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Clinical Audit Support Centre

After Action Review
Essentials

START COURSE

= Welcome tothe course

MODULE 1: BACKGROUND & CONTEXT

= Section 1: The History of AARs

Section 2: AARs in Healthcare

= Section 3: Definitions - what is an AAR?

MODULE 2: KEY ELEMENTS OF AN AFTER ACTION REVIEW.

= Section 1: The 4-question approach

Section 2: Informal and formal AARs

= Section 3: When to carry out an AAR

= Section 4: AARs in reality - what is involved?

= Section 5: Ground rules for AAR

= Section 6: The role of the AAR facilitator

= Section7: What is the learning?

Comprehensive AAR CASC e-learning

TLesson50f17

Section 1: The 4-question approach

i Clinical Audit Support Centre

There are many approaches and tools within healthcare that teams can utilise
to gain a better understanding of why care has not gone to plan. What
distinguishes the After Action Review from other methodologies, is the simple
4-question approach that is always applied when conducting an AAR. We will
look at the 'extended' AAR process in more detail in a future section, but let's
examine the questions we ask when carrying out an AAR. These questions are
asked by an experienced facilitator, known as the AAR facilitator. All those
attending the AAR meeting will be asked to answer the following questions.

Click on numbers 1-4 on the graphic below, to find out more about the
questions we apply when conducting an AAR. Note: these are based on NHS

England's current PSIRF guidance.

QUESTION #1
WHAT WAS THE
EXPECTED
OUTCOME?
QUESTION #3 QUESTION #2
WHAT WAS THE WHAT WAS THE
DIFFERENCE BETWEEN ACTUAL OUTCOME?
THE EXPECTED
OUTCOME AND THE
EVENT?
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Objectives for the session

- Introduce AARS: where have
they come from?

- Keep up-to-date with AAR
- The 4-question approach

- AAR In reality: what is
iInvolved?

- How could CA and QI teams
apply AARs to their work?

- 3 top tips for getting started







Follow-up session in hext 6 months...

"L BE BACK')
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CASC disclaimer...
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CASC disclaimer...
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* IN THE BEGINNING..

...there was AAR
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PSIRF: a new era in patient safety for the NHS and healthcare
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Useful resources: podcasts & twitter

4% sounpcLouD Library Sign in Create account

@ Save now on our best plan for artists. Get unlimited uploads, exclusive tools, benefits, and more with Next Pro for £75/year. Redeem Now

Search results for “PSIRF"

Q, Everything

/|| SoundCloud Go+ tracks

Found 500+ playlists, 10 tracks

Julwat
PSIRF

i||i Tracks
1 People
& Abums |||||||||||||||||||||||||||||||||||I|||||||||||||||||||||||||||||||||I|||||||||||||||||||||||||I||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||||I|||||||.||||I|I|W||||
W' Playlists
ﬁ 1 NHS England - PSIRF support - expert tips on communicating large scale change
ﬁ 2 NHS England - LFPSE and the NHS Patient Safety Strategy - in discussion with national director of patient sa...
ﬁ 3 NHS England - Ask a PSIRF early adopter - podcast 1 : Acute and community trust
Language: English (US) ﬁ 4 NHS England - Introducing the Patient Safety Incident Response Framework (PSIRF) learning response toolkit

ﬁ 5 NHS England - Overview of PSIRF training requirements

ﬁ 6 NHS England - Engaging and involving patients, families and staff following a patient safety incident

View fewer tracks

Y2 13 Repost 2 Share & Copy Link E’ Add to Next up

Follow on twitter: @TraceyHerlihey @ptsafetyNHS

Upload

> 2,092

» 1916

> 1,596

» 2,306

» 2,930

p 3,255
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PSIRF learning response tools:
Introducing a new AAR report
template

(™) 18 July 2024 12:30pm - 2:00pm

Q@ virtual (Microsoft Teams)

ADD TO CALENDAR o ORGANISER

PSIRF Discussion Forum

FutureNHS

Collaboration Platform

NEW After Action Review report template and webinar sign up

Dear All,

‘We're pleased to be able to share a draft AAR report template developed in collaboration with HSSIB, AAR and human factors experts, and provider
colleagues.
It's available on FutureNHS within our AAR tool space here: hitps://future.nhs.uk/NHSps/view?objectld=42826256
‘We will also be hosting a webinar discussing the template, including some reflections on how it has been used in practice.
The webinar will be online on Thursday 18th July 12:30-3:00pm. You can sign up here: https:/www.events.england.nhs.uk/events/psirf-learning-
P tool i -report-template

Any immediate thoughts/questions etc. please do add to the discussion thread.
Sincerely,

Tracey

Started by Tracey Herlihey 7 days ago.

Read this discussion EUSE0 BEMIES






Q1: Which organisation were the first to pioneer
the use of AARs?

- World Health Organisation
- Australian Fire Service

-US Army
- Japanese Nuclear Regulation Authority




Q2: In which decade were AARs commenced In
the NHS?

- 1980s
+1990s
- 2000s

. 2010s (2008 at UCLH)

University College

London Hospitals
NHS Foundation Trust



Q3: How many questions do NHS England
recommend are asked when conducting an AAR?

o 01 &~ W




The History of AARs

- Technique first used by US military on missions
- Timeline is not clear

- Used by many international companies, e.g. BP

- WHO endorse AARs

- Used extensively by Health Service Executive

- Part of NHS England’s Learning Response Toolkit
Referenced regularly at PSIRF events

- Regularly mentioned via Twitter / X

~irst used by UCLH in NHS in 2008
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AARSs are used In many settings!

Nancy Bennett @NancyBEHF - 5d
Minneapolis leaders announce completion
of after-action review recommendations,
unveil new alert system for residents
#EmergencyNotification
#EmergencyCommunication [Video]
Minneapolis Mayor Jacob Frey was joined by
city leaders on Tuesday to announce...

Minneapolis leaders announce completion of aft...

From accidentrecoverygiving.com

O Tl Q ihi 6 m &

OHSo0S & @OHSecofState - 3d

Our team took another step in our readiness
for November with our After Action Review
of the March 19 primary election. This gave
us the chance to make improvements and
maintain best practices in preparation for
the November General Election.

IAWF @IAWF - 28/03/2024

We are thrilled to welcome Steven Miller, an
expert on fire behavior and management, to
the 7th International Fire Behavior and Fuels
Conference in Tralee, Ireland. He will be
delivering a conference synthesis and
bringing it all together with an after-action
review.

#FBF2024

Cantar, pusiaia Q)

KEYNOTE SPEAKER

TRALEE, IRELAND e

Steven R. Miller

Regional Director Fire and Aviation
Management, Eastern Region, USA

Tralee,
Ireland
HFBF2024

Fuel, fire and smoke: evolving to meet our climate challenge.

@) 32 Qs

ihi 338

Ocrs

— As our International Agriculture Education

#Grenada has embarked on an After Action
Review with @pahowho to assess what did
& didn't work in its response to COVID-19
pandemic. Multiple stakeholders r meeting
this week to discuss, thanks to funding
provided by @EU_Commission & in
collaboration with

@WorldBank @GISGRENADA

J Prabhjot Singh @Singhp...- 25/03/2024

HHE

O n Qa I||| 53 ﬂ \IJ

CRSUganda @CRSUgan...- 28/03/2024

Program ends, we’ve concluded an After-
Action Review where teachers from 8
schools developed action plans on how to
sustain & expand ag projects in their
schools. We thank @USDAForeignAg for
supporting this project & ag growth in
Uganda!
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AARS: gaining momentum In healthcare!

@

SWBH- Patient Safety Team @sw...- 3d

. That's day 4 of PSIRF done! We completed
our first oversight meeting, managed a team
(short) walk and coffee, visited one of the
wards as part of an after-action review,
and had a lovely chat about PSIRF with our
legal team . #communication #teamwork

Chris Collison @chris col...-15/03/2024

Replying to @RCST Irl

Hmmm. This implies that AARs are limited to
‘adverse’ scenarios? ()

Perhaps better to say:

“Adverse healthcare events can be
debriefed with after action reviews (AARs)
where groups discuss: what was expected
to happen; what really happened; why; and
what can be learnt?”

Q n Q1 h2r Q&

(®) 0 (Wi 424 [ &

Deborah Dover @ @Do...- 26/01/2024
@NHS_ELFT

colleagues hard at work this week, role
playing After Action Reviews as part of our

new AAR conductor training ?,

Dr. Gintare Valentelyte @Gintareva - 4d
New study of the enablers and barriers of
After-Action Review in an Irish specialist
hospital published online.

g

Serious stuff & also really good fun. Massive
thanks to @georgechingosho 4 brilliant
facilitation.

Read article here:
sciencedirect.com/science/articl...

© iCAARE @iCAARE Study - 4d

New open-access study from
@iCAARE_Study led by @MaireadFinn,
provides new research evidence on the
enablers and barriers of AAR
implementation in an Irish hospital. Lin...

© 0 s

hia2st [ &

Patient Safety Learning - 09/04/2024
Blog added to the #pslhub - One amazing
outcome from an After Action Review
pslhub.org/learn/improvin... #patientsafety

patient

safety
learning

safety

PYaldallale

One'amazing'outcome from'an'After Action Revi...

From pslhub.org

) 7 Q1 his2s [ &

Visit to Westwood park today. The first ward
@BTHFT to show excellent documentation
for falls improvement. They now just
complete the falls debrief and will be the
first ward not to do after action reviews.
Well done team!! @Jhilty33 @karendawber
@Mel_Pickup @willissean

O T3 Q117

@ Paul Street @Leadforfalls-26/02/2024

lisr [Q &



AAR appearing more in NHS Jobs searches!

Senior Governance Manager Save this job

East Kent Hospitals University NHS Foundation Trust NHS

Canterbury CT1 3NG E t K t
ast Ken

Salary: £46,148 to £52,809 a Contract type: Permanent Hospitals University

Sl Working pattern: Full time NHS Foundation Trust
Date posted: 23 August 2024

Closing date: 6 September 2024

Senior Transformation Project Save this job
Manager
NELFT North East London Foundation Trust
NELFT Rainham RM13 8EU
North East London NHS Foundation Trust Salary: £53,755 to £60,504 a Contract type: Permanent
year Working pattern: Flexible
7 Date posted: 2 September 2024  working, Full time

Closing date: 16 September
2024



NHS England

Guide to responding proportionately to patient safety incidents [Sept 2022]
Table 3: National learning response methods

Table 3: National learning response methods

Method

Patient safety
incident
investigation (PSll)

Description

A PSII offers an in-depth review of a single patient safety incident or
cluster of incidents to understand what happened and how.

Multidisciplinary
team (MDT) review

An MDT review supports health and social care teams to learn from
patient safety incidents that occurred in the significant past and/or
where it is more difficult to collect staff recollections of events either
because of the passage of time or staff availability. The aim is,
through open discussion (and other approaches such as observations
and walk throughs undertaken in advance of the review meeting(s)), to
agree the key contributory factors and system gaps that impact on
safe patient care.

Swarm huddle

The swarm huddle is designed to be initiated as soon as possible after
an event and involves an MDT discussion. Staff 'swarm’ to the site to
gather information about what happened and why it happened as
quickly as possible and (together with insight gathered from other
sources wherever possible) decide what needs to be done to reduce
the risk of the same thing happening in future.

After action review
(AAR)

AAR is a structured facilitated discussion of an event, the outcome of
which gives individuals involved in the event understanding of why the
outcome differed from that expected and the learning to assist
improvement. AAR generates insight from the various perspectives of
the MDT and can be used to discuss both positive outcomes as well
as incidents.

It is based around four questions:
What was the expected outcome/expected to happen?
What was the actual outcome/what actually happened?

What was the difference between the expected outcome and the
event?

What is the learning?




Aside from the Patient Safety Incident Investigation
(PSIl) what Learning Response Tools (LRTs) have
been used in your organisation in the past 6
months? (n=31)

After Action Review s 96.97
Thematic Review S 75.76
Structured Judgement Review s 54.55
Multi-Disciplinary Team Review s 54.55
SWARM s 48.48
Hot Debrief mssssssssssssss 48.48
Other mssssssm 30.3
Horizon Scanning msm 9.09

0 20 40 60 80 100 120

*Judy Walker Associates
Report available via NHS Futures



@ What three single words would you use to describe what After Action Reviews mean
to you?
Wordcloud Poll 102 responses &) 34 participants

psychologically safe procedure Quality control

Prevent

unbiased
Rapid
Systems  Debrief Collaboration  Vie¥
MDT i . Review
Together Quality Supportive Noblame
Timely

Learning safety
Structured  unfamiliar

Improvement Inclusive
Ope Discussion Sharing
n
Reflection  Change
Support
Learn  Understanding
safe procedure
Reflective Investigation

Multi disciplinary



AFTER ACTION REV

The quest for safer care
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“AAR is a structured facilitated
discussion of an event, the outcome
of which gives individuals involved in
the event understanding of why the
outcome differed from that expected

and the learning to assist
improvement. AAR generates insight
from the various perspectives of the
MDT and can be used to discuss both
positive outcomes as well as
incidents”




‘AAR is a structured
approach for reflecting on
the work of a group or team.
By understanding AAR, we
methodically capture
knowledge about an activity:
of what was expected, what
really happened, and how it
can be improved for better
results next time...’

(Artie Mahal, 2018)




The process...




| " -
m After Action Review (AAR) #N‘glll‘(ljl_(%al
England The quest forimprovement... 0

QUESTION #1
WHAT WAS THE
EXPECTED
OUTCOME?

QUESTION #3

WHAT WAS THE
DIFFERENCE BETWEEN
THE EXPECTED
OUTCOME AND THE
EVENT?

QUESTION #2
WHAT WAS THE
ACTUAL OUTCOME?

Source: NHS England Guide to responding proportionately to patient safety incidents

Table 3: National learning response methods (page 13)




Language Is important!

What was
expected to
happen?
What was the
actual
outcome?

What was the
difference
between the
expected
outcome and
the event?

What is the
learning?

NHS

England

1.

What did we
expect to
happen?

What actually
happened?

Why was there
a difference?

What have we
learnt?

If:

1.

2.

3.

What was
planned and
expected?

What actually
happened?

What went well
and what did
not?

What can we
do better next
time?

AFTER ACTION

REVIEW

ARTIE MAHAL




This Is not ideal...

1.

1.  What was expected
to happen?

2. What was the actual
outcome?

3. What was the
difference between
the expected
outcome and the
event?

4. What is the learning?

NHS

England

*PSIRF Learning Response
Toolkit (2022)

What was
expected?

What actually
happened?

Why was there
a difference?

What has been
learnt?

NHS

England

*AAR Summary Template

(2024)
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m After Action Review (AAR)  /Clinical

. # Audit
England The questforimprovement... ~
QUESTION #4 QUESTION #1
WHAT IS THE WHAT WAS THE
LEARNING? EXPECTED
E OUTCOME?
QUESTION #3 QUESTION #2
WHAT WAS THE WHAT WAS THE
DIFFERENCE BETWEEN ACTUAL OUTCOME?
THE EXPECTED

OUTCOME AND THE

EVENT? Other questions to consider in stages 2 & 3:
What went well and why?

What will we do the same next time?




The AAR process In reality

1. Determine that an AAR would be beneficial

2. Appoint a facilitator to co-ordinate the meeting

3. Locate a safe space to conduct the meeting

4. Introduce and agree ground rules

5. Work through the four questions
- What was the expected outcome?

6. Write up the findings @wodd

/. Share the learning appropriately
- Need a way to check learning is implemented / effective




1. i --P
@ o National Patient Safety Agency
9o 7 steps for successful SEA

@

&

1. Awareness and prioritisation of a significant event
2. Information gathering

3. The facilitated team-based meeting

4. Analysis of the significant event

5. Agree, implement and monitor change
6. Write it up

/. Report, share and review
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We could do an AAR today...

1. What was
expected to CASC team could convene at the end of
happen? the day to work through the 4 AAR

2> What was the guestions, starting with Q1.

actual - All objectives and content is covered
outcome? - All delegates fully participate / engage

- Evidence of strong interactions and questions
V\./hat was the - Questions are answered or picked up via
difference appropriate routes
between the - No technical issues occur / problems dealt
expected with appropriately
outcome and - Learn at Lunch runs to time
the event? - All participants know how to access the slides

: from the session

What is the
Iearning’? - Participants rate the session highly.

NHS

England
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Using AARs: In CAand QI

- Review a clinical audit or QI project

- Review engagement in a national
clinical audit

- Review an event, e.g. training day,
conference, away day

- Review an initiative e.qg.
engagement in CAAW24

- Review a change Iin practice:

- Roll out of AMaT

- Roll out of a new local clinical audit
report template




Why do people like AARS?




ree top tips for getting started:
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AAR... Is not just about negatives/errors
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What is an After Action
Review (AAR)?

An After Action Review (AAR) is a structured,
facilitated discussion of an event, which helps
the individuals involved:

Identify what was expected to happen
and what actually happened

Understand why the outcome differed
from that which was expected

Identify what went well and what
did not go as well as expected

Identify learning that can be implemented
and shared to inform improvement.

AAR can also be used to review events where
there was a positive outcome i.e. to better

understand the reasons why a situation went
well and whether there was any learning that

the team should seek to replicate in the future.

How will AAR help
me and my team?

Whatever your role, you come across difficult
and challenging moments each and every day.
They are often unexpected, for instance, when
whatever you planned didn't quite happen the
way it was supposed to. How you deal with those
moments can often define the way you, your
team and service progress and grow.

AAR exists to create a personal and team
opportunity to share, understand, learn
and ultimately improve outcomes and
experiences of care.

What can | expect when
| attend an AAR session?

That the AAR is held in & safe environment and
is facilitated by a person trained in the conduct
of AAR.

That sufficient time has been allocated to
enable relevant multidisciplinary involvement.

That ground rules for the conduct of the
review are set to enable equal and respectful
participation of all attending.

That the meeting will have a clear focus and be
structured around the following four questions;
® What did we expect to happen?

® What actually happened?

® Why was there a difference?

® What have we |earnt?

What are the benefits
of taking part in an AAR?

The team will gain an understanding of:

® the event from the perspective of all involved

® their individual roles in the overall
context of the event

® how the system operated at the time

£l P P
of the event

® why the expected outcome was/was
not achieved.

AAR will allow the team to ascertain the systems
strengths and weaknesses and the learning
from the event. AAR will also assist the team in
identifying any changes required to support

team improvement

How do | request an AAR?
A reguest to hold an AAR should be made

to your local Quality and Patient Safety Office
(or equivalent).




The AAR Facilitator* is critical

*Sometimes referred to as the ‘AAR Conductor’



Classification: Official

Publication approval reference: PAR1465

Patient safety incident
response standards

Version 1, August 2022

Learning responses are not
led by staff who were
iInvolved in the patient safety
Incident itself (standard 4.1)




The AAR Faclilitator
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Worth considering...

Who looks after and supports the AAR conductors?



Signposting

- Slides and other
resources will be
shared via the CASC
website Learn at
Lunch webpage
landing page

- We will send out a
post-event email that
links to this a reminder
of the evaluation.
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