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ol The identification, investigation and monitoring of
.| sentinel events together with the health care
facility's response is an important tool in
71 developing safe, pafient care and improving the

' 1 safety of health care for consumers.

Definitions

" Director of Medical Services

“| basic reason for an undesirable outcome, and

Sentinel event: An incident in which serious
4 harm resulted to a person receiving healthcare.
Root Cause Analysis: Root Cause is the most

Root Cause Analysis is a foo! that enables us to
iearn as much as possible about what happened,
why it happened and what can be done to prevent

| the same thing recurring in the future.

Policy Statement

Sentinel events are rare and serious evenis that signat the need for prompt multidisciplinary investigation and

action. All sentinel events will be subject fo a root cause analysis, conducted in an environment of support

and learning to ensure that the appropriate actions are taken to prevent future recurrence.

When a sentinel event oceurs in a health care facility of Bundaberg Health Service District, it is necessary that
the District Manager, Director of Medical Services and the Director of Nursing Services and relevant Director
are made aware of the event. The event must be investigated and the cause(s) that initiated the event

understood; and changes made in the organisational systems and process to reduce the probability of such

an event occurring in the future.
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Outcome

@ A positive impact in improving patient care.

e Focus altention of facility that experienced sentinel event on understanding the causes underlying the
event, and on making changes in the care delivery systems and processes to reduce the probability of
such an event in the future.

¢ Improve safety of health care for consumers and maintain the confidence of the public in the care

provided.

Evaluation Method
s Sentinel Event Risk Register maintained by the District Quality and Decision Support Unit

o A six monthly report on trends and analysis to the Leadership & Management Commitiee; which is then
made available to Heads of Department.

» Policies & procedures changed due to investigation of sentinel events on an annual basis.

Procedure
The following events are defined as sentinef events in the Bundaberg Health Service District (as per
Australian Council for Safety and Quality in Health Care).
1. Procedures involving the wrong patient or the wrong body part
2.  Retained instruments or other material after surgery requiring re-operation or further surgical
procedure
3. Haemolytic blood transfusion reaction resulting from ABO incompatibility
4. Medication error leading to the death of a patient reasonably believed to be due ta incorrect
administration of drugs
Infant discharge to wrong family
Maternal death or serious morbidity associated with labour or delivery
intravascular gas embolism resulting in death or neurological damage

Suicide of a patient in an in-patient unit

© ® N D o

Any serious and rare event

Upon identification of one of these events, immediate notification to one of the DM, DMS or DON must occur,
preferably by the s enior s taff member involved In the incident. A verbal report should be recelved within

12hrs and a written notification within 48 hrs (see attachment A).

After this notification, immediate handling of the event is required. The designated executive member will be
responsible for lialson with patient, family and staff in order to facilitate ongoing care; identify. possible
complaints and concerns and provide explanation of the investigation process. Liaison and notification of
CZMU and Corporate Office Queensland Health will be required. Legal advice may also be required. (See
Open Disclosure Policy 2.2.01 for further information)

Upon notification of the sentinel event, an investigation and root cause analysis will be conducted. This
investigation will be conducted by a team, headed by one of the executives noted above or by a senior staff
member so duly appointed. The investigation will focus on systems and processes, not individual

performance. It should encompass special causes in clinical process to common causes in organisational
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process. The analysis should identify potential improvements in process or systems in order to decrease the
likelihood of such events in the future. An action plan should be developed which identifies responsibility for
implementation, mechanisms for oversight, fime lines and strategies for measuring the effectiveness of the

actions.

The report will be passed to the Leadership & Management Committee, in order that it undertakes the actions

required in the facility to ensure the risk of a repeat event is reduced.

Goals of Root Cause Analysis

Root Cause
A root cause is the most fundamentat reason an event has occurred

Contributing Factor
Contributing factors are additional reasons, not necessarily the most hasic reason that an event has occourred

Root Cause Analysis (RCA)

Root Cause Analysis is a process for identifying the basic or contributing causal factors that underlie
variations in performance associated with adverse evenis or close calls. RCAs have the following
characteristics:

e The review is interdisciplinary in nature with involvement of those closest to the process.

¢ The analysis focuses primarily on systems and processes rather than individual performance.

s The analysis digs deeper by asking what and why until all aspects of the process are reviewed and
all contributing factors are identified (progressing from looking at special causes to common
causes).

e The analysis identifies changes that could be made in systems and processes through either
redesign or development of new processes or systems that would improve performance and

reduce the risk of event or close call recurrence.

The goal of 2 Root Cause Analysis is to find out
s What happened?
e Why did it happen?
o  What do you do to prevent it from happening again?

By addressing the immediate causes at a unit or clinical tevel, you will reduce the likelihood that the same
incident will occur again. However, by addressing the underlying causes (i.e. root causes) this will reduce the

likelihood of a similar incident occurring throughout the erganisation.

Root Cause Analysis is a toof for identifying prevention sirategies. It is a process that is part of the effort to

build a culfure of safety and move beyond the culture of blame.

In Root Cause Analysis, basic and contributing causes are discovered In a process similar to diagnosis of
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Root Cause Analysis is

S A

inter-disciplinary, involving experts from the frontline services

involving of those who are the most familiar with the situation

continually digging deeper by asking why, why, why at each level of cause and effect.

a process that identifies changes that need to be made to systems

a process that is as impartial as possible

To be thorough, a Root Cause Analysis must include:

1.

2
3.
4

determination of human & other factors,
determination of related processes and systems,
analysis of underlying cause and effect systems through a series of why questions,

identification of risks & their potential contributions, and

determination of potential improvement in processes or systems.

To be ¢redible a Root Cause Analysis must:

1. inciude participation by the leadership of the organisation & those most closely involved in the

2.

3.

processes & systems,
be internally consistent, and

include consideration of relevant literature.

Documentation

Sentinel Event Report Form (Appendix A)
Root Cause Analysis Report (Appendix B)
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Appendix A
Bundaberg Health Service District

Queen;land S - R F
L | Sentinel Event Report Form
. . Sentinefevents are rare and serious events that require prompt and in-depth investigation .~
. Sentinel events must be reported verbally to the District Manager, Director of Medical Services, Director of . -
' “Nursing and other relevant Director within 12 hours. . ERE I e
This written réport forwarded to DQDSU within 48 hours

Please print clearly using a black pen

Site. O Bundaberg 03 Childers 1 Gin Gin [ Mt. Perry
Details of the subject of the sentine! event (fill in applicable details)
ifix Patient Label T
Last Name: Oraffx Patient Labe Sex of Patient: | (1 Male B Female ] Not stated
First Name: IENIIHS Clients: \]:/]oluntary 0 involuntary [1 Unknown
WJR Number: | impatierd Unit
— Unit -

IO.B!AQE: - : Unit whare event occurred

Reporters Name: Signature

Details Contact No. ‘Date
:Reporters [ Nurse T Medical Officer [J Atfied Heatth Professional 1 Other - specify

" Classification:

Sentinel Event | Please indicate which Sentinel Event has occurred:

' e [l Procedures involving the wrong patient or the wrong body part

[l Retained instruments or ciher material after surgery requiring re-operation or further surgical procedure

[ Haemolytic blood transfusion reaction resulting from ABO incompatibility

[0 Medication error leading to death of a patient reasonably believed to be due to incomect administration of drugs
{0 infant discharge to wrong family

1 Matemnal death or serious morbidity associated with labour or delivery

[ intravascular gas embolism resulting in death or neurological damage

] suicide of a patient in an in-patient unit

O Any serious and rare event

: - Timeof . -
[ te of Event | Event hours
o S Time - -
Reported fo: O DM ODMS | ODCON reported hours
s ] . . Time,
Also reported to: | 1 DCAHS | C1DCS | O Service Director IMHS reported
_."Marrative -
Provide details
_of howthis -~

event occurred, -
insluding people
“involved, .
outcomes etc
Attach additional
Stsheetsif
“insufficient.
space::. -

8BS
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Appendix B

TRIGGERING QUESTIONS

4 e

Was the pat?ént correcily 1dent|ﬁed;?ﬂ a M1
Was information from various patient assessments shared and used by members of the treatment O =
team on a timely basis?
If "No™ — This could be a Root Cause/Gontributing Factor
Did existing documentation provide a clear picture of the work-up, the treatment plan and the O 3
patient's response to treatment?
Assessments & Consultations O 9]
Orders & Treatment team notes (M (]
Progress notes (] a
Medication administration record O O
X-ray & Pathology reporis 1 a
If "No™ — This could be a Root Cause/Contributing Factor
Was communication between management/supervisors and front line staff adequate? Was it: 1 O
Accurate & Complete ] i
Using standard vocabulary and no jargon & Unambiguous O a
If "No” — Describe how management/supervisors and front line communications are not adequate.
Was communication between front fine team members adequate? [l ]
If "No” - Describe how communications between team members were not adequate
Were policies and procedures communicated adequately? O a
f "No" - Describe how policies and procedures were not communicated adequately.
If this is an issue, see the questions.
Was the correct technical information adequately communicated 24 hours a day to the peopie who | |
needed it?
T "No* - Describe how communication about technical information is not adequate.
Were there methods for monitoring adequacy of staff communication? Were there methods for: O O
Confirmation messages, Debriefs stc M| !
If "No" — This could be a Root Cause/Cantributing Factor.
Was the communication of potential risk factors free from obstacles? O O
If "No" - This could be a Root Cause/Contributing Factor.
Was there manufacturers recail/alert/bulietin on file for equipment, medication, or transfusion [ 0
related elements at the time of the event or close call?
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If this is an issue, consider guestions

Were relevant staff members aware of the recallfalert/bulietin? O ]
i relevant, were the patient and their family/significant others actively included in the assessment 0 .,
and freatment planning?
Did management establish adequate methods to provide information to employees who needed it in 0 0
a manner that was easy to accessfuse, and timely?

If "No" — This could be a Root Gause/ Contributing Factor.
Did the overall culture of the facility encourage or welcome observations, suggestions, or "early 0 0
warnings” from staff about risky situations and risk reduction?
Also, has this happened before and was anything done to prevent it from happening again? O O
Did adequate communication across organizational boundaries ocour? 0 O

Notes/Additional Information
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Was there a p grahi to iy what is actually needed for training of staff?
If "No" — This could be a Root Cause/Contributing Factor.
Was training provided prior to the start of the work process? | |
If "No" - This could be a Root Cause/Contribufing Factor
Were the results of training monitored over time? 3 |
If "No" -- This could be a Root Cause/Contributing Factor
Was the training adequate? If not, consider the following factors: M O
Supervisory responsibility | O
Procedure omission 1 il
Flawed fraining || |7
Flawed rules, policy, or procedure - m| |
If yes, goio the guestions.
Were training programs for staff designed up-front with the intent of helping staff perform their tasks 0 1
without errors?
If "No™ — This could be a Roof Cause/Contributing Factor
Had procedures and equipment been reviewed to ensure that there was a good maich between 1 O
people and the tasks they did; or people and the equipment they used?
If procedures were not followed as infended, see the questions
Were all staif trained in the use of relevant barriers and controls? (W] O
If yes, see the questions
If equipment was involved, did it work smoothly in the context of: 3 I
Staff needs and experience | |
Existing procedures, requirements, and workload O O
Physical space and location M 3

If equipment was involved, see the questions

Notes/Additional information
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Were the levels of vibration, noise, or other environmental conditions appropria“te? i | :
If applicable, were environmental stressors properly anticipated? O M

If stressors were anticipated, see the questions.
If stressors were not anticipated, why weren't they anticipated?
Did personnel have adequate sleep? O |
Did scheduling allow personnel adequate slegp? O Cl
Was fatigue properly anticipated? O W}
Was the environment free of distractions? r1 O
Was there suificient staff on-hand for the workload at the ime? (i.e., Workload is too high, too low, O ]
or wrong mix of staff.)

If yes, see the questions

Was the level of automation appropriate? i.e. Neither too much nor not enough (M} (M

fyes, see the gquestions

Notes/Additional Information
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Environment

Was the work arealenvironment designed to support the function it was being used for?

Had there been an environmental risk assessment {i.e., safety audit) of the area?

If no, consider reviewing the and questions.

Were ihe work environment siress levels {either physical or psychologicaf) appropriate?
{e.g. Temperature, space, noise, intra-facility transfers, construction projects.)
If yes, go fo the questions.}

Had appropriate safety evaluations and disaster drifls been conducted?

O

0

Did the work arealenvironment meet current codes, spacifications, and regulations?

O

||

Equipment (If training was an issue go to J

Was equipment designed to properly accomplish its intended purpose?

Did the equipment involved meet current codes, spacifications, and regulations?

Was there & documenied safety review periormed on the equipment involved?

If relevant, were recommendations for service/recallimainienance completed in a timely manner?

Was ihere & maintenance program in place to maintain the equipment involved?

fno, goto

| | |

Oy o gl oo

I there was a maintenance program, did the most recent previous inspections indicate that the
eguipment was working properly?

If previous inspections pointed to equipment problems, what corrective actions were implemented
and were they effective?

Were adequate time and resources altowed for physical plant and equipment upgrades, if problems
were identified?

Was there adequate equipment to perform the work processes?

Were emergency provisions and back-up systems available in case of equipment failure?

oonaya) o

gioe|ap

Had this fype of equipment worked correctly and been used appropriately in the past?

Was the equipment designed such that usage mistakes wouid be unlikely to happen?

Was the design specification adhered to?
If yes, go to the questions.

Was the equipment produced to specifications and operated in a manner that the design was
intended to satisfy?

A

O

Were personnel trained appropriately, to operate the equipment involved in the adverse eventiclose

call?
if no, see the questions.

O

B

Did the design of the equipment enable detection of problems and make them obvious to the
operator in a timely manner?

Was the equipment designed so that corrective actions could be accomplished in a manner that
minimized/eliminated any undesirable outcome?

Were equipment displays and confrols working properly and interpreted correctly?

Was the medical equipment or device intended to be reused (e.g. not a Single Use Device)?

O ooyo

Oooo o

Notes/Additional Information

Santinel Events 2.2.51

Page 10 of 12



Was there an overall management plan for addressing risk and assigning responsibility for risk?

Did management have an audit or quality control system to inform them how key processes related
to the adverse event are functioning?

Had a previous audit been done for a similar event, were the causes identified, and were effective
interventions developed and implemented on a timely basis?

Would this problem have gone unidentified or uncorrected after an audit/review?

Was required care for the patient within the scope of the facility’s mission, staff-expertise and
availability, technical and support service resources?

Was the staff, involved in the adverse event or close call, properly gualified and trained to perform
their functions?

Were all involved staff oriented to the job, facifity, and unit policies regarding: safely, security,
hazardous material management, emergency preparedness, life-safety-management, medical
equipment, and ulilities management?

Were there writien up-to-date policies and procedures that addressed the work processes reiated fo
the adverse evert or close call?

Were these policies/procedures consistent with relevant federal and VHA policies, standards, and
regulations?

Were relevant policies/procedures clear, understandabie, and readily available to all staff?
if no, go to the queslions.

Were the relevant policies and procedures actually used en a day-to-day basis?

if the policies and procedures were not used, what got in the way of their usefulness to the stafi?

If policies and procedures were not used, what positive and negative incentives were absent?

oloo| goiol oyolooaopo

giool gaolo o!loooo o) d

Notes/Additional Information
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