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Determining the Team & Engaging the Patient
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Objectives

. Discuss the key elements of the RCA? process.
. Describe what types of events should be

considered for RCA? and what should be excluded.

. Explain the concept of risk-based prioritization

and use a risk matrix tool.

. ldentify who should be included on the RCA?

team.

. Describe the type of training required to

participate in an RCA2 team.

. Explain how to incorporate the patient and family

perspective in RCA?



Acknowledgment

The content of this presentation is taken from a variety of sources which include:
" |nstitute for Healthcare Improvement
= Veterans Health Administration National Center for Patient Safety
= Actual events reported to NCPS



Goals of an RCA

What happened

Why did it happen

How to keep it from
happening again




RCA? Introduction

RCA?% changes your way of thinking
* Focuses our process on both analysis and actions

 Reminds us that there is often more than one factor
that contributes to each event and so, more than one
corrective action may be needed for improvement

Core elements of an RCA?:
* Risk-based event selection
* Inclusive/dedicated team to conduct
* Emphasis on human factors thinking in analysis and
action steps
e Actions focused on sustainable improvement
* Tracking, measuring, and providing feedback once

changes are implemented

"~ Human
~ Factors 1




“What circumstances led a
reasonable person to make
reasonable decisions that resulted
in an undesirable outcome?”

Learning
from a

System-Level For an RCA to be successful you need:
View - a culture of safety where there’s

trust that the goal is to improve
systems, not punish people

- a culture where people
understand that review of cases
will lead to improvement




Culture Human

| of Factors |
Safety Engineering
Root Cause M : _~ Human Factors
A latent vulnerability in a system Eng|neer|ng
that allows an event to occur. . _
An established science that uses
In healthcare, root causes often disciplines such as anatomy,
related to: physiology, physics, and
e« Institutional context biomechanics to understand how
- Organizational and people perform under different
management factors circumstances.

*  Work environments

e Team factors

* Individual staff members
* Task factors

* Patient characteristics



Risk-based prioritization

Prioritizing Benefits of this strategy:
Events for

- considers the probability of

, harm as a key factor in

Review allocating limited resources

- considers near misses as
opportunities for improvement




Safety Assessment Code (SAC) Matrix

Probability and  Catastrophic !\Aajorl o Moderate Minor
. Death or major permanent Féermanent lessening ot bodily T
Seve rlty | oo J P e, defaenE, ep s Inc.reased length of stay No injury increased
0ss of function RN 67 (7 2 S or increased level of care length of stay, or
increased length of_stay T —_ for 1 or 2 patients. increased level of care
care
Frequent
(may happen several times 3 3 2 1
in 1 year)
Occasional
(may happen several times 3 2 1 1
in1-2 years)
Uncommon
(may happen sometime 3 2 1 1
in 2 -5 years)
Remote
(may happen sometime 3 2 1 1

In 5 — 30 years)

Adapted from the VA National Center for Patient Safety
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From the VA National Center for Patient Safety
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Safety Assessment Code (SAC) Matrix

Actual severity score: N/A

Probability and Potential severity score: CATASTROPHIC

Catastrophic

Severity Probability score: UNCOMMON
Frequent 3 2 1
Occasional 3 2 1 1
Remote 3 2 1 1

From the VA National Center for Patient Safety



How Would You Score This Event Using the
SAC Matrix?

A patient that was scheduled for an outpatient spinal steroid injection presented for the procedure.
Per policy her identity was verified and she was consented for the scheduled procedure. She was
then taken into the procedure room where the pre-procedure time out was performed. Her identity
was verified and all participants present in the room agreed that the procedure on the documents in
the procedure room was the procedure they were to perform.

A short time after the procedure was completed it was realized that the injection was given in an
incorrect site. The physician explained the error to the patient and the patient was returned to the
procedure room for an injection in the correct location.

In the immediate review of the event, it was discovered that the nurse scheduling the procedure had
made an entry error when she scheduled the procedure. In reviewing records, it was found that this

type of event had occurred one other time in the prior 6 months with a different nurse having made
the error.

How would you score this event using risk-based prioritization and the SAC Matrix?



Safety Assessment Code (SAC) Matrix

Probability and Catastrophic  Major Moderate
. Death or major Permanent lessening of bodily | dl h of
Seve r|ty permanent loss of functioning, disfigurement, or nc,rease I CIF S
function surgical intervention or for orincreased level of care

>3 patients increased length of stay  TOr 1 or 2 patients.
or level or care

Frequent

(may happen several times 3 3 2
in 1 year)

Occasional

(may happen several times 3 2 1
in 1-2 years)

Uncommon

(may happen sometime 3 2 1
in 2 —5 years)

Remote

(may happen sometime 3 2 1
In 5—30 years)

Adapted from the VA National Center for Patient Safety
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RCA® Toolklt: & Resource for IHI's Online Course with Coaching

Timeline for RCAz Event Review Process

Applicable Tools:

- Safety Assessment Code Matrix Workshest

- RCA® Roles Workshest

T2 howrs

Applicable Tools:

- Flow Diagram for RCA®

- Triggenng Questions for RCA®
- RCA? Interview Tips

Typically a single RCAT team is
responsiole for the entire review
process; however, if different
staffis used for these RCA?
review phases, it is
recommended that a core group
of stafffrom the ACAY team
participate in all phasas for
consatency and condinuity.

Applicable Tools:

- Action Hierarchy Workshest
- Effactive RCA® Checalist

30-45 dayr

Applicable Tool:
- Action Planning Worksheet

The RICA? team is not wsally
resporeible for these activities.

Event, hazard,
systemn vulnerability

Risk-based
pricritization

What happened?
Fact inding and flow
diagramming

,\___._._'_)_,_,(—-—-"_'_'\
Il

W

Development of
causal statements

!

W

Identification of salutions
and corrective actions

__ﬂ___

W
Implementation

Il

W
Measurement

Il

A
Feedback

Imenediabe actiore ane taken to care for the
patient, maks the situation safe for athers, and
sequester equipment, products, of materials.

Patient safety, risk or quality management is
typically responsible for the: proritimtion; for
consistendcy, one person i zssgred responsibility
fior 2pplying the risk matric

73 hours
Multiple mestings of 1.5 to I hours may be
reguirsd bo: peepare and conduct interviews;
wisit the site; review equipment or devices: and
prepane the report.
Managerssupervisors responsible fior the
[processes o ares should be irvited to provide
feaciback for the beam’s considerabion.

Applicable Teols:
Agly thee Fiee Podes of Causation., ~ Cause and Effect Diagram

for RCA?

- 5 Whys for RCA?
- Causal Statement Worksheet

Patientsfamilies and managers/supervisors
responsible for the process or area should be
provided fesdback and consuited for additional
deas; howeer they should not have final
decison authority over the teem's work.

3045 days
A responsible individual with the autherity toact,
mot 2 bzam or committee, should be responsible
fiar ensuring action implementation.

Each action should have a process or oubcome
measure identifying what will be measured, the
enpected compliznce level, and the date it will be
mezsured. A individuzl should be identified who
will be resporsiblie for mezsuring 2nd reporting
on action effectivenss.

Feedback should be provided 1o the CEC/boaed,
service/department, staff imechved, patient and/or
jpaitien’s family, the organization, 2nd the patient
safety organization (if rebewat).

Copyright £ 2000 Institute for Holthrs: lmprnement. All rights nesrd. Inlividual i !

iehat thad M coseheisbs i s il iy g st g s b v T it it o Ml st Thhsie Enkbials syt
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Reasons to Act Quickly:

1. Patient and family trust 2. Care for the caregiver

i

3. Early learnings

g

Second Victims: Support for Clinicians Involved in Errors and

j
7(

3

Adverse Events



https://psnet.ahrq.gov/primer/second-victims-support-clinicians-involved-errors-and-adverse-events
https://psnet.ahrq.gov/primer/second-victims-support-clinicians-involved-errors-and-adverse-events
https://psnet.ahrq.gov/primer/second-victims-support-clinicians-involved-errors-and-adverse-events

1.Who should and should NOT
be a part of the team

Determining 2.How to best engage impacted
the Team & patients and staff

Engaging the 3.How to incorporate the
Patient patient and family perspective




But first let’s consider ....

* The Patient’s Perspective
* May have the clearest picture of what went wrong
* May be the people most motivated to enact change

* Though they should NOT be a part of the team reviewing the event that they
were involved, everyone benefits when patients and families are incorporated
into the RCA2 process in appropriate ways.

* The Providers Perspective

* |n a traditional RCA method, difficult to explain what you did and why you did
it at the time you did it in front of colleagues whose respect you want the
most




Who Should be on an RCA2 Team?

Four to six members on the core team.

* More usually not necessary, slows process down
* Can consult subject matter experts for additional input

* Use different people on a rotating basis

- * Fresh eyes
* Helps advance culture of learning and

\ j Improvement



Who Should be on an RCA2 Team?

* People need protected time to participate
* Leadership should ensure this time is granted.

* Consider hierarchy and interpersonal dynamics
e E.g., Don’t include a team
member’s direct supervisor,
omit senior leaders




Who
Should
be on an

RCA® Roles

Staff

Team
Member?

Interview?

Staff directly involved in the event

X

Front line staff working in the
area/ process being studied

v

RCA2
Team?

Staff who are not familiar with the
process being studied

v

Subject Matter Experts

Team
Member?

Subject matter expert(s) on the
process being evaluated

v

Subject matter expert on the
RCA® process

v

Patients and Families

Team
Member?

Patient involved in the event

X

Family of patient involved in
the event

X

Patient representative

v

From IHI’s Redesigning Event Review




Example of Selecting Members of a Team
Event Under Review: Medication error that
harmed a patient on an inpatient unit.

e Nurse who works on the unit when event occurred

e Pharmacist

e Patient Safety Team Member

* Physician who typically orders medications in the
Inpatient setting

e Electronic Health Records Team Member



RCA? Team Member Training

* Team members only need just-in-time training and
the right mindset
v Analytical people S 004V
v Unbiased, open-minded, able to react to facts N .Y
v’ Credibility among peers . AV g
v’ Motivated to participate, not forced

. . . _ From the VA National
* Training should include: Center for patient Safety

\/Overview of the RCA2 process RCA2 Team Member Training
v'Information on Confidentiality Video

v'Timeline of the process

v'Roles and responsibilities of team members

v'Event briefing

* Milestones with meeting dates/times established at the first
meeting


https://players.brightcove.net/pages/v1/index.html?accountId=2851863979001&playerId=rJR8SfOyf&videoId=5743428413001
https://players.brightcove.net/pages/v1/index.html?accountId=2851863979001&playerId=rJR8SfOyf&videoId=5743428413001

RCA? Team Leader Training

* Fully trained in RCA? methods and processes

* Responsibilities include
* Keeping the team on schedule
* Guiding the team through completing tasks
* Building consensus within the group

* Personal skills they should possess

e Strong communicator
 Skilled at project management, facilitation, and group dynamics



RCA? Tools Discussed in this Training

* SAC Matrix

 RCA? Team Roles

* Flow Charting the Incident
* Triggering Questions
 (Cause and Effect Diagram
* 5 Whys for RCA?

* (Causal Statement

* Action Hierarchy
» Effective RCA? Checklist



RCA? Tools Discussed in this Training

e SAC Matrix
e RCA? Team Roles

Session 1



RCA? Tools Discussed in this Training

* Flow diagramming the incident
* Triggering Questions
* Cause and Effect Diagram

* 5 Whys for RCA?
e Causal Statement

Session 2



RCA? Tools Discussed in this Training

* Action Hierarchy |
* Effective RCA? Checklist Session 3



Session 1 Optional Homework

e Risk-Based Prioritization Exercises

* NCPS RCA? Case Example for:

v’ Assessing Probability and Severity
v'Developing an RCA2 Team

Tools and Resources
¢ RCA2 Report RCA2 improving Root Cause Analyses and Actions to Prevent Harm
 Safety Assessment Code Matrix Worksheet
* RCA%Roles Worksheet rcaz roles worksheet

Exercises, Tools, and Resources will be sent to you via email and when the session is complete will be
downloadable from the NCPS website.


https://topclassmedia.ihi.org/topclass/ihi/prod/topclass/media/536324551/RCA2_ImprovingRootCauseAnalysesandActionstoPreventHarm.pdf
https://topclassmedia.ihi.org/topclass/ihi/prod/topclass/media/536324551/3_TeamMemberRoles_RCA2.pdf

Resources

* Institute for Healthcare Improvement (IHI) https://www.ihi.org

* |HI RCA2 Tools and Action Hierarchy Tool
http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-
Analyses-and-Actions-to-Prevent-Harm.aspx

* Veteran’s Health Administration Center for Patient Safety
https://www.patientsafety.va.gov/



https://www.ihi.org/
http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
https://www.patientsafety.va.gov/

* Emily Barr OTD, MBA, OTR/L, BCG; Executive
Director; Nebraska Coalition for Patient Safety
embarr@unmc.edu 402.559.8421

Thank Youl! « Carla Snyder MHA, MT(ASCP)SBB, CPHQ;
Program Director; Nebraska Coalition for

Patient Safety
carlasnyder@unmc.edu 402.552.8946
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