Root Cause Analysis and Action Plan

In Response to a Sentinel Event
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The Case Scenario findings

The presented Mrs. Yu’s incident leading to sentinel occurrence is a typical representation of what happens in real-life health centers. A patient’s final outcome is not always guaranteed. In the scenario, Mrs. Yu attends the Community Hospital of the West for a delivery process. All the medical steps take place correctly till the delivery happens. However, the material and human incompetence, which is not a new incidence to our current medical facilities, leads to the death of Mrs. Yu when anomalous artery bleeding occurs.  The scenario findings leading to the death of Mrs. Yu include the incompetent qualification of the nurses, unavailability of surgery materials in Delivery Room (DR), failure to gather enough information about the patient’s body conditions, and poor level of communication between the management and the medical staff, leading to delays in the operation steps.
	What happened?
	Sentinel Event
	What are the details of the event? (Brief description)
	It was during the delivery process of Mrs. Yu, which was conducted by Dr. Low together with the help of obstetrical nurses. However, after the safe removal of the placenta from the patient’s uterus, there was a rush of blood noted in the cervical area of the patient. Through various methods to try to abate the flow of the blood, the situation became worse. The patient had to be rushed for an operation in the North wing of the third floor, from the North wing of the second floor, in the Community Hospital of the West. This was the area designated for surgical purposes. Dr. Low together with the nurses, waited for the elevator, which caused a delay of about 2 and half minutes before they landed in the OR for the operation purposes. As the the crash induction of anesthesia was commenced by the OR team in order to offer blood transfusion to the patient, and Dr. Low was trying to unpack the uterus, a massive gush of blood appeared. It was as a result of 

Anomalous artery that had been opened during placenta delivery and caused Mrs. Yu to bleed to death.


	*
	
	

	
	
	When did the event occur? (Date, day of week, time)
	
	
	
	

	
	
	What area/service was impacted?
	The quality of delivery services in Community Hospital of the West were affected and can only leave the public with unanswered questions.
	
	*
	

	Why did it happen?
	The process or activity in which the event occurred.
	What are the steps in the process, as designed? (A flow diagram may be helpful here)
	[image: image1.png]Mrs. Yu arrive for or lowand Presence of Abating the
delivery. > | Obstetrical nurses cervical blood | blood flow
conduct safe delivery rash attempts
)
Placenta blood
o Blood transfusion |, | Mrs. Yu directed to
& preparations OR.





	
	
	

	What were the most proximate factors?
	
	What steps were involved in (contributed to) the event?


	The most evident step to the disastrous outcome of Mrs. Yu death, is the distance that had to be covered from the North Wing of the second floor to the North wing of the third floor. Combined with this, the delay of the elevator was the most disgusting and discouraging to the medical team. They had to delay the operation with a couple of minutes.
	
	
	*

	(Typically “special cause” variation)
	Human factors
	What human factors were relevant to the outcome?
	The incompetence of the nurses is the major concern. The lack of training of the Obstetrical nurses influenced the decision of Mrs. Yu operation to take place in OR. In case the nurses were competent, the surgery would have taken place right in the delivery room, and there would have been no waste of time during the Mrs. Yu’s transferring process.


	
	
	*

	
	Equipment factors


	How did the equipment performance affect the outcome?
	Unavailability of surgery equipment in the delivery room acted as a contributing factor to the sentinel event. Dr. Low had the knowhow of conducting the operation in the delivery room, but since the DR is the usual place of the nurses, such tools were only available in the OR. Therefore, the operation equipment were essential in mitigating the death of Mrs. Yu.  


	
	
	*


	What were the most proximate factors?
	Controllable environmental factors
	What factors directly affected the outcome?
	The delivery instance tied together with the anomalous blood supply of Mrs. Yu body, were the only direct factors leading to her death. All the other material and human factors are secondary influencers of the occurrence. 


	*
	
	

	(Typically “special cause” variation)
	Uncontrollable external factors
	Are they truly beyond the organization’s control?


	The biological imbalances of patient’s bodies is partially controllable by the hospital staff. This is because, in case the state of the patient’s body is noted by the organization’s medical staff, precautionary measures might help to avoid sentinel occurrences. On the other hand, in case the body state is not known, the aftermath effects, such as the blood flow due to the anomalous body chemistry, becomes uncontrollable and hence the events become inevitable.


	
	
	*

	
	Other
	Are there any other factors that have directly influenced this outcome?
	
	
	
	

	
	
	What other areas or services are impacted?
	
	
	
	


	Why did that happen? What systems and processes underlie those proximate factors?
	Human Resources issues
	To what degree is staff properly qualified and currently competent for their responsibilities?
	The nurses fail to prove the competency of conducting a surgery. This is mostly likely they do not have the required training. They are transferring Mrs. Yu to OR where there are surgical staff.
	
	
	*

	(Common cause variation here may lead to special cause variation in dependent processes)
	
	How did actual staffing compare with ideal levels?


	In ideal setting, the nurses should have been able to set up the surgery platform soonest possible in the delivery room for the operation to take place.


	*
	
	

	
	
	What are the plans for dealing with contingencies that would tend to reduce effective staffing levels?
	
	
	
	

	
	
	To what degree is staff performance in the operant process (es) addressed?
	
	
	
	


	Why did that happen? What systems and processes underlie those proximate factors?
	
	How can orientation and in-service training be improved?
	The training can only be improved if the whole management and staff team focus on the customer’s (patient) success, which is attaining the best health standards. In bid to achieve this, the training can become more objective while employing all the basic techniques that would drive to that direction.


	*
	
	

	(Common cause variation here may lead to special cause variation in dependent processes)
	Information management issues
	To what degree is all necessary information available when needed? Accurate? Complete? Unambiguous?
	In the real-life example, I suppose the information was inaccurate or even incomplete. The medical staff would have noted the anomalous blood supply in Mrs. Yu body.
	*
	
	

	 (Cont’d)
	
	To what degree is communication among participants adequate?
	The medical practitioners responsible of attending the patients had continuously complained of the slow speed of the elevator to no avail. The management being wholesome participants of the all the activities taking place in the hospital, proves that communication was not at its best. Direct and appropriate communication leads to no disagreement, such as the elevator issue. 


	
	
	*

	
	Environmental management issues
	To what degree was the physical environment appropriate for the processes being carried out?
	The physical was poorly set up. The distance that had to be covered from DR to OR may have contributed to the death of Mrs. Yu
	*
	
	

	
	
	What systems are in place to identify environmental risks?
	
	
	
	

	
	
	What emergency and failure-mode responses have been planned and tested?
	
	
	
	

	
	Leadership issues:

- Corporate culture
	To what degree is the culture conducive to risk identification and reduction?
	
	
	
	


	Why did that happen? What systems and processes underlie those proximate factors?
	- Encouragement of                           communication
	What are the barriers to communication of potential risk factors?
	The competition of demand is the potential communication barrier. The hospital’s management urge to run under low costs may have caused the low response to renovate the elevator.
	*
	
	

	(Common cause variation here may lead to special cause variation in dependent processes)
	- Clear communication of priorities
	To what degree is the prevention of adverse outcomes communicated as a high priority?  How?
	
	
	
	

	(Cont’d)
	Uncontrollable factors 
	What can be done to protect against the effects of these uncontrollable factors?
	
	
	
	


	Action Plan
	Risk Reduction Strategies
	Measures of Effectiveness

	For each of the findings identified in the analysis as needing an action, indicate the planned action expected, implementation date and associated measure of effectiveness.  OR. …
	Action Item #1:

Install swift elevators or set up OR next to the DR.


	Least time taken for a patient transition from DR to OP.

	If after consideration of such a finding, a decision is made not to implement an associated risk reduction strategy, indicate the rationale for not taking action at this time. 
	Action Item #2:

Train the nurses to be able to handle emergence operations.
	Few cases of operations that will be getting out of DR to OR.

	Check to be sure that the selected measure will provide data that will permit assessment of the effectiveness of the action.
	Action Item #3:

 The DR to be provided with emergency operation tools for any complications that arise with those who are delivering.


	Increased rate of attendance to any patient who needs an operation. 

	Consider whether pilot testing of a planned improvement should be conducted.  
	Action Item #4:

The medical staff should always gather enough evidence to understand the body chemistry of a patient.


	A reduction in aftermath body complications.

	Improvements to reduce risk should ultimately be implemented in all areas where applicable, not just, where the event occurred.  Identify where the improvements will be implemented.
	Action Item #5:

The management should work with the other medical staff in close communication to alleviate any physical barrier during their complication.


	No delays due to failed system such as the elevator or the availability of the equipment.

	
	Action Item #6:


	

	
	Action Item #7:


	

	
	Action Item #8:
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