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Introduction

Safety Investigation Authority, Finland (SIAF) has launched
an investigative branch tasked with investigating health
and social care accidents and serious so called never
eventsin 2021. The branch investigates both events with
far-reaching conseguences and accidents suffered by
iIndividual clients or patients.

The purpose of a health and social care safety
iInvestigation Is o improve patient and client safety as
well as general safety of the health and social care
system and services. Recommendations intended to
orevent the reoccurrence of similar Incidents and
decrease the number of Incidence of accidents In
general stem from each safety investigation.

Methods

Safety Investigations are conducted independently and
objectively applying Investigation methods from
traditfional safety crifical fields, such as aviation, railroad
or maritime safety. An investigation team appointed for
each specific health and social care Investigation
determines the course, causes and conseguences of the
events. It also determines whether management,
supervision and auditing has been arranged and
performed appropriately.

An investigation includes investigating the scene of tr
accident, inferviewing those involved and consultir
documents on, for example, the organization beir
Investigated, its operations, best practices of client ar
patient safety. The team also has the right to obfain
necessary client and patient records, as well from private
health and social care providers and units as individuadl
health and social care professionals (Pic 1).
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Picture 1. Safety investigation process

Results

Several health and social care safety
iInvestigations have been completed by SIAF. The
iInvestigations have focused so far on elderly
home care and nursing care, health care
InNformation systems, psychiatric care, drug
addiction freatment for young people, and
medication errors in hospitals and pharmacies

(pIC 2).

The national safety recommendations are based
on the results of Investigations. The
recommendations have dealt with, among other
things, the re-evaluation and development of
INnstructions, procedures and resources. In
addifion, some recommendations are targeted
at the level of national legislation.
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Conclusion

An Independent Investigation is an important too
to promote client and patient satety as well as ar
excellent way to learn from mistakes. The
paramount aspect of a safety investigation is that
It IS never done In order to portion blame or seek
a culprit. An iIndependent investigation not only
promotes safety, but also creates an open and
fransparent  operating culture. Monitoring the
Implementation of the safety recommendations
issued In safety Investigations Is of utmost
Importance in order for the safety investigations
to have an impact. Sharing the lessons learned
from safety investigations between different
countries is very valuable.
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