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Sentinel Events
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Sentinel events
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How do accidents happen?
Swiss Cheese Model

Latent Failures
Service Delivery Problems
OAccri dents wai ting to happeno

®

Patient Safety Inciden@



How do accidents happen?

Performance influencing factors
Contributing factors
osturrf happenso
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Patient Safety Inciden@



How do accidents happen?

4

Active failures
Care delivery problems
osomeone made a mi St a

&

Patient Safety Inciden@



Controls and defences
Barriers
eand -aiwme st opped

Safety Incident



Swiss Cheese theory exercise

Latent Failures
Service Delivery Problems
Accidents waiting to happeno

Performance influencing factors
Contributing factors

Gtuff happenso
Active failures

/ ; Care delivery problems
i) yp

Controls
Barriers

Patient Safety
Incident
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Organisational and
corporate culture

Management

decisions and

organisational
processes

Contributory
factors influencing Care management
clinical practice problems

Error
producing Errors ﬁ»——b—
conditions
lldld
Violation
producing - Violations B
conditions

Trggenng Unsafe acts or
factors omissions
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+ Contributory, influencing or causal factorare things
that contributed to the incident.
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Symptom of the problem.
“The Weed”

Above the surface
(obvious)

The Underlying Causes
“The Root”
Below the surface
(not obvious)
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The User-friendly Root Cause Method
To Solve Complex, Multi-faceted Problems
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What happened? K¢Av at wao
How it happened ? K¢Av atwoivy
Why it happened ? K¢Av a?t wrea:
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Basic elements of a good RCA investigation

WHAT HOW it WHY it
happened happened happened

—>

Chronology Unsafe Contributory
act(CDPs/SDP: Factors

olution Development & FeedbacC
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Um, you're probably right, Tl just turn this anesthesiaupabit . ..

Adverse events are inevitable — not learning
from them is unforgivable (Beth Lilja)
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Root causes analysis process
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° Bwz a°e¢é?
3-4 persons
Independence
Insight into clinical area
Multidisciplinary
Investigation skills
One of which should be
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In incident investigation
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“To address this 111istﬂke we must usc root-cause
analysis. I’ll begin by saying it’s not my fault.”



O Ewz Vv¥%v! v +:;d ¢°piay




s
Ve
Jy

W

k|

TV

° b

/ ) \




watweadv Céwaefv A A
A0 Pu YW#HalaeCzu COMwes£Eéy
1 3



PCpi OVAUA |, EU yV &adweseE |

VAT @aéwoAy CcANEREVYCEWZL U@V

¢ Av a?! waeo

" B py)

PE +w-yv (°9z ¢v €

X Atrainstormingaw i & VA &3z U € V)

} %i CEi ! A- y ¢ cCVy
tbverdose®?! 3i Cawce %Ll y vl



cwef£¥ ¢ AR G0 wu Az |?
1 AEC Wa ° Yt Gaiecd v
JCHA VAl wo duvdaACT w akif



v OVAE Cu altwoav ¢ waf
Y 3% at weeno

K¢ £EC~ %wi av C¥»

Gwu¢ UC%oaUui YL ay3n i
) ¢Av Cay i ¢ E-




5 3%z Yawi Az %E¢e °1l w
| ©pbzwC wéefly ©°CwzAA
| T vOoOCVyY¥ 1 C ¢y %z AL

oyvAE Cu Gwu¢gwA Ai CEwnt
PEwuy »w, £v wawoO-



Brainstormingg 2wl av CYV

define the subject /
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“May I be excused? My bra
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Gathering & Mapping Information
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Gathering Information
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