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Objectives stsen ]

1. Identify steps for developing a sustainable action
plan following an RCA

2. List measurable outcomes that may be employed
in building action plans in the setting of an RCAA
process

3. Discuss how to avoid action plans that are limited
in their capacity to effect real change



A Few Quick (Crucial!) Notes | Q%&Ef

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, QAPI, or Surveys, this is a great time to learn about that as
well.



Common Pitfalls of Interventions and UALITY
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* Interventions are not designed around shared goals
* Delayed implementation of corrective action
* Elements of SMART model missing

* |nterventions are not directly and effectively related to the actual root cause

* Actions are treated as “one and done”

* Low-end hierarchy of strength of interventions

* |nappropriate prioritization of issues

* Tools not utilized for effective change design

* Unilateral points of view used to determine best course of action

@Kentucw e Sensitivity to human factors neglected

Hospital
Association

. = survey hotspots!



Step 1: Review your Data UALITY 8

Health Care Quality Improvement Continues

| hope you did your GEMBA!

 Must see the issues as they ARE, not as we perceive them to be or
think they should be.

 Tools: Process Map, 5 Whys

e Pitfalls avoided: Unilateral points of view, delayed discovery
Honor the interview

 What did you hear?

e Pitfalls avoided: Unilateral points of view, neglect of human factors




Step 1: Review your Data, Con’t. UALITYZ#C

Health Care Quality Improvement Continues

Lean into the 85/15 Theory

* |f 85% of failings are contributable to systems or processes and only
15% to people and human behaviors, your findings should focus on
the 85%, not the 15%.

e Pitfalls avoided: Interventions not directly and effectively related to
actual root causes.

Aggregate findings from RCA (before that last “Al”)
* Fishbone categorization to ensure all angles considered.

e Pitfalls avoided: Unilateral points of view




Step 2: Prioritize Your Problems | Q%&Ef

th Care Quality Improvement Continues

Use structured, methodical assessments to determine what comes first.

 Examples: Prioritization Matrix, SAFER Matrix, Pareto Chart

* Pitfalls avoided: Tools not utilized for effective change design, delayed
implementation of corrective action.
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Number of falls in which factor was identified

Example Pareto Chart: Contributing Factors Identified Across Five Inpatient Falls

- 100

Contributing factor

Cumulative percentage of contributing-factor occurrences




SAFER MATRIX

Use to prioritize risks and focus survey activities

SCOPE

LIMITED PATTERN WIDESPREAD

(One or a Few Patients / (Similar Occurrences in (Occurrences in Many Units /
Isolated Occurrences) Similar Units / Services) Services / Locations)

HIGH

(Could cause harm
or death)

Highest Priority

MODERATE

(Could cause
temporary harm)

Moderate Priority

LIKELIHOOD TO HARM

LOW

(Unlikely to cause
harm)

Lowest Priority

- HIGH PRIORITY (Focus survey and improvement efforts immediately)
MODERATE PRIORITY (Address with planned actions)

B LOow PRIORITY (Monitor and re-evaluate as needed)




Step 2: Prioritize Your Problems | Q%&Ef
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Other Considerations:
 Quick wins (i.e., “low hanging fruit”)
* Move the needle rapidly
 Engage your teams with momentum
 Engage the army at your back vs. everything is STAT today
* Leaders build leaders
 Exponential rate of improvement
* PFAC
* What do you know that the charts and graphs don’t?
 New challenges on the horizon (boo!)
 New capabilities on the horizon (yay!)
 What’s happening behind the curtain?




Step 3: Draft a Problem Statement | UALITY/Z2Q

Health Care Quality Improvement Continues

A problem statement should NOT be a statement that asserts:
1. What has happened

2. A symptom of what has happened

3. What you ultimately need.

Examples:

What has happened: “A nurse made an error and the wrong medication was
given.”

A symptom of what has happened: “The staff keep slipping on the newly waxed
floors.”

What we ultimately need: “We do not have a Just Culture established here in our
hospital.”




Crucial Tip UALITY 8

Health Care Quality Improvement Continues

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.

Interventions should be based upon root causes first, contributing
factors second. The symptoms will self-resolve.




Example Problem Statements UALITYZ2Q

Health Care Quality Improvement Continues

“The nurse had four competing priorities demanding her attention when the wrong medication was
given.”

“The organization has not established equal distribution of tasks on the unit floor.”
“The nurse stated they were short-staffed and so she had a lot of tasks she was rushing through.” (2)
“The organization has not established a fair and safe response protocol to episodes of short staffing.”

“The nurse had just been given four back-to-back medication orders from one provider, and tangled up
the patients that the orders were given for.”

“The organization has not established or otherwise does not hold providers accountable to the best
practice standard of CPOE.”




Step 4: Draft Shared Goals UALITYZEC

Care Quality Improvement Continues

Incorporate thoughts and opinions from both your discovery
interviews as well as your RCA.

e Pitfalls avoided: Interventions not designed around shared goals,
sensitivity to human factors neglected

Use SMART goal acronym

* Note: At this point, sustainability may be theoretical. That does not
mean it can be disregarded!

e Pitfalls avoided: SMART elements neglected, interventions not
directly and effectively related to actual root cause.




Step 4: Draft Shared Goals

v'Specific
v'Measurable
v'Achievable

v'Relevant
v' Time-bound




Step 5: Select and Prioritize Interventions | UALITY 2

Care Quality Improvement Continues

Remember that history repeats itself (if you let it.)

e Start by asking what you are doing today, what you tried yesterday,
and what that needs to look like for tomorrow. (Hint: Use your

discovery findings for this.)

Your tools are back!

e Project Prioritization Matrix, Joint Commission Framework for RCA
and Corrective Actions

» Pitfalls avoided: Low-end hierarchy of interventions, tools not utilized
for effective change design, sensitivity to human factors neglected




Step 5: Select and Prioritize Interventions UALITY 2

Health Care Quality Improvement Continues

o O\ el TOTAL SCORE

PROPOSED PROJECT

SAFETY IMPACT | ADDRESSES ROOT RESOURCE (out of 30)
(30%) CAUSES (25%) 270,

Implement standardized

9 bedside mobility-status 4 5 5 5 5 = 29
communication tool
Implement standardized

@ purposeful rounding with L 5 4 4 4 26
scheduled toileting
Establish pharmacist-led
review of high-risk fall 4 4 4 4 3 23
medications
Implement EHR hard stop for _

@ fall-risk and mobility 5 5 5 3 2 23
reassesement

) 5 5 5 2 2 20



Step 5: Select and Prioritize Interventions | UALITY 2

Health Care Quality Improvement Continues

The Joint Commission Framework for RCA and Corrective Actions

Stronger Actions = Physical plant/ architectural changes, simplifying
processes, forcing functions

Intermediate Actions = Redundancy, Software enhancements,
checklists or cognitive aids

Weaker Actions = Training (!), Warnings, New policies or
memorandums

Source:
https://digitalassets.jointcommission.org/api/public/content/3559a1e9d41842348122calf2c627e96?v=291853c9



https://digitalassets.jointcommission.org/api/public/content/3559a1e9d41842348122ca1f2c627e96?v=291853c9

Step 6: Implement Your Interventions UALITY

Care Quality Improvement Continues

Yep. There’s a tool for that, too.
* PDSA/ PDCA, Rapid Cycle Improvement

e Pitfalls avoided: Sensitivity to human factors neglected, tools not
utilized for effective change design.

Ensure communication is clear, frequent, and actually received.
* Standard means of conveyance
* Closed-loop communication
* Understanding demonstrated (teach-back is great here!)

» Pitfalls avoided: Unilateral points of view




Step 6: Implement Your Interventions UALITY

Health Care Quality Improvement Continues

~

Qa DO

Test the Change

Pian the Change

= What change will we test? = Carry out the plan on a
« Why is this change likely small scale.
to result in improvement? + Document what happened.
* Who, what, when, where? # Mote any problems
* What data will we collect or unexpected events.

to measure impact?

EXAMPLE:

Murses on Units A& B
performed hourly rounding
with scheduled toileting
for 2 weeks.

EXAMPLE:

We will pilot hourly rounding
with scheduled toileting on
2 medical-surgical units for
2 weeks.

§ sTuDY

F
ACT J| l
o Act on What We Learned ..._..Q Study the Results

+ Analyze the data.

+ Compare results to predictions.
» What worked?

+ What didn't work?

* What did we learn?

« Adopt the change, adapt it,
or abandon it.

* Plan next steps.

+ |f adopting, plan for
spread and sustainability.

EXAMPLE:
EXAMPLE: Falls related to toileting
We will refine documentation, decreased from 6 to 3.
adopt the process on all Rounding compliance was 78%.
med-surg units, and continue Staff reported process was
to monitor fall rates. feasible but needed better

""I-.._,..-l"" documentation.




Step 7: Measure Success. (LOUDLY!) UALITYZEC

Care Quality Improvement Continues

The measure of your progress- or, yes, even lack of it — should be
just as clearly communicated as your new interventions.

* Bi-directional feedback on the PDSA loop

* Consider all potential sources of feedback: Colleagues, leaders,
providers, patients, families.

* Pull new people to the table if you find yourself back in that
boardroom.

* Pitfalls avoided: Interventions not directly and effectively related
to root cause, actions treated as “one and done”, unilateral
points of view.




Step 8: Assess/ Ensure Sustainability UALITY

Care Quality Improvement Continues

Remember that culture eats strategy for breakfast.
* Audit where you can
* Hold accountable when you must

* Celebrate when you should




Ongoing KHA Support for your RCAAs %

Health Care Quality Improvement Continues

1:1 virtual meetings with hospital teams and KHA SMEs
*Troubleshooting
*Data trending
*QAPI development
*Customized and personalized performance plans
*Discovery
*Internal priority alignment
*Multidisciplinary approaches
*Site visits
*Culture
*Physical challenges and assets
Direct staff interaction
*More Educational webinars
*Targeted: Tell us what you need!
*Networking with similar hospitals in our membership
*Positive deviation
*Creative solutions
*Collaboration




Hope to see you again! stsen ]

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 Register Online for Part 4*

Association



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

Kentucky
Hospital
Association


mailto:cfranklin@kyha.com
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