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Nothing to Disclose

The faculty today have no relevant financial or
nonfinancial relationship(s) within the services
described, reviewed, evaluated, or compared in

this presentation.



Learning Objectives

At the conclusion of this session, participants will be
able to:

A Identify the current state of root cause analysis
(RCA), and why improvements are essential

A Describe the methodology and processes
associated with RCA?

A Utilize tools that are used in the RCA? process
A List approaches for evaluating the success of RCA?2



Agenda

1:00 pm Brief Introduction

1:15 pm Current State of Event Review

1:40 pm Safety Science & Human Factors Engineering

2:15 pm Team Composition & Interviewing

3:00 pm Break

3:30 pm Risk-Based Prioritization & Strength of Actions

4:15 pm Measurement, Feedback, and Engaging Leadership

4:45 pm Table Discussion: Taking the Work Forward

5:25 pm Closing




The Current State of Event Review
and the RCAZ Process



Importance of Patient Safety

A Patient safety is a serious global public health
Issue

A Despite progress, preventable harm remains
unacceptably frequent
i Significant mortality and morbidity
i Quality of life implications
i Adversely affects patients in every care setting



Learning Health Systems

o

Practice

Knowledge Data

-

A Learning health systems
systematically create
and gather evidence

A Learning health systems
apply the most
promising evidence to
Improve care

Source: Agency for Healthcare Research and Quality



Characteristics of Learning Systems

Learning Health Systemsd

A Have leaders who are committed to a culture of continuous learning
and improvement.

Systematically gather and apply evidence in real-time to guide care.

Employ IT methods to share new evidence with clinicians to improve
decision-making.

Promote the inclusion of patients as vital members of the learning
team.

Capture and analyze data and care experiences to improve care.

Continually assess outcomes refine processes and training to create
a feedback cycle for learning and improvement.

oo o DoTx

Source: Agency for Healthcare Research and Quality




10

Root Cause Analysis

A Structured method to analyze serious adverse
events

A Uses a systems approach to identify underlying
causes and prevent future harm

A Ultimate goal of preventing future harm by
eliminating latent errors underlying adverse
events
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RCA: The Current State

A Same patient safety problems recur

A Root Cause Analysis has been used with highly
variable success due to:
i Lack of standardized approach
i Failure to identify system level causes
i Superficial solutions/countermeasures
i Poor implementation of solutions
i Lack of follow-up
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Why RCA2? Why Now?

A RCA has been advocated for > 15 years with
highly variable success

A Need to get real, sustainable improvement for
our patients and our workforce

A New approach needed
A Root Cause Analyses and ACTIONS (RCA?2)



RCA?: Improving Root Cause Analyses and 13
Actions to Prevent Harm

Download the full PDF
report at:

http://www.ihi.org/resources/Pa
ges/Tools/RCA2-Improving-
Root-Cause-Analyses-and-
Actions-to-Prevent-Harm.aspx

Generously funded by
The Doctors Company Foundation

€ %%% NP SF National Patient Safety Foundation
268 Summer Si

treet | Boston, MA 02210 | 617.391.9900 | www.npsf-org
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The RCAZ Initiative

Standardize Process

Risk-based rather than severity-based
Systems-based approach

Goal is real ACTION & Improvement

Sustainable results
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Key Elements of RCA?

A Risk-based prioritization
A Non-punitive
A Timing & team membership

A Determination of:
i What happened?
i Why it happened?
i What actions to prevent future occurrence?
A Formulation and implementation of stronger actions
A Follow-up and measurement
A Sustainment
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Risk-Based Prioritization
AWhy risk-based?

AHow?
i Severity vs. Likelihood (probability)
i Importance of close calls
i Actual vs. Potential harm
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Non-Punitive Approach

A Why?
A Transparent Criteria
A Concepts of blameworthiness and just culture
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RCAZ? Timeline: First Steps

A Established RCA2 team or mechanism to
convene quickly

i Rapid appropriate response

i Be prepared!
AThe patient is the first priority
A Make the environment safe

A Preserve evidence
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RCAZ Timeline: Overview

A RCA? team needs to be appropriately resourced
I commitment to RCA? process

A Review process should begin within 72 hours
A Review process completed in 30-45 days

A Recommend scheduled weekly meeting holds i
team members fAon call o ¢
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RCAZ? Timeline: Be Prepared

Donot forget that:

A The RCAZ process takes more than one
meeting

A Meetings may take 1.5 1 2 hours
A Requires team member work between meetings
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RCAZ Team Overview

A The RCA? team is defined as those individuals
who see the RCA? process through from
beginning to end

A Team should be limited to 4 to 6 individuals

A Work of the team will be augmented by myriad
of other individuals (e.g. patients and families,
staff, subject matter experts)
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Strong Actions

A Actions are the most important step of the
RCA?Z? process

A Actions aim to:
i Prevent recurrences
i Reduce risk of recurrence

A Focus on strength of actions using the action
hierarchy
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Follow-up and Measurement

A Each action requires at least one measure and an
Individual in charge of collecting and tracking that measure

I Process measures
i OQutcome measures

A Follow-up on results of the RCA? process should be
provided to:

i Leadership, including C-Suite and Board
i Patients and families
i Impacted and effected staff
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Celebrate & Sustain

A Celebrate wins!
i Implemented and effective actions
i Measured improvements

AFocus on fAmaintainince



Safety Science &
Human Factors Engineering

25



Goal
ThinkDi F ferentl! yeé

To view safety and risk
through the lens of safety
science
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Sub-Goals

A How do we really get safer? Systems Approach
A TellMe d St &yea Fransition Story
A Results: Show the impact

A Side Stories (sub sub goals)
i Safety Science
i Leadership
i Mentorship
i Career Success



Chart Credit: Modified from L. Leape
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The Problem

IOM Report ir2000
A Govt 50% less error iB years
A FundingRegs High Focus

19, SIF NBR I 0SNXO®

MINIMAL CHANGE

WHYZ Focus still orindividual performance
C Reactive Ysproactive)
C Solutions inconsistent with safety science
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| s t h eElimmmata HumaniError?o
C NO
Human Error cannot be eliminated

i Futile goal; misdirects resources/focus

i Causes culture of blame and secrecy
i Aname, bl ame, shame, and t

It IS about reducini HARM




Human Factors Engineering

édi scovers and applies scientific dat

behavior & cognition,

abilities & limitations,
physical traits,
and other characteristics

éto the design of

tools & machines,

systems,
environments,
pProcesses,
and fobs

for productive, safe, comfortable, and effective human



Defibrillation Case
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Knowledge-Based

Improvisation in unfamiliar environments

No routines or rules available to help handle

Rule-Based

Protocolized behavior
Process, Procedure

Skill-Based

Automated Routines
Require little conscious attention

Automatic

/




— fASkiBalssed ErTo
= Slips and Lapses
= Automatic Mode Errors

C HUGE OPPORTUNITY ¢




Slips and Lapses: Common




Defibrillator Case History

First: Trend found in EMS Reporting
system

Then: Simulation study (Denmark)
n /2 physicians
nt 5 of 192 defib attempts I Turned it off
A Measurable delay in shock

t Devices turn off even if charged and
ready

Hoyer, Christensen, et al. Annals of Emergency Medicine 2008; 52(5). 512-514.




Human Factors Engineering

hWe donot redesign hum
redesign the system within which
humans wor ko




Defibrillator Case #2

32 year old healthy man, young kids, 1° income
Presents to ED with sustained SVT & chest pain
Primary interventions unsuccessful
Synchronized shock @50j A refractory

Try again @ 100j A VF Arrest

45m resuscitation attempt A patient dies

Investigation reveals that MD failed to put
device in SYNC mode for second shock

To o To To To Io I



Defibrillator Usability Study

Fourteen expert participants
Four tasks: 2 routine, 2 emergent
Two defibrillator models
SimMan™ patient simulator

50% of participants inadvertently
delivered an unsynchronized
countershock for SVT

i 71% of participants never aware

UFairbanks RJ, Caplan SH, et al. Usability Study of Two Common Defibrillators Reveals Hazards.
Annals of Emergency Medicine Oct 2007, 50(4). 424-432.
[See also associated editorial: Karsh and Scanlon, Oct 2007, 50(4): 433-435]

To To T I I



Response #1

NPhysician should have t
staff for an operator 0s
and read it after he arrived in the ED to perform

a cardioversiono

Fairbanks RJ and Wears RL. Hazards With Medical Devices: the Role of
Design.
Annals of Emergency Medicine Nov 2008, 52(5): 519-521.




Complex Adaptive Systems:
work as done i vs- work as imagined

How managers believe work is being done (rules)

GAP

@ry—day work: How work 1S being done>




Response #2

Nt hhe preventati ve
IS provided in the device labelingo










Knowledge-Based

Improvisation in unfamiliar
environments
No routines or rules available

Rule-Based

Protocolized behavior
Process, Procedure

_—  skill-Based

Automated Routines
Require little conscious
attention

Automatic
"
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National Center for
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www.MedicalHumanfFactors.net



