
Patient Safety:

How can we find out what went wrong?

Dr David Gerrett

Senior Pharmacists NPSA

Director B.E.A.M, EAHP

The European Association of Hospital Pharmacists (EAHP) is 

accredited by the Accreditation Council for Pharmacy Education 

as a provider of continuing pharmacy education

UPN 475-000-09-017-L04-P



Schedule

• 9:00 to 10:30 principles and methodology of 

risk management 

• 11:00 to 12:30 risk analysis: tools and how to 

use

• 14:00 to 15:30 medication errors

• 16:00 to 18:00 workshop, presentation and 

discussion of results



• RCA is a structured investigation that aims to 

identify the true cause(s) of a problem, and the 

actions necessary to eliminate it 

• The main objectives are learning, and system 

improvement for the organisation and others

why, why, why do we need RCA



Details in RCA Report

• Evidence based practice – evidence based RCA’s

– Details of aims and objectives

– Details of investigators

– Investigation methods

– Investigation finding

– Recommendations

– Action plan

– Evaluation plan

• Enable independent review and validation of RCA 
report



JCI Template for RCA and Action Plan









Purpose

To identify the root causes and key learning from an incident and use this information to 

significantly reduce the likelihood of future harm to patients

Objectives

To establish the facts i.e. what happened (effect), to whom, when, where, how and why

(root causes)

To establish whether failings occurred in care or treatment

To look for improvements rather than to apportion blame

To establish how recurrence may be reduced or eliminated

To formulate recommendations and an action plan

To provide a report and record of the investigation process & outcome

To provide a means of sharing learning from the incident

To identify routes of sharing learning from the incident

Key questions/issues to be addressed

...specific to this incident or incident type

Key Deliverables

Investigation Report, Action Plan, Implementation of Actions

Terms of reference



A

Potential Severity   

(1-5)

B

Likelihood of recurrence 

at that severity (1-5)

C              

Risk Rating                               

(C = A x B)

Pre-investigation risk assessment

Post-investigation risk assessment

A

Potential Severity   

(1-5)

B

Likelihood of recurrence 

at that severity (1-5)

C              

Risk Rating                               

(C = A x B)



The RCA Investigation Team





Why things go wrong



• those elements that influence the 
performance of people operating equipment 
or systems; they include behavioural, 
medical, operational, task-load, machine 
interface and work environment factors

• human factors (also known as Ergonomics) 
the environmental, organisational, job factors, 
human and individual characteristics which 
influence behaviour at work

Human factors



• Human errors are induced by system failures.

• Evidence from other ‘high reliability’ industries 

suggests that systematic investigation of adverse 

incidents is effective. 

Systems view



Understanding the causal factors of incidents 

Person centred approach Systems approach

• Individuals who make errors 

are ‘careless, at fault, 

reckless’

• Poor organisational design 

sets people up to fail

• Blame and punish • Focus on the system rather 

than the individual

• Remove individual = 

improve safety

• Change the system = 

improve safety

Causal factors







Getting started



Which incidents To RCA

• Classify according to

- the degree of harm or damage caused at the time

- its realistic future potential for harm if it occurred again



Select People for the RCA Investigation Team

Multidisciplinary group of 3-4 persons

One of which should be fully trained in incident 

investigation and analysis

Objective attitude

Good organisational skills

Use of experts

Of course its MEDICINES and we are the experts in 

medicines, we should/must be there! 

RCA investigation team
(Deaths and Severe harm)



WHAT

happened

HOW it

happened

WHY it

happened

Unsafe Act s
Human 

Behaviour

Contributory 

Factors

Solution Development & Feedback

(Care/Service Delivery Problems)

Basic elements of RCA



Gathering and mapping 

information



Gathering information

• Information is the lifeblood of investigation

• 60% of your investigation time should be spent 

on data gathering



What

Information

to

collect?

Paradigms

People

Documentation

Equipment Site



People

• Personnel directly involved in the incident & Other witnesses

– Clinical staff

– Patient/family

– Porters

– Health care assistants

– Ward clerks

– members of the public, etc





Documentation

• Incident report(s)

• Prescription, dispensing and administration record

• Medical record

• Guidelines, policy and procedures (in operation at the 
time of the incident)

• Relevant audit data (clinical, risk management, H&S)

• Staff rota's

• Training and supervision records

• Medical equipment maintenance records

• ... and more



Equipment

Any equipment involved in the incident

Medicine pack, ampoules, pack 

information

Infusion bag and administration set 

Infusion pump



Site

Consider the following

• Securing the site

• Take some photographs

• Sketch the layout

• What was the position of the equipment/ 

people?

• Reconstruction









Analysing Information



Identifying the root causes

• Identify the contributory factors having the 

biggest impact on system failure = ROOT 

CAUSEs

• A Root Cause is a fundamental cause which 

if resolved will eradicate, or significantly 

contribute to the resolution, of the identified 

problem to which it is attached both within the 

local department and more widely across the 

organisation



Contributory factor taxonomy

• Patient Factors

• Individual Factors

• Task Factors

• Communication Factors

• Team and Social Factors

• Education and Training Factors

• Equipment and Resource Factors

• Working Conditions Factors

• Organisational & Strategic Factors



Patient factors



Individual factors



Task factors



Communication factors





Team & Social factors



Education & Training factors



Equipment & Resources factors



Working Conditions factors



Organisational & Strategic factors



• Similar medication incidents previously 

reported

• Culture – volume of medication incidents 

reported from the clinical area

• Clinical pharmacy input into the clinical area

Organisational factors



Five whys

• Tool that enables investigator(s) to identify the 

causes for each problem.

• Best suited to simple and non-complex 

problems.

• Quick and easy to teach

• 3 – 5 – 7 whys?



Nurse did not alert Senior staff 

of Patients deterioration post op

He thought that the day 

staff had been aware of 

condition since return 

form theatre
Because on obs chart “N” 

had been recorded 

throughout

Because “N” is the letter 

for “normal” but he 

assumed it meant 

“Numb”
Because there was no 

key on the neurological 

observation chart

WHY?

WHY?

WHY?

WHY?

Root Cause

Five why questions



Run charts

Purpose

• To identify trends and patterns in a process, 

over a specific period of time.

How to Construct Run Charts

• Decide what the chart will measure (what  

data over what period of time.

• Draw graph



Omitted doses

Run charts example

A  M  J  J  A  S  O  N  D  J  F  M  A 

10

8

6

4

2

Months



Generating Solutions



• Keep it Simple

• List all recommendations for change and 

prioritise for effective implementation

• Draw up an Action Plan

• Involve Patients and Staff

Generating solutions



Key principles for solution design

• Design tasks and processes to minimise 

dependency on short-term memory and 

attention span

• Avoid fatigue: review working hours and 

workloads

• Retraining is not always the right solution

• Simplify tasks, processes, protocols, 

equipment

• Standardise processes and equipment

• Use protocols and checklists wisely



A control measure designed to prevent 

harm to

• People

• Buildings

• Organisations

• Products

• Communities

What is a barrier



When can barrier analysis be used?

Prospectively to identify possible ‘Hazards’ their 

‘Targets’ and potential solutions

Reactively following a patient safety incident to 

identify the ‘Barriers’ that should have been in 

place to have prevented or mitigated against an 

incident



Barrier analysis cont’d

• Evaluate the list of barriers  as strong, 

average or weak - any barrier involving 

human action is marked down

• Record the findings

• Remember barrier analysis can be used 

proactively or reactively!



Event:

Prevention Barriers 

in Place

Did the 

Barrier Fail?

Why? How Barrier affect the 

outcome of event?

Performing a reactive analysis



Hazard(s) Barriers  

in place?

Failsafe ?

S/M/W

Improve 

by?

Additional barriers  

required?

Cost 

Implic.?

Responsib

. Lead?

Activity Target

Performing a pro-active barrier 

analysis





Root 

Cause

Actions to 

Address 

Root 

Cause

Level of 

Recommendation 

By 

Whom

By 

When

Resource

Required

Evidence of

Completion

Sign

Action plan document



Report writing

















Multi-incident RCA


