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2010

?

California
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Increased risk of complications from anesthesia
?

Never event

WRONG PROCEDURE

Cause Map
Tongue tie release performed in
case of tongue lesion resection

A California hospital is fined $50,000 - its fifth administrative
penalty - for performing the wrong procedure on a 6-year-old boy.

"Either time-out was not done or it was done, but | could
not recall what procedure was said."
"Usually, | don't examine anybody."

- Surgeon who performed the wrong procedure

Cause Mapping is a Root Cause Analysis method that captures basic
cause-and-effectrelationships supported with evidence.

CAUSE MAPPING

Problem Solving « Incident Investigation < Root Cause Analysis
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Frequency |Hospital's 5th adminisirative penalty since 2009 | Ankyloglossia
- (connection of the tip of
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