The effectiveness of using Root Cause Analysis (RCA) Framework
In reducing medication errors by improving mitigating solution

1

.s.n anore Healthcare Camet Annellee Atanacio, Jessie Chan
ingap Pang Nguk Lan, Malinao Mary Rose Baniel

Management 201 5 KK Women's and
Children’s Hospital

SingHealth

INTRODUCTION

Incident reporting is a well accepted method for improving safety. Anderson et al, mentioned that recently, there is a call for a less emphasis on counting incidents but more emphasis on
the effective analysis of the incidents and organizational learning. Few studies have examined the effectiveness of incident reporting in improving safety. In KKH, we have created and
incorporated the Root Cause Analysis (RCA) framework and reference guide for staff to use in analysing incidents in a more systematic process and produce mitigating solutions that are
workable, effective and sustainable.

AIM RESULTS

To review the effectiveness of the mitigating solutions for medication errors before and In the pre-implementation phase of the KKH-RCA framework, a total of 14 medication
after the implementation of KKH-RCA framework for incidents reported in the Risk errors belonging to Cat D was identified. Only 3 out of 14 used process mapping to identify
Management Incident Reporting System from April 2012 to March 2014. the cause of the incident. The mitigating solution from the review belong to the 5th level
METHODO LOGY (Administrative controls) of the hierarchy of controls (i.e. Conduct training, Reinforce
. e adherence to PnP, Be vigilant). No control measures were identified that eliminate or
A qualitative review was carried out for all the medication error incidents from April 2012- remove the risk. There were no implementation date noted for each of the proposed
March 2014 to compare the effectiveness of the control measures applied on each interventions. An example of an incident report due to wrong dose (Figure 4).
incident pre and post implementation of the KKH Root Cause Analysis (RCA) Framework Figure 4
and Reference Guide. The RCA framework and reference guide has 3 parts: Stages of the EXAMPLE OF AN INCIDENT REPORT BEFORE THE IMPLEMENTATION OF THE RCA FRAMEWORK AND REFERENCE GUIDE
process, contributory factors and the types of preventive actions planned. It followed by Typelof Underlying Cause e o) Protective | Classification of Control
the framework which the Incident follow-up action and report for the actual data entry of Medication Mitigating Solution Measure
e E
the RCA as shown in figure 1. o
. . Independent Check Failure | Conduct independent double check
Figure 1: RCA Reference Guide
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implemented using the RCA framework and reference guide. Majority of the mitigating
solutions belong to the most effective and sustainable control measures (Fig 6).

The mitigating solutions were categorized using the Boyle’s hierarchy of control measures
from the Health and safety: risk management to determine the effectiveness of the Figure 6

mitigating solution for each of the medication error incidents. Medication Error Cat D and Above
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