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Sentinel Event Management:
Practical Tech Solutions

How a hospital system utilized the cause analysis module
to improve upon patient safety

Juliana Aadland MSN, RN, CPHQ
Allina Health



Objectives +

= (Galn a clear understanding of how the Riskonnect platform supports a
health systems cause analysis (ACA, RCA, and CCA) program.

= Learn the key features within the Riskonnect cause analysis module
relevant to a successful cause analysis program

= Recognize the importance of transparency in the platform and how it
contributes to organizational learning and safety improvement.

= Be able to use the platform effectively to enhance safety culture and
outcomes within their own organizations.
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Allina Health System +

Our Mission: to serve our communities by providing exceptional care, as we prevent iliness,
restore health and provide comfort to all who entrust us with their care. +
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Cambridge Medical Center .
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‘8. / P emergency medical services
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calsborativ vern [ S  expert specialty care for cancer, heart,
Map reflects locations as of 4/2024 o ratonna Hospital

neurology, orthopedics, rehabilitation and more
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Detecting, Preventing, & Correcting ot

Find holes by +
DETECTION

Reduce the size or
eliminate the holes by
CORRECTION

Reduce Initiating /

Actions by

PREVENTION i
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High Performing Cause Analysis Program +

Identify the root solution(s).
=  What happened

Understanding Root Causes

. Symptoms Symptoms
= Why did it happen vt coselipmerif
> = What you see as a problem
. . (Obvious)
=  What do you do to prevent it from happening Achy, weak, tired

again

/
The Problem
= Gap from goal or standard
Fever

Problem

Causes

= Action plans that prevent recurrence and
build accountability. " a e B

the problem (Not Obvious)
Infection

= Promote continuous learning, sharing
lessons learned.

Human error is not the cause of failure,
but a symptom of failure

= Reduction in serious safety events.

Human error — by any other name or by any other
human - should be the starting point of our

investigations, not th lusi
investigations, not the conclusion S K(?l?] ne C"’




Key Features Relevant to a Successful Cause - t
Analysis Program +

= Streamlined
Process

= Deeper Answers

= Driving Strategy
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High Performing Cause Analysis Program +

ROOT

CAUSE
ANALYSIS

Safety Advisor

A structured problem-

solving technique that

results in one or more

corrective actions to

prevent recurrence of
an event.

APPARENT COMMON

CAUSE CAUSE
ANALYSIS ANALYSIS

Leaders Safety Advisor
A limited investigation of an A method to periodically
event that is performed examine the common
instead of RCA for less- characteristics and causes
complex safety events. of many previous events.
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The RCA for Safety Advisors +

1. Fact Finding/Investigation
2. ldentify Causes
3. Action Planning

:KShnect



The RCA for Safety Advisors Hl

= Fact Finding/Investigation

= |dentify root cause team
= Sequence of events :

= Coordinate interviews/data gathering
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The RCA for Safety Advisors

= |dentify Causes

= Agree on facts & causes

= Build consensus for root causes

Q Root Cause

m ﬂ Causal Factors

@/«m
H-E-e- Nl

Gap/Deviation

Outcome

jjjjjjjjj

Process

Communication

Culture

New Identified Gaps/Deviations
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The RCA for Safety Advisors

= Action Planning
= Consensus on root causes

= Finalize action plan to
prevent recurrence

= Cascade learnings

information

New Action Plan: Action Plan

:KShnect



The ACA for Leaders +

. . . % Assessment
1. Briefly investigate

the event 3. Develop an apparent
Situation/Background cause statement

Immediate Actions Taken €

4. Describe significance
of the occurrence

Gaps/Deviations )
2. ldentify the gaps
or deviations Apparent Cause Statement ﬂ

Significance 8 Possible i

Extent of Cond 5. ldentify Action Plan

for Improvement

.
|
| Action Plans (0) .

F Ve -
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Riskonnect Automating the Common +
Cause Analysis

System Failure Modes (SFM) Individual Failure Mode (IFM)

System Failure Modes
Cul - Lack of High Reliability Beh_. @
Cul - Lack of High Reliability Beh....

Record Count
Cul - Lack of High Reliability Beh._ —
Gul - Lack of High Reliabilty Beh_.
Cul - Lack of High Reability Beh_. @ 0.07% ‘ ' /
Pa - Lack of Pafient understand...
Pol/Pro - Inaccurate Policies/Pro...
Pol/Pro - Knowledge of Environ_..
PolfPro - Lacking or Informal
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View Report (System Coding SFM - Coding Compi) View Report (System Coding IFM - Coding Complete) View Report (System Coding GEMs - Coding Complete)
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Organizational Learning & Sharing Learnings .+

from Events

= Leaders' security access to
allow all leaders to see any
ACA/RCA.

= \What's next?

Utilizing Riskonnect cause analysis
module to support story telling

Integrate Riskonnect cause analysis

information into daily safety huddles.

“It is necessary for us to learn from
others’ mistakes. You will not live
long enough to make them all
yourself.”

Admiral Hyman G. Rickover
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. Questions?



Thanik You:

:KShnect



CONNEGCT WITH MIE.

Juliana Aadland MS, RN, CPHQ

e: juliana.aadland@allina.com

w: allinahealth.org/

in juliana-aadland-52a556b0/
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