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What | will go over

THE CURRENT INCIDENT STEW FRAMEWORK WHAT WE LEARNED
ANALYSIS FRAMEWORK
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The
Canadian

Incident
Analysis
Framework

FOLLOW
THROUGH

Implement
recommaended actions

Monitor and assess the
effectiveness of actions

ANALYSIS

PROCESS

Understand what happened
Determine how and
why it happened
Develop and manage

PREPARE
FOR ANALYSIS
Preliminary investigation
Select an analysis method
Identify the team

CLOSE
THE LOOP

Share what was learned
{internally and externally)

BEFORE
THE INCIDENT

Ensure leadership support
Cultivate a safe and just culture

Develop a plan
including resources

IMMEDIATE
RESPONSE

Care for and support patient/
family/providers/others
Report incident
Secure items
Begin disclosure process

Reduce risk of
imminent rec: C




Define the
problem

ldentify effective
solutions

Determine the
causal relationships

Implement and
track solutions
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Systems
Thinking
for
Everyday
Work

%

m) FOUNDATION
CONCEPT

EXPLORE
PERFORMANCE
VARIABILITY

UNDERSTAND
WHY DECISIONS CONSIDER WORK
MAKE SENSE AT CONDITIONS
THE TIME

&
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Problem: the wrong
medication administered via
the wrong route



Within our control Out of control

Storage of epidural and
perineural medications in
non-surgical unit fridges
(e.g. medicine, crifical
care, maternity, renal)

Storage of epidural and
perineural medications in
surgical acute unit fridges

Foundation Concept Premise: we agree to see the system as a
purposeful whole — as holistic, and not simply

as a collection of parts.




System users

System designers

System decision-makers






» ldentified trade-offs
and workarounds

» How work is actually
done



But what does this all really
mean?






