
Hamilton Acute Pain Service Safety Study: using root

cause analysis to reduce the incidence of adverse events.

April 2, 2014

Paul JE, Buckley N, McLean RF, et al. Hamilton acute pain service safety study: using root cause analysis

to reduce the incidence of adverse events. Anesthesiology. 2014;120(1):97-109.

doi:10.1097/ALN.0b013e3182a76f59.

https://psnet.ahrq.gov/issue/hamilton-acute-pain-service-safety-study-using-root-cause-analysis-reduce-

incidence-adverse

The implementation of formal root cause analysis was associated with substantial improvements in most

measured patient outcomes on acute pain services at three hospitals. The rates of overall events,

respiratory depression, severe hypotension, and pump programming errors decreased, but incidence of

severe pain increased.
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