Act: Socio 3 peobction s etendd o rovide s afe
that best
ing of the event This inform be subpoenaed or entered nto
evidence in a court of law, and s not subject to a request for Alberta’s

lation. ¥ q or share

n this review. I is important to highlight that the ficts, such as diinical records, are not protected by section 9 and &
patient or their authorized indes the Health Information Act

What can | expect if asked to participate in an interview or analysis meeting related to the

Protect = G

« Participants wil be trested with care, compassion, SuppOr, respect and dignity.
© All discussions within a QAR and documents produced by 3 QAR are protected by section 9 and confidential. Any
occur during this you cannot answer tothe

Offer Support T TS

Investigation Phase interviews with staff, physcians, patients and families understand
* What happened?

-
© What may have contributed to the event?
O l * What can be done to improve safety for future patients?
Analysis &
afer?

o what need to
.  the only released is a brief de- well as any rec-
ommendations and lessons learned:

Disclose/Document e

1 you have questions about the QAR process you are encouraged to call




Barriers Facilitators

Culture of minimal Patient safety training (how to
discussion of error identify and disclose incidents)

Lack of confidence In

L High safety culture
organizational support
Social fears Perceived support

Routine open

Fear of litigation discussions of incidents

Hierarchy



. Disclosure Checklist

Patient Safety Policy Suite: Disclosure

Quick reference guide
/What is this procedure?\

Despite our best efforts to provide safe
care, patients may occasionally
experience harm while in our care.

When ham occurs to a patient, we must
communicate what happened to the
patient/family in an empathetic, timely
and transparent manner.

This is called DISCLOSURE OF HARM,

S and is one of six procedures in the
tient safety policy suite.
What you need to know e 7

Disclosure When any harm occurs, a risk of future harm exists or if a change in care or monitoring is
made because of something occurring in care we provide, we must disclose to the
patient/family.

Close calls In the event of a close call, disclose if it's in the best interest to the patient/family to know or if
they would wish to know. If you aren't sure, disclose the close call to the patient/family.

How do 1. Acknowledge that harm has occurred to the patient and apologize on behalf of AHS.

disclose?

2. Explain the future impact the harm could have on the patient.
3. Explain how the harm occurred. If unsure, don't speculate, but commit to investigate and
follow up with the patient/family to discuss what we leamed and why the harm occurred.

When is Disclosure is complete when the patient receives an accurate understanding of what

disclosure | happened, the impact it will have on them and how AHS will respond. In complex cases, the

complete? disclosure process may involve several conversations.

,,..-----‘ﬁEE:EnEng and Resp;dTn‘xAtE“““—-._,
( Hazards, Close Calls and Clinical )
e Adverse Events = —

Procedure
l‘l Alberta Health ¥ g S
B Services For more information, visit Insite and/or
Quality & Healthcare contact the Clinical Safety Leader in your zone
Improvement

Source: AHS (2017)



. Apology Legislation




. Support for Providers

 Also known as “second victims”

« Health care providers involved in a patient safety
Incident often experience emotional and sometimes
physical distress

shame helplessness fear

WOITY  anger d IStreSS chaos

gUllt depression shock
anxiety




. Support for Providers

What i1s needed:

* Professional re-affirmation |

 Personal reassurance } ' - .




L
‘ Support for Providers (AHS)

orting Staff Involved in

Tips for Supp

Clinically Serious Events

Adverse

The mental wellness of our staff and physicians isa
safety of our environment anditis prudent for
involved and patients to assess whether staff mi

on a short term basis to ensure safety while the

recover.

big ¢
sal

lab staff who
jon. During the
adverse

Consider the need to bring functional teams together (eg

work togethe! ) to open the lines of communicat

¢ in one ared
meeting general information is shared (€8 @ i serious

ended and May, in some Cases, be harmful.

puring & geneul information session ractions with staff
and phvs'v:hns send clear messages of support toall staff involved: “we'

figure this out

or one to one inte!

together >

provide information & is going to respond to
re harm to staff to do their work-
include any relevant policies, P

Help staff and physicians under stand that it may be helpful to seek
support from family, friends and peers and that this is encourag!
however, individuals should not provide patient identifying information of
ific details about the event. This tyPe of detail is pfovided within
appnwed orual\iu(ional processes for learning suchasa quality assurance
review or @ patient safety review-

additional support they are en(ouuged to
istance Programs (EAP) and other

advice on the best way to

Remind ctaff that if they need
obtain assistance

pro(essbonlls. Man:

support their teams.
o 24 hour contact number for conﬁdentiul EAP help for AHS employees
is 1-817-173-3134
physicians and

<t number for confidential support for
physician and Family support Progr®!
Ds l161—4637).

moﬂhCAMAl-

Otcas'Klﬂa“V staff want to speak withan i experience

with clinically serious adverse events bu ely involv

in their particular event. Currently there is one such informed

objective individual willing

Dr, Bruce MacLeod can
i\

o
tobe available to staff on an as needed basis:

. be contacted at

Please "‘"Mw" eformation regarding developmant of
progrom materials for 256 support of individuels “volived in chinicaly seriout adverse avents in AHS

The Second Victim

ose that cause
haunt health-care
t their lives.

< felt in their

Fatal errors and the
harm are known to
titioners throughou!
he error ¥
ctions with

es, and in the

prac
The impact of
jives, intera!
colleagy

private !
p(oh.‘sslonal

context of their social lives.

\mmediately after the error 15

pramt\oners tvpncallv

recogmxed,
experience stress-related

psv(mk)gmal and phyﬂ(al reactions
related to sadness. fear, anger, and

shame

They are lmmediatzlv pamcked,
horrified, and appfeheﬂslve, which is

manr(es‘ed by disbelief, shock, an
ure and heart
pid preathing,

disturbances, and
concentrating

investigation of the
is often
job and

While awaiting
he second victim

the finandial

p\ovmeﬂt and levie
n(ompe(em or
es, their family,

being labeled as
careless bY colleagy
the palicnt's famil

pect; invol

and
coworkers’ €S|
civil of criminal

Joss of @ ploiewona\ license
Too Many

Abandon the Victims™ Of
and

Medical ETors Pharmacy
Therapeutics, 39(9). 591-592.)

issinger, M. (2014)
Second

(Gr
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An EMT worker has shared 2
year-oid patent

Photo Recdior NiC sMoored 11

The man pictured was unable to save one of h

occurrence in our field of

phot® his coworker took of 2 doctor

combination of the two. The patient that died was 19 yea

of those calls we get sometimes that just hits you rote r

Heartbreaking photo captures doctor's grief after loss

mmoverthe\ossda\s—

is patients. Though this is a common

vork. the patients we lose aré typically old. sick. of some

rs oid, and for him it was one

"Within 2 few minutes the doctor stepped pack inside holding his head hiah again.”




Prepare for Analysis

Ongoing
Management

Quality Assurance

Initial Assessment: Review (s.9 protected)

Systems Thinking

| Human Factors
\' Evaluation
Educational
Accountability Case Review
Decision

dogl -~ Administrative Review

Patient Concerns
Resolution Process

AHS Leader:
Determine
Response(s)
Required

Simulation

Quality Improvement
Initiative

Safety Alert/Safer
Practice Notice




General Approach

Facilitator (with 1A knowledge) paired with a leader
(with operational accountability)

Determine scope

Apply legislation if applicable

ldentify team members (interprofessional!)

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

Prepare materials



.‘ More About Section 9

P

I'I Alberta Health

Alberta Health Services QAC and QAC Subcommittee Structure

. serwces QA Information Arising from
AHS  AHS Board* appointed it QA Activities reported to AHS
QA Committee (1)) * Authonzed to constitute QAC subcommittees Cyecutive and Goverr!ance
(see AHS QAC ||* Authorized to constitute Section 9 protected review teams with a life expectancy of less than one year to review specific events Structures as appropriate
ToR) + Conducts activities across entire scope of AHS regarding serious or potentially serious systemic issues
« Receives Section 9 protected reports and information from any AHS QAC and external reviewers (e.g. HQCA, fatality inquires)
+ Reports quarterly on patient safety activities to the Patient Safety Department
« Reports QA information ansing from QA activities to the AHS Executive and Governance Structures as appropnate
. R T T T T T 1
Complex Review * AHS B.Oard appom_ted 5 Northemn Zone Edmonton Zone Central Zone Calgary Zone South Zone Provincial
Zone * Auih(]n_zed fo mnSt.mJtE QAC subcommittees ) Complex Review Complex Complex Review Complex Review Complex Review CancerControl
QA Committees || * Authorized to constitute Section 9 protected review QAC Review QAC QAC QAC QAC Complex QAC
(6) teams with a life expectancy of less than one year to
(see Complex || "@View specific events 1 |
Review/Zone ToR || * Supports QAC activities that are complex in nature
and/or cannot easily be undertaken by other AHS QACs
or QAC subcommittees
+ Reports findings of QA reviews to QAR requestor
+ Reports QA activities and learnings to the AHS QAC
and appropriate administrative leadership Provincial
+ Reports quarterly on patient safety activities to the Committees
Egﬁ:xz;fgsng:nrmm:;dUdmg numbers and fist || Patient Safety | | North Zone Rural CH;?;';"Q"E‘“’“ Ci"m:iﬂcwni::;e Central Zome QAC Foothills Medical Critical Care Tom Baker Cancer
Department QAC QAC (Stollery Children's [T Management, Centre QAC Calgary QAC Centre QAC
Hospital) Public Health QAC
Corrections Health Ouet_an Eizahel_h [} _ Alberla.cmldren's || Emergency Cross Cancer
. » Authorized to constitute QAC subcommittees. [] SenvicesQac | Regnnskgcspnm ::Z;&kﬂ::ﬂ il (ézr:::;:g ;:;ee' Flospital QAC 11 (Calggr:cZune] T Institute QAC
QA Ccirang;nttees + Authorized to constitute Section 9 protected review Institute QAC QAC
teams with a life expectancy of less than one year to B Northern Lights Rockyview General | | [ Surgical Services
(see QAC ToR) review specific events -La:?;j:gﬂsgxées L Regional Health University of Alberta Edmonton Zone Hospital QAC [ (Calgary Zone)
« Reports findings of QA reviews to QAR requestor Centre QAC Hospital (Kaye | [ Addiction & Mental QAC

QA
Subcommittees
(see QASUbC
ToR)

+ Ensures the Zone/Complex Review Committee has
an up-to-date list of all established QAC subcommittees
+ Reports QA activity quarterly to the Patient Safety
Department

Services QAC

Diagnostic Imaging

Services QAC

Population & Public
Health QAC

+ Appointed by any QAC, as listed above

|| Provincial Perinatal

QAC

+ Reports quarterly QA activity to the Patient Safety Department

+ Reports findings of QA reviews to QAR requesteor

+ Reports on activities and general learnings related to QA activity to

Edmonton Clinic [ Health QAC
QAC
C & Rural
Hospitals,
R:yﬂ‘ Atlt:xgmi:ra L7 Edmonton Zone
lospital Qac
Glenrose
Rehabilitation
Hospital QAC

Peter Lougheed
Centre QAC

Addiction & Mental
Health (Calgary
Zone) QAC

Community & Rural

Cardiac Science

Health & Facilities (Calgary Zone)
{Calgary Zone) QAC
QAC
Integrated Seniors N SIS
Health (Calgary -H Perinatal {Calgary
Zone) QAC Zone) QAC

MNeonatal (Calgary

Zone) QAC




.“ Prepare for Analysis

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



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

. Prepare for Analysis

Preliminary investigation:

\ e Memory fades, dominant story tellers emerge
Start ASAP

e Pumps, IVs, bottles, packaging, containers, sharps

Secure

‘usual’s

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

‘unusual’s




. Prepare for Analysis

Preliminary investigation:

e Secure / review health record and incident report
e Are these a good “black box” ?7??

e Think about themes that require a deeper dive

e E.g., equipment, environment, teamwork, communication,

Come ..
policies / procedures

_Pprepa red

e Challenging but mission critical for improvement to occur




.‘/ Supportive Interviewing

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



Patient Safety Incident: Mr. 1.O.

Table Exercise — Work in Pairs!

As part of the QAR process, the QAR lead is meeting
with Mr. .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) livﬂ



. Analysis Process

Analysis Process:

CLOSE
THE LOOP

Share what was learned
(internally and externally)

» Understand what
happened

FOLLOW
THROUGH

Implement
recommended actions
Monitor and assess the
effectiveness of actions

» Determine how and why
It happened

BEFORE
THE INCIDENT

Ensure leadership support
Cultivate a safe and just culture
Develop a plan
including resources

ANALYSIS
PROCESS

Understand what happened
Determine how and
why it happened
Develop and manage
recommended actions

» Develop and manage
recommended actions
_ to reduce risk of future
P similar recurrence

Plan for/ conduct interviews

IMMEDIATE
RESPONSE

Care for and support patient/
family/providers/others
Report incident
Secure items

PREPARE
FOR ANALYSIS

Preliminary investigation




.‘ Ishikawa (Cause and Effect)
P Diagram

Environment Fatigue / Scheduling

Blood given at 4 AM
2 patients in adjacent rooms needed
blood at same time
P 1 nurse sick call
High acuity shift \

\ Wrong Blood /
Wrong Patient

v

No independent double check _‘/

Blood bank concerned
Order set not used by but did not inform ER
new resident

Insufficient orientation

for new resident /

Policies / Procedures Communication




Close call
| charted bur
|) not formally
| reported or
| investigated

with Code
Yellow
procedures

Code Yellow =

not called
when
resident not
in room

EQUIPMENT

INCIDENT:
Patient elopement

OUTCOME:
Patient found cold
g and dehydrated 2 km
from hospital

Process
changes not
implemented
after previous

elopement

Caregivers
initially
) worked
4 independently
to try to chf
resident

CARE TEAM PATIENT

Cognitively
impaired;
elopement

risk

Communication
lacking between
team members
when resident
first identified

as missing

Code Yellow
not fully
implemented
when resident
first identified ¥
as missing

Lack of
clarity
around when
to call a
Code Yellow

Assumptions
adere |
resident’s
whereabouts

Electronic
bracelet
failed to

alarm

Electronic

bracelet not e

tested daily per
instructions
provided with

device

Fire alarm
not “heard”
or
responded to

Lack of
standard
expectations
re resident
status checks

Similar
appearance
of devices

3 month
device used

instead of

12 month

Monitoring
bracelet
was
expired

No internal
process to
ensure device
testing and

accompanyi
documentation

Routine use of

Fire alarm
Bl AN emergenc

sounds
frequently
staff are

“desensitized” parking lot

Two
t_vpfg ﬂf
b raﬂflfth

stocked

Adapted from: CPSI’s Canadian Incident Analysis Framework



." Recommended Actions

« Address risks/factors identified
— At appropriate system level

— Evidence based, long term solution
— SMART

» Assign responsibility at appropriate level

Category ReC(’JA\rEtrlnoennded Accountability | Target Date

Policy / Procedure  IDC for insulin June 1, 2015
Equipment Barcoding pilot  Dir. Pharmacy Sep 1, 2015 In Progress



../ Hierarchy of Effectiveness

-

MORE

EFFECTIVE

System-focused

LESS
EFFECTIVE

RULES & POLICIES

 EDUCATION
&TRAINING .

Peoﬁle#ocused



.* Patient Safety Incident: Mr. 1.O.

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? Q
A\

 What is your approach this question? i‘zﬁ\



AHS Administrative Review

Individual performance vs systems issue?

DELIBERATE HARM TEST PHYSICALUMENTAL HEALTH TEST FORESIGHT TEST SUBSTITUTION TEST

Would another individual
coming from the same
Did the individual depart professional group,

Were the actions as intended? Were the actions as intended? from agreed protocols or possessing comparable
NO N safe procedures? qualifications and YES

experience, behave

in the same way in
similar circumstances?

| | NO

\ ) e Were the products and
Were adverse consequences [[s] Does the individual have ;’ safe procedures available,
intended? known medical condition? workable, intelligible,

‘ correct and in routine use?

Were there any YES
deficiencies in training, -
experience or supervision?

NO NO

‘ Is there evidence that
the individual took an
unacceptable risk?

Were there significant YES
mitigating circumstances?

NO NO

System failure -

Guidance on appropriate Guidance on appropriate

Guidance on appropriate Guidance on appropriate

review system

management action management action

management action management action

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



y.

P

FOLLOW
THROUGH
Implement
recommended actions

Monitor and assess the
effectiveness of actions

ANALYSIS
PROCESS

Understand what happened
Determine how and
why it happened
Develop and manage
recommended actions

PREPARE
FOR ANALYSIS

Preliminary investigation
Select an analysis method
Identify the team
Coordinate meetings
Plan for/ conduct interviews

Follow Through
and Close the Loop

Follow Through:

CLOSE
THE LOOP

Share what was learned

‘ (internally and externally)

» Implement recommended
actions

» Monitor and assess the
effectiveness of actions

BEFORE
THE INCIDENT

Ensure leadership support
Cultivate a safe and just culture
Develop a plan
including resources

IMMEDIATE
RESPONSE

Care for and support patient/
family/providers/others
Report incident

Close the Loop:

Secure items

» Share what was learned
(internally and externally)

Begin disclosure process

Reduce risk of
imminent recurrence




ot >

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!




.‘/ Learning Objectives

« Qutline 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



.‘ More information?
//

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

OAR Request & Acceptance Form

OAR Process Flow Map

OAR G.O.A.L Tool

OAR Project Plan

OAR Ownership Confirmation Reference

OAR Checklist

OAR Interview Tracking Form

OAR Interview Guidelines

OAR/PSR Reference Card

OAR Document Control Checklist

Disclosure Support (external site)

Templates

OAR Timeline Template

OAR Team Membership Template

OAR Email Templates & Instructions

Confidentiality Agreement for Non-AHS Employees

Participating iIn a SAM

OAR Summary Template

Patient Safety Review Summary Template

OAR Summary Peer Feedback Checklist

Recommendation Assessment & Prioritization Tool



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

Amir.Ginzburg@thp.ca

(Amir Ginzburg)

Paula.Beard @albertahealthservices.ca
(Paula Beard)

thorow@shaw.ca
(Carroll Thorowsky)

“Off hand, I'd say you're suffering from an
arrow through your head, but just to play
it safe, I'm ordering a bunch of tests.”
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