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Reflection & Refinement
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Loop of Learning

ANdeuLazAsAnUasuLlasluatnels (transform)

Triple-loop
learning
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Fundamental Evaluative Thinking (A1 an13lsgtdinaning 1)

WHAT?
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Emergent Learning Practice
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3. Now What
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“What will it take to...?” .
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Meaning We Make
from Our Stories
and Data
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Our Ideas about
What to Do Now

[ Insights | Hypotheses

Our Stories
and Data Related
to this Question

Ground Truth | Opportunities
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When and How We
Might Test Out Our
Thinking
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Emergent Learning Practices 3: Before and After Action Review

Before Action Review , After Action Review
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Applying Developmental Evaluation : Accompaniment

Tugmsandnoofia Jusaiu DE
A uaivayunguuinnsnan
o uuumegg

As observer

Observe contents & processes — > Useful feedback for the team
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AAR after Incident
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NUMIUHAALARIIENISaITUN 1: After Action Review (AAR)
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Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjog-2019-000646



NUVIURAYLANIIBANISaNUN 2: Mindfulness Review
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Day-end Debriefing
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Weekly Huddle
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One-on-One Meeting
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Learning in Daily Operation
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_%/ \‘SIH’H Mini Appreciative Inquiry
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Learning From Incident : 2 Axis Swiss Cheese Model

Contributory
Factors Tier 5
Ext. Environment

Organizational Factors conuton

Factors Tier 4
Management
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Contributory
Factors Tier 3

Environment 2 Axis Swiss Cheese Model

Local Workplace CO,,#EMOW

ok w5 ld ag19ls
Factors = foag s

Contributory
Factors Tier 1

Unsafe __ Individuals
&
ACt < > Substandard

Act

Assess Plan —>!—> Educate Discharge

Monitor & reassess

ATUSLLNNEIEN amﬂ‘saw BIUNATINNTUR 2567



NUMIUHAALARIIENISaITUN 1: After Action Review (AAR)
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Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis: developing a robust system for incident report analysis. BMJ Open Quality 2019;8:e000646. doi:10.1136/bmjog-2019-000646



NUMIUHAIANIITENTFAITUN 2: Mindfulness Review
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situation awareness
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Contributory

Factors Tier 5 Societal influence Policy, rules & regulation Design New
Ext. Environment Public awareness national, payors, finance, IT, professional org Equipment & supplies technology

Contributory Organizational climate Resource Organizational process

Factors Tier 4 structure, policy, culture, management availability, priorities policies & procedures, decision, staff/workload
Management system, leadership involvement, & management management, support from central functions
Contributory Information, Supervision Human-System/technology Interfaces Physical Environment
Factors Tier 3 education, Task design IT, medical device availability, location, lighting, noise, temp. layout,
Environment communication Clinical protocol controls and displays, software, charts distraction, ventilation
Contributory Nature of Work Team

Factors Tier 2
Work & Team

work process complexity, workflow, competing tasks,
interruptions, physical/cognitive requirements

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

Individual staff factors
knowledge, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Active Failure /
Care Management
Problem

Violation Error & Mistake

Potential Change

Chronology of Events
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