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Objectives UALITYZHC

ality Inprovement Continues

1. ldentify basic steps of an RCAA process

2. List the ways in which an RCAA can contribute to
sustainable safety improvements

3. Define the ancillary elements of an RCAA that are
non-negotiable in ensuring the success of the process



The Purpose of an RCAA UALITYZ#Q

Health Care Quality Improvement Continues

* Reduce recurrence of events/ near misses
e Recreate the circumstance
* Use “5 Why” methodology to establish actionable interventions

* Devise interventions that specifically and effectively meet the needs of the
problem at hand

e Meet accreditation standards

* Proactively strike against significant findings through prevention
* Reactively respond to requirements in the wake of significant findings

e Support a Just Culture and a learning environment

e Stop asking “Who made the mistake?”

* Instead, focus on “What practice, protocol, or circumstance allowed this
CiThosphal mistake to happen?”
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The Purpose of an RCAA UALITYZ#Q

Health Care Quality Improvement Continues

* Build organizational trust
* Aligning word and deed (three perspectives)
* Realizing the ROI of safety investments

* Improve the structure of interdisciplinary approaches to quality
and process improvement.
* Everyone gets a seat at the table
* A culture of collaboration and shared goals is established
* Practice makes perfect!

Watch for purple font throughout this presentation to see how these goals
are satisfied!
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The Nuts and Bolts UALITY 2
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* An RCAA is a structured investigation-

* “Discovery”

* “Exploration”
* “Recreation”

* “Collaboration”

* An RCAA is a method by which opportunities or vulnerabilities in that
may exist in established processes are identified.

* An RCAA leads to effective and sustainable improvements that
permanently reduce the chances of harm in future state.
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When To Use RCAA UALITY 2
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* Serious Safety Events
* Sentinel Events

* High-Risk Process Failures

Above all else, while a Root Cause Analysis and Action Plan is best when
applied reactively, it does not have to be in the wake of an actual event.

e Let’s add Near Misses to the list!
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The Proactive Approach | Q%&Ef

Health Care Quality Improvement Con

A quick note:

While RCAA may technically be used proactively (without an event or near
miss having occurred), many organizations elect to employ FMEA (Failure
Modes and Effect Analysis) instead, as it is specifically designed to project

potential fallouts, prioritize concerns, and lead to effective interventions
before an event even has the chance to occur.
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A Few Quick (Crucial!) Notes UALITYZEC

Care Quality Improvement Continues

Always, always, ALWAYS follow your organization’s policy/
protocol for RCAA and event response.

If you are uncertain of your notification process in the wake of an
event, please make it your business to find out!

If you are unfamiliar with your overarching policy/protocol around
RCAA, this is a great time to learn about that as well.



Step 1: Safety First UALITY 8
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In the wake of an event, the first priority is the patient.

* Immediate securement of a safe environment
* Space
* Equipment
* People (This is backwards in health care.)
* Immediate attention to medical needs

e Communication with immediate care team
* Need to Know (not taking for granted that is obvious.)
* Remain calm!
* Maintain professional integrity (yours) and dignity (theirs)
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Step 2: Internal Reporting UALITYZ#C
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Beyond the immediate care team, follow your organization’s policy to
determine who else needs to be notified. This may include but not be
limited to:

e Executive Leadership
* Risk Management Goal:
* Legal Team Build Organizational Trust!
* Human Resources
* Quality Team
* Security
* Chief of Staff/ Provider leadership
* Chaplaincy
E%j.ﬁggg;f;‘.v e Patient Advocate
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Step 3: Family/Caregivers UALITY Z#C
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Once again, you will follow your organization’s policy to determine how
an event will be communicated to a family/ caregivers of an individual
who has been involved.

* Transparency

Goal:

* Support/ Reassurance . . .
pport/ Build Organizational Trust!

Authenticity (i.e.,regret)

Immediate plans for intervention

A note about strategic sharing

* Training highly, highly recommended here.

* Determine who needs to be at the table

* Be familiar with “yes” phrases and “no” phrases
E%],ﬁggg;f;gv * Avoid false reassurances and promises you cannot keep
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Step 4: External Reporting UALITYZEC

Care Quality Improvement Continues

Again, follow your organization’s policy to determine who else
needs to be notified. This may include but not be limited to:

* Law enforcement
e Qutside counsel

* Accreditation/ certification bodies (ex: The Joint
Commission)

* Patient Safety Organization (PSO)
* External consultant/ SME

e Event-specific bodies (ex: Nuclear Regulatory Commission)

Ciiospiar Goal: Build Organizational Trust!
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Step 5: Immediate Review UALITYZEC

Care Quality Improvement Continues

* Move swiftly to assess physical space and individual accounts of
event. (Gemba.)

e Remember the Just Culture goal we’ve established.
* Less about “who”
* More about “why” (85/15 Principle)

* Also remember the guideline for professional dignity of those
involved.

* Take notes in accordance with your PSO guidelines and
organization’s policy.

* Consider having more than one person involved in the interview,
CiThosphal but don’t “gang up” on your interviewee.
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Step 6: Build a Team UALITYZ#Q

Health Care Quality Improvement Continues

This is a chance to establish strong
collaboration between disciplines.

* Executive sponsor/ representation Goal: Build Organizational Trust!

* Leaders from involved parties Goal: Support a Just Culture and

* Facilitator a Learning Environment!

e Risk management
Goal: Improve the structure of

interdisciplinary approaches to
* Human resources quality and process

* Optional: Actual individual who improvement.
was involved

e Quality leadership
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KHA Culpability Algorithm
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Step 7: Select Your Tools
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People Environment
Dr,drder unclear for Mo NA scheduled to Darkened room
O0OB status of patient. assisl stall
RM had heavy patient Freshly mopped floor.
workload ratio.
Problem
Statement:

FPost-0Op patient
fell going to the
bathroom w/o

> assistance.
No clarification performed by
staff on OOB order. Side rails not up Bed alarm not in use,
/ Bed alarm not in use. / No nightlight in patient room. /
Fall socks not used, Mo wet floor signs- all were
in use already (shortage),

Mo IV pole in patients room-
patient carried I\VFs.

/ / /
| Communication I | Policies I I Equipment




Step 7: Select Your Tools | Q%HD!

5 Whys Template

e [Text
o [Text
e [Text
o [Text
e [Text




Step 7: Select Your Tools UALITYZEC
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5 Whys Template: An Example

* Did you see that call light?

 What's got you so busy today?

* Have you considered a short-term cath?

 What about the supply room is making that challenging for you?

 Have you communicated that to the Supply Team?
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Step 7: Select Your Tools

PROCESS MAP EXAMPLE

Hospital-Based Scenario: Patient Discharge Process

Purpose: To safely discharge a patient from hospital and provide follow-up informaticn.
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Planning Documentation Arrangements
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hospital with

Care team reviews

is completed and

is scheduled and

patient condition and discharge instructions
starts discharge and answers patient medications are referrals are arranged instructions and
planning. guestions. reviewed. if needed. necessary items.
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Step 7: Gather Your Findings | Q%MD!

th Care Quality Improvement Con

* |Interviews

* Policies

* Equipment Goal: Reduce recurrence of
e Timelines events/near misses by

e Documentation Review recreating the circumstance!

* Photographs
* Environmental Findings

* Process Map
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Step 8: Come Together UALITY Z#C
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Work slowly and methodically through the process.

1. Assert a safe space.
2. Establish a common goal.

3. Recognize ways to identify and navigate discord and emotion.
(More on this in Session 2!)

4. DO NOT FEAR the rabbit hole.

5. Work chronologically where it makes sense, but allow deviations
when conversation is openly flowing. Then return to ground zero.

6. Recognize the value of an independent facilitator.
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Step 8: Come Together UALITY Z#C

Health Care Quality Improvement Continues

Recognizing what you see. Appreciate the difference (and it is a
significant one) between:

1. A symptom: Something that indicates a problem exists.

2. A contributing factor: Something that may have made an event
more
likely to occur, but not necessarily the primary reason it did.

3. Aroot cause: A failing or deficit that contributed clearly and
directly to the event or unsafe circumstance.
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Step 8: Come Together UALITY Z#C
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Why #1: Why did the patient fall? (Because they slipped on the wet floor.)
Why #2: Why did they slip on the wet floor? (Because they did not see it.)

Why #3: Why did they not see it? (Because there was no warning
“Wet floor” sign.)

Why #4: Why was there no “wet floor” sign? (Because the floor tech had to
leave the wet floor to go fetch one.)

Why #5: Why did they have to leave to get what they needed? (Because
between the mop, bucket, and cleaning supplies, they didn’t have
a way to pack a sign along with them.)
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Step 8: Come Together UALITY Z#C

Health Care Quality Improvement Continues

Recognizing what you see. Appreciate the difference (and it is a
significant one) between:

1. A symptom: Something that indicates a problem exists.

2. A contributing factor: Something that may have made an event
more

likely to occur, but not necessarily the primary reason it did.

3. A root cause: A failing or deficit that contributed clearly and
directly to the event or unsafe circumstance.
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Step 9: Design Corrective Actions™ | UALITYZ#Q
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e |tis crucial that interventions are directly and effectively related to the
actual root cause.

e Actions are never, ever “one and done.”
* There is a hierarchy of strength of interventions.

* Appropriate prioritization of issues can be every bit as important as
making them.

e Strongly recommend PDSA or similar cycles for interventions where
possible.

*More on all of this in our third session of this series!

Goal: Reduce recurrence of events/near misses.

Kentucky
Hospital
Association



Step 10: Stay the Course UALITYZEC
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In session 3, we’ll talk about the sustainability of our interventions.
Meanwhile:

1. Remember that culture eats strategy for breakfast.

2. Audit where you can

3. Hold accountable when you must

4. Celebrate when you should
5

. Create a stable goal (SMART goal strongly recommended)
and resist the urge to move the goal post ... yet.



Hope to see you again! UALITY Z#C
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* Root Cause Analysis and Action (RCAA) Learning Series,
Part 2: From Good to Better to Best
Thursday, July 30 | 1:00-2:00 p.m. ET

* Root Cause Analysis and Action (RCAA) Learning Series,

Part 3: The Second “A”
Thursday, August 13 | 1:00-2:00 p.m. ET

SEPARATE REGISTRATION:

* Root Cause Analysis and Action (RCAA) Learning Series,
Part 4: Tabletop RCAA Simulation
Thursday, August 27 | 10:00 a.m.—12:00 p.m. ET

Important: Part 4 will not be recorded. Live participation is strongly encouraged
to maximize learning and engagement.

E%]ﬁggﬁtcﬁy Register Online for Part 4*
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https://url.us.m.mimecastprotect.com/s/pzxdCo2vvXsr2zpsPfWfpgfMs?domain=kyha.us14.list-manage.com

Questions? UALITY 2

Health Care Quality Improvement Continues

Casey Franklin, rN, BsN, cPHQ

Associate Vice President of Quality and Health Professions
Kentucky Hospital Association

cfranklin@kyha.com

502-992-4322
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