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SACIAC-PROGRAMME

How to do a 
Root Cause Analysis
in Ambulatory Care?

How to Learn from 
Critical Incidents?

Pilot trials showed:

• Doctors find the method helpful in structuring the learning process from CI, and 
they report that the systematic approach reduces inhibitions and fears when 
talking about CI. 

• Identification of CI suitable for systematic and thorough analysis is a problem.

(2) CI Analysis: During a team meeting the CI is analysed.

(1) CI (Critical Incident) Education: The practice team learns to recognise and 
document CI. 

(2d) Prevention strategies: By studying the identified contributing factors and safety 
barriers, the practice team develops and discusses possible strategies to prevent the 
incident from happening in the future. 

(2c) Safety barriers: Existing safety barriers are identified.

(2b) Contributing factors to the CI: Contributing factors are established and 
documented on the worksheet using a checklist with questions on seven different 
areas. 

(2a) Chronology of CI: The chronology of the CI is determined and documented on 

a structured worksheet.
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DISCUSSION

SIGNIFICANT EVENT AUDITINGSIGNIFICANT EVENT AUDITINGSIGNIFICANT EVENT AUDITINGSIGNIFICANT EVENT AUDITING
(Pringle et al.)
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Adaptation of these procedures:

Development of the 
SACIAC-Programme

Checklist to find contributing factors


