Problem
Cause / ¥\< Catise
Catics Cause

17 khs &l
2016-7-1

pall

| Pz & 3E

EIRCAER R =



Outline

o EfzEH
o ML Lk
o RCAEX[RIEEM =

o RCAEFRE-RCA?



To Err is Human

10 3 1 H0Mma

e Errors in medical
management lead to
between 44,000-98,000
deaths in the US each year.

-IOM

e One in every 10 patients
admitted to a hospital is
the victim of at least one
mistake.

--National Public Radio (NPR) November 21, 2000.




B EIERTE

o [EEAYERI . EINEHIEMR 24 (Risk Identification)

o [EMERYZEZR (Risk Reporting) :
REVERE - EZMNA -
TEEZE  ERXRASEBEMETEEM - MHEEIISHETEMG BE
EsL3E ik -

o EIERIELIERF : EF EEFEME SAC (Risk Prioritization)

o [EPEFESLEIE(Risk Proactive Management) : FMEA - HVA

o FAREHAIFAE (Investigation of Adverse Events) : RCA
FHEAZE KAV EIE (Management of Related Claims) : #l1 - @il FE - &
MARSH - AIEEZEIMNERER - MK PEEEFITHENA
REMH - RAKRENERRFRE

#f : FMEA (Failure Mode and Effects Analysis)
HVA (Hazard Vulnerability Assessment)
@ RCA (Root Cause Analysis)
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FMEA  |Severity B&zE[E |Risk Probability
Probability 1: Number (RPN)

Detection {5l

HVA SeveritymEE |Risk (Relative Threat)
Probability #=
RCA SeveritygE[E |Risk Matrix (SAC)

Probability #=




FMEA--Ratings
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@ Source: Sandeep U Naik. http://www.slideshare.net/sandeepleansixsigma/risk-management-using-fmea-in-pharmaRisk management using FMEA in pharma



FMEA Format

FMEA documentgeneral format ,; masie+

May be a product, assembly,
subassembly or part

Improvement
Initial development of the FMEA activities Post-improvement activities
}ﬁ\ e . A - -
Process ential | Potential
( step/ || failure | failure |SEV m' oce g‘nr:fm";
5 input ) mode | effects

S

© 0 ® 60 66 6 0 e © 0w ® @

DET = detection Resp = responsible
FMEA = failure mode and effects analysis RPN = risk priority number
OCC = occurence SEV = soverity

@ Source: T.M. Kubiak. http://asqg.org/quality-progress/2014/06/34-per-million/conducting-fmeas-for-results.html
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VA Tool--Category 1

K ZEZFEH (Naturally Occurring Events)

BmEE = (mE-EHN)
REWE ' sgm | mEwE | oxvE R — PR sumpm | BR
Probability Human Property Business Pre areiny(.ess Internal External Risk
EH& Impact Impact Impact P Response Response
Event " : - . BER - BAE - | RLE/BERIIE
BETREY | ETABE | EEMRER R L L= | imE
it SEE B o Ef AR 75 EREE & ABH%E | HHEE
L ﬁ' o-ﬁd Interruption of i Time Community/ Relative
this wi Possibility of | Physical losses -~ Preplanning effectiveness Mutual Aid s)’éaff threat*
el death orinjury | and damages resources. and supplies
0= FmAN/A |0=RBEN/A |0=F@AN/A |0=Fmmna |9=FLEBN/A | 0=F@EEN/A 0= TEAN/A
20 t-plow  |I-flow  |1-filow  {1-flow  |5ZEUSL e |5 Blioderate |22 BMioderate | 0-100%
core 2 = & Moderate | 2 = FModerate | 2 = Moderate | 2 = #Moderate 3 B ﬁﬁig?for\?vgr 3 - 1&529‘Ef<;€vgr 3 B ﬁﬁgﬁig\?\/gr - v
3 = BHigh 3 = BHigh 3 = BHigh 3 = BHigh e e S
=X 1 2 2 2 2 2 2 22%
Drought
>6#R 2 i =
Earthquake, >6 3 3 3 3 3 3 2 94%
Local
oy
AT 2 3 2 3 3 3 2 58%
Epidemic/Natural
K 2 3 3 3 3 3 2 62%
Flood, Local
&
e 3 2 1 3 3 1 1 61%
Hurricane
1973 8 2.20 2.60 2.20 2.80 2.80 2.40 1.80 59%
Average Score

50 BB - BEME

BEE




HVA Tool--Category 2

i E

={F (Technologic Events)

BEE = (RE-EMN)

RERE [ awe | #mEwe | cxwe N— P2 shmeE | BR
Probability | "Hyman Property Business |, arefir?ess Internal External Risk
==t Impact Impact Impact P Response Response
Event & : oo — = F5ME - WEE - | (LE/HEBE I
BETREN | FraSEs | ERYSRES " S - AL B st
1 53 18 . =3 o AU EE
Likelihood | EIAEHE Ru® | j'“ﬁ”f*% o AR =R AR elative
i 1 on o . i |
tiswill™ | possty of | physcalosses | " Terbeer © | prepamning | o Time | Communiy/ | AR
death orinjury | and damages S and supplies
o-xmaNA [0= /A |0=FEANA | 0= FuEN/A Do S G RN = e
1= fLow 1 = fELow = fELow = {ELow = _ o —
7} #Score 2 = P Moderate | 2 = P"Moderate | 2 = Moderate | 2 = FModerate g _ E%gﬁg&tir g _ E%gﬁgi}gr g _ E%ggﬂ&tgr 0-100%
3 = FHigh 3 = §High 3 = SHigh 3 = SHigh none none none
& P fin 2= 2R B2 3% 0
Air Plar:lz Crash, 1 3 2 3 2 2 1 24%
Commercial
B 1 3 2 3 3 3 2 29%
Biological Incident
e 2 2 2 3 3 3 3 59%
Chemical Incident
Ki/ER 1 3 3 3 3 3 2 31%
Dam/Levee Failure
MU NETE 1 3 3 3 3 3 2 31%
Dirty Bomb
FIHE 1.20 2.80 2.40 3.00 2.80 2.80 2.00 35%

Average Score

©

i AR - REME BEE




HVA Tool--Category 3

A B HES

=4+ (Human Related Events)

BEE = (RE-EMN)

% a5 = 5/ = 1/ / &
otk | Amme | #Ewe | oxme N— PSR SMNED I e
robability 1 Human Property Business | pooaredness Internal External =
==t Impact Impact Impact P Response Response
Event 5 = - = PSR - WAE - | ALE/BEFAI(F
RETREM | ECHBIEZ | ERYRIEX R " o
i =28 . . = 5 R EE
this wi i , nterruption o : Time, Community/
occur dPoialblll_ty.of Ph)(/jSIéZa| losses services Preplanning effectiveness, Mot AL et threat*
eathorinjury | anddamages resources and supplies
o-rmmnA |o=FmANA |0=FEAN/A [o=mEmna |92 TEENVA 0= TEAN/A 0= TEEN/A
1 = fELow 1 = {&Low 1 = fELow 1 = {&Low = =il = il = Bl o
73 %Score 2 = 1 Moderate | 2 = PModerate | 2 = H"Moderate | 2 = FModerate § : E%%jl_erate g B Ehﬂzg_dl_erate g - E%@frate 0-100%
3 = &High 3 = BHigh 3 = BHigh 3 = BHigh e RHOWO ) S S REREOWOr | 2 = EUREow or
s DELIE 1 3 0 3 2 2 1 20%
Adolescent Kidnap
BEETR 3 2 0 1 2 2 1 45%
Assaultive Behavior
eI E
Assaultive Behavior 1 3 1 1 3 3 1 22%
w/Weapon
] 3 1 1 1 3 2 1 50%
Bomb Threat
PO RRYESE A
Bomb Explosion, 1 3 3 3 3 3 2 31%
Internal
7 H 1.80 2.40 1.00 1.80 2.60 2.40 1.20 38%
Average Score

it B = RERRCREE




HVA Tool--Category 4
RENE

= (Events involving Hazardous Materials)

BEE = (RE-EMN)

= HEVE N R 5MEB IR FE B2
Probability Property Pre_%f‘:fjﬁess Internal External Risk
==y Impact P Response Response
Event i | = - PSR - WA - | LEB/BEELIIE
EUHREZ | ERY@mEX . e R L) ¥ = 22
Likelihood R | EEEm b AR fj?ffvf
is wi . . Interruption o i Time, Community/
dpoi?]'b'l'.typf Ph{js"gal losses Preplanning effectiveness, | Mutual Aid staff | threat®
eathorinjury | and damages resources and supplies
_ _ o= R R 0 = FEAN/A 0 = FEAN/A 0 = FEAN/A
Score : = = - 2 = Moderate |2 = ¥Moderate |2 = FModerate 0-100%
g - 2 = $Moderate | 2 - i:iIIYIHoﬂerate 2 = BModerate 3 = &=k fELow or | 3 = &t FLow or | 3 = €=, FLow or °
- ==hig none none none
o dth 2 9
Shelter in Place 2 3 3 2 26%
/J\qu;r?éiﬁffﬁz
HRiE R o
Small-Medium 2 3 3 1 44%
Sized Internal Spill
£ R EE
Terrorism, 1 3 3 1 26%
Biological
IRVER W BB 0
Terrorism, Blast 0 3 3 2 24 /°
TS5 8 1.00 3.00 3.00 1.50 30%
Average Score
@) S I - BAENE - REE
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Standard Formula of Each Plan

BIRFTE X E LIEAIA

OoOoOoooao

af= (Plans)
# & (Teaching)
# 17T (Implementation)
JT' g% (Response)

258 (Monitoring)
ES[% (Improvement)




CCH-HVAR S EB57 3




FMEA vs HVA

FMEA HVA

BIFFaT A
&5 BB 14 (proactive) FERL 73 #r
EEXLHERBEENENR
FHEZAMMMEREZ AR EZERLERMLEHER
REHER
HVA Value (Risk)=Pro x S

EGET R D A HER

RPN=Sx Ox D

S: Severity REEEHERERE
O: Occurrence < Pro: Probability 19% @ i 83 382 - =

D: Detection J& P8I 2% 5 FE
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fHeRIE M (Swiss Cheese Theory)

Latent Failure
Plan Influence

Unsafe Latent Failure
C:} Supervision/
Inspectlon
Preconditions Latent Failure

for Unsafe Acts

M Unsafe Acts Active Failure

Ilﬂ| -

Falled or ————
Absent Defenses q
C::> y o

@ --Reason, 1990
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o HIFIEMA
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R EHEEE

o HIREE
HRiE R ER (near miss) : REBERRWABE L
#IEZE 4 (no harm event)
;E%#@dverse event) : BE - g - E
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AESEF DR

o BEEGE : #ARENIBEE - BAFEHEIEE

o PEEE : BEIMVERSE - LR - EFEHENEE

o EEEE : [RFEAIMNVIRR - FLERRI - FiEfREE
sk (Al iE &= £ Fre = B

o BEEBE : EREA XA MIEIZEINEEE i
o 55T : MASET

Source: WEPAABRIEEBREMERER | RARADHFM - =46 - BHRZ - 2003 -
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o HE AT A
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S AC Z1fh

AT RCA——=»| 52l RCA A H T8 5 &
Y
o PR M A

1.SAC1/SAC2
2.Sentinel Events

3.Systematic Problems
4 Hospital defined
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RCAEZREZ o)

o TEZERCA?
Bl : RAEEE 5 #r(Root Cause Analysis)
BB EN - BEANIITIRESERE R
BESEHEIRRE - ERAFAICIRERE

. IRIRER -
FIEERES - EEBEERRE |

> RAREA:
EHIEEE LERERE - EITRAMCUE

@ Source: WEPAABRIEEBREMERER | RARADHFM - =46 - BHRZ - 2003 -



RCAEZRZ @

o #ETRCARVHEIE :
1. 7ERESE(TESE
2. AREBEANTIETREIILMDT
3. MoFEfrEUEHBEELE

o HITRCARVFEE

7

1. AERHHEFRE—FH - BIRABARRVIRES

2. BhiAESRGAVEFE - PREVEHETTED

3. ZBRABHZNEMA - MHARFHBEHEE

4. HEEETEERE

(@) souremmEABEFEERSREEEE | RARRATERM - i - BEE 2003 -
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1. SACFY {4 #B P&

Z2% (REE ) FFL#REL, Safety ( Severity ) Assessment Code, SAC) :

Probability
and Severity

Catastrophic Major Moderate Minor

Frequent

Occasional

Uncommon

Remote

When you pair a severity category with a probability category for either an actual event or
Close Call, you will get a ranked matrix score (1= highest risk, 2= intermediate risk,

3= lowest risk). These ranks, or SACs can then be used for doing comparative analysis

and for deciding who needs to be notified about the event.



SACE 4B S -- B 4 R

Probability Categories(E¥4 )

1. The probability categories apply to actual Adverse Events and Close Calls.
AREHMMOiEREFIEEA

2. In order to assign a probability rating for an Adverse Event or Close Call, it is ideal to
know how often it occurs at your facility. Sometimes the data will be easily available
because it is routinely tracked (e.g., falls with injury, ADEs, etc.). Sometimes, getting a feel
for the probability of events that are not routinely tracked will mean asking for a quick or
informal opinion from staff most familiar with those events. Sometimes it will have to be

your best educated guess.
KERREERE - SAEARBHECUSHMNET - IUEREE

a. Frequent - Likely to occur immediately or within a short period (may happen
several times in 1 year).
Occasional — Probably will occur (may happen several times in 1 to 2 years).
¢. Uncommon - Possible to occur (may happen sometime in 2 to 5 years).
d. Remote — Unlikely to occur (may happen sometime in 5 to 30 years).

Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.
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SACFH & EME--mEE

Severity Categories(&REE )

1. Key factors : extent of injury, length of stay, level of care required for remedy, and
actual or estimated physical plant costs. These four categories apply to actual
Adverse Events and potential events (Close Calls). For actual Adverse Events, assign
severity based on the patient's actual condition.

o HMEER : BEREE - EHRXE - AESFR - ERVFEGHIRBIEE
o FREHZEBREENFTLEZLURABRINIAERR

2. Ifthe eventis a Close Call, assign severity based on a reasonable "worst case"

systems level scenario.
AR AR 2 mEEEUESENRET - RIBMVBEIRKE

@ Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.



O 5 mpmm (Sentinel Events)

Standard QPS.7

The hospital uses a defined process for identifying and managing sentinel events. ®

Intent of QPS.7

A sentinel event 1s an unanticipated occurrence involving death or serious physical or psychological injury. Serious
physical injury specifically includes loss of imb or function. Such events are called senfine/ because they signal the
need for immediate investigation and response. Each hospital establishes an operational definition of a sentinel
event that includes at least

a) an unanticipated death, including, but not himited to,

©  death that is unrelated to the natural course of the patient’s illness or underlying condition (for
example, death from a postoperative infection or a hospital-acquired pulmonary embolism);

o death of a full-term infant; and
o sucide;

b) major permanent loss of function unrelated to the patient’s natural course of illness or underlying
condition;

c) wrong-site, wrong-procedure, wrong-patient surgery;

d) transmission of a chromic or fatal disease or illness as a result of infusing blood or blood products or
transplanting contaminated organs or tissues;

e) 1nfant abduction or an infant sent home with the wrong parents; and

f) rape, workplace violence such as assault (leading to death or permanent loss of function); or homicide
(willful killing) of a patient, staff member, practitioner, medical student, trainee, visitor, or vendor while
on hospital property. (A&o see SQE.8.2)

Source : Joint Commission International Accreditation Standards for Hospital, 5th edition.



Start Here

AL ERE

1 (IDT 53 1)

Incident Decision Tree (IDT)

Deliberate Incapacity Test Foresight Test Substitution Test
Harm Test Would another individual coming from the same
Does there appear to be Did the individual depart No | professional group, possessing comparable | Y5
evidence or ill health if from agreed protocols or | qualification and experience, behave in the same
Were the actions as substances abuse? No safe procedures? —>] way in similar circumstances?
intended? Comments Comments Comments
Comments
+ Yes No l No Yes
’ Were the protocols and safe Were there any deficiencies in training,
* Yes procedures available, | | experience or supervision? (==
workable, intelligible, correct
Does the individual have a and in routine use? Comments
Yes No known medical condition?
4 Comments
Were adverse Comments
consequences
intended? . o Yes
Yes
Comments 4 Were there significant mitigating circumstances?
Is there evidence thatthe | < (If unsure apply substitute test with peers) ]
— individual took an Yes
- unacceptable risk? Comments
moderate not expected certain
No No expected to occur at least daily
expected to occur at least daily
expected to occur at least weekly
‘ Yes ! likely to occur for years l No
Consult NCAA or relevant Consult NCAA or relevant Consult NCAA or relevant Consult NCAA or relevant
regulatory body regulatory body regulatorcATASTROPHIC regulatory body
e individual to consult Trade
Advise individual to consult Advise individual to consult Union Representative Consider Advise individual to consult i
Trade Union Representative Trade Union Representative o Corrective training Trade Union Representative System
Consider Consider o Improved supervision Consider Failure
o Suspension o Occupational Health o Occupational Health o Suspension Review
o Referral to Police and Referral Referral o Referral to Police and System
disciplinary body o Reasonable adjustment o Reasonable adjustment disciplinary body
o Occupational Health || to duties to duties o Occupational Health
Referral hd o Sick Leave Highlight any system failures Referral
identified
Highlight any system failures Highlight any system failures Highlight any system failures
identified identified identified




@)
REEMRER (IDT)--WABE

o ZEEEHH ( Deliberate Harm test )

=lEIEERER/REEILEM ?

o BENER (Incapacity test)
=aREEANEERESEMERmMERKRAASSE ?

o SMER#E#R ( Foresight test )
ehERZZHRGBYIREMFFREMIESEKIER ?

o 1&EIR1EE ( Substitution test)
S —EBEAESE2ILRENER ?

Source: HEA ABITFEEBARERES | RAREATEM - Sdb - BRE - 2003
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RCA?

Improving Root Cause

Analyses and Actions

to Prevent Harm

%NP SF National Patient Safety Foundation

268 Summer Street | Boston, MA 02210 | 617.391.9900 | www.npsf.org



Why RCA? ?

o The process employed to accomplish this learning has been
called root cause analysis (RCA), but it has had inconsistent
success.

BERAFEE "2 - BEVAICEREN

o To improve the effectiveness and utility of these efforts, we
have concentrated on the ultimate objective: preventing
future harm.

RCA’2ZZ @A TR AR KRB ERERDE

Itk

o Prevention requires actions to be taken, and so we have
renamed the process Root Cause Analysis and Action, RCA?
(RCA “squared” ) to emphasize this point.

ELEE & ARCA2LIEHactioniVEE

Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.



Purpose and Goal of RCAZ

Purpose:

o Identification and implementation of sustainable systems-based

iImprovements.

¢ AnRCA?review is to identify system vulnerabilities so that they can be
eliminated or mitigated.

¢+ Root cause analysis and action team findings must not be used to discipline
or punish staff.

o Make patient care safer in settings across the continuum of care.

Goal:

o Identify methodologies and techniques that will lead to more
effective and efficient RCAZ.

o Provide tools to evaluate individual RCA? reviews so that
significant flaws can be identified and remediated to achieve the
ultimate objective of improving patient safety.

@ Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.



Process of RCA?

Triage adverse events and close calls/near misses

2. Identify the appropriate RCA? team size and

membership

Establish RCA? schedules for execution

4. Use tools provided here to facilitate the RCA?
analysis

5. Identify effective actions to control or eliminate
system vulnerabilities

6. Develop Process/Outcome Measures to verify that
actions worked as planned

7. Use tools provided here for leadership to assess the

quality of the RCA? process

=

w

Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.
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SHERHA

HEE=]

1. Patient (JP) has COPD
and is on oxygen
(2 lpm) and requires
knee surgery.

JP could have had his oxygen therapy
discontinued for the duration of

the MR scan without causing
complications.

2. JP reports for a
previously scheduled
outpatient MRI.

3. JP arrives at the MRI
suite with his oxygen
cylinder.

There were no notes in the EMR
zbout the patient being on oxygen or
whether it could be discontinued for
the duration of the scan.

JP was not given any informational
material about the scan.

The oxygen cylinder that JPis using

looks identical to the MRI safe axygen

cylinders used in the MRI suite. The

receptionist didn't quastion the axygen

cylinder as it wasn't part of the job

but sometimes he did to help out; the
MR tech thought that the cylinder had
already been switched to an MRl safe

cylinder.

4. JP checks in and is
asked to change out of
his street clothes and
put on scrubs. He was
also asked to remove
any chains, watches,
and jewelry.

It is the policy to change into sarubs.
A changing roomis available along
with lockers for patient use.

=~ /IL

7

5.The MR tech escorts
JP from the changing
room to just outside the
entrance of the magnet
room. JP still has his
oxygen cylinder with
him.

The MR suite is not designed in accor-
dance with the four zone, dirty (ferrous
metal) to dean (no fermous metal)
concept advocated by the American
(College of Radiology.

6.The MR tech questions
JP about jewelry,
implants, patches, etc.

i

A standardized form/checklist is used
to question all patients about metal
objects they may be carrying or have
implanted; oxygen cylinders are

7.The MR tech is called
away in the middle of
questioning JP and
returns a few minutes
later to finish.

8.The MR tech asks JP
to follow him into the
magnet room. JP does
so pulling the oxygen
cylinder behind him.

supposad to b provided by the facility

and are not on the form.
The protocol s for objects such as

qurneys, wheelchairs, axygen cylinders

to be switched out to MR safe or MR

conditional equipment before the MR

fech meets the patient.

The tech was called away to answer
aquestion from a physician; while
he was taking care of this the derk
reminded him that they were 3

appointments behind and that maybe

they could get caught up over lunch.

The day before staff had been told that
their new quality measure was timeli-

ness and patient waiting times.

The MR unit was short staffed on this

day due to an illness.

A ferrous metal detector is not pro-
vided at the entrance into the magnet
room and hand held scanners are not
used. A sign on the door warns to
remave all metal befare entering.

The magnet room does not have piped
inoxygen.

QKEE

+ BEERERIISD

« EEBER FAEE5
i ol BE Z B ARG

9. As JP approaches the
MR table the oxygen
cylinder is drawn into
the bore of the magnet
narrowly missing the
tech as it flies by him.

These are na visual dues or indicators
in the room to warn individuals about
the increasing magnetic field.

10.The tech activates
the emergency
MRI shutdown.
Engineering/Facilities
are called.

11. Avendor is contacted,

the MR unit helium
is recharged and the
cracked cowling is

replaced.

The tech theught that the axygen
cylinder could explode. He was not
aware of the possible safety conse-

quences or equipment damage when
the magnet is quenched by instituting

an emergency MRI shutdown.
The tech did not recall any training

being done on emergency shutdowns

i

12. MRl service is resumed
approximately 5
days after the event
occurred.

Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.
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1--[AXRE]
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I
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Caused by

ACTION: Ferrous
metal oxygen
P cylinder taken into
the MRI magnet
room

Caused by

Problem Statement:
Ferrous metal oxygen
cylinder pulled into the
bore of the MRI magnet
resulting in emergency
shutdown

 Caused by

-~
Eaused by from ferrous iron oxygen
cylinders
Caused by
Pre scar':cdheckllst usdE: BY | Caused by
MRI Tech does not address r
Coused by 4 | = Not believed to be ged

FHERE / REAKS

address if oxygen (or other treatments)
may be discontinued for the duration of
| a MRI scan

Jﬂrdering physicians are not prompted to

Pulled from original
| design of the room due
to lack of funding

Caused by

No piped oxygen | S

4  Systeminthe J Patients use their own
magnet room | equipment

Caused by Caused by

MRI safe cylinders used in MRI
- suite are not visually different

Lookalike oxygen
cylinder

Caused by

the oxygen cylinder being

used ] /
d by
| Notidentified asaneed | ==

| Notidentfled asaneed |

No MRI safety] |
officer position

Mo ferrous metal
| Caused by

W Gl SRR ~| Safety inspections/rounds

L "
entry to magnet room | not conducted | Caused by

.J Constructed before zone

| Condition: The MRI suite is not Caused by ;
4 : ’ configuration was
configured to have 4 zones meeting ACR
Caused by - developed
2 recommendations -
Caused by
Physical size of the suite is
Caused by
e . J Condition: The increasing strength of the | ey smallltlrl;accommodate
magnetic field is invisible to staff and e
‘ patients
Condition: Belief that the —
oxygen cylinder would UGG T
Caused by | emergency drills

explode and situation
presented an imminent
danger

are not conducted
in the MRI unit

Q

ARE
o FREIRESIL -
REREA

o HEFEIREBERNE
% HEEE

l||

RETF

@ Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.
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Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.
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Causal statements are written to describe (1) Cause, (2) Effect, and (3) Event.
Something (Cause) leads to something (Effect) which increases the
likelihood that the adverse Event will occur.
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Source: RCA2Improving Root Cause Analyses and Actions to Prevent Harm. National Patient Safety Foundation, June 16, 2015.






