Applying RCA2 to strengthen your
patient safety program

Kathleen Rauch, RN, MSHQS, BSN, CPHQ
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Learning objectives

By the end of this session, participants will be able to:

* identify methodologies and techniques leading to more
effective and efficient RCAs;

* use tools to improve the process of completing RCAs to
Improve patient safety; and

e identify and apply tools that assist management in the
evaluation process.



One preventable safety event is
one too many, and more work
remains to be done.

Source: AHA



Setting the stage...
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20 years later...
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RCA Lessons Learned
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Why RCA2?

* Risk-based rather than severity-based approach
* Non-punitive

e Stronger actions

e Sustainable results



Let’s get started...
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Evaluating events based on risk

Safety assessment code (SAC) s a numerical score that rates incidents affecting a patient or security incidents. The score is based on the consequence of that inddent and also the likelihood of
its recurrence. The SAC Matrix assists in calculating the score. The score guides the level of incident investigation or review that is undertaken

“'-"'_"" . Minor
PROBABILITY
Frequent (almost certain)
Probable (likely)
Occasional (possible)
Uncommen (unlikely)
Remote (rare)

Definition of an incident: Any event or circumstance which could have (near miss) or did lead to unintended andfor unnecessary psychological or physical harm to a person and/for to a complaint,
loss or damage (SA Health Patient Incident Management and Open Disclosure Policy Diractive).

Probability Definition *Sentinel Events Action required by the Notifier
F s expected to oecur again either immediately Surgery or other invasive procedure performed on the wrong site | Record the incident as soon as it is acknowledged, and
p 'I‘q“:m tainy | O within a short period of time {ikely to occur resulting in serious harm or death Sentinel Events within 24hours
almost certain|

mast days o weeks) Surgery or other invasive procedure performed on the wrong The persan recording the incident & called the Notifier
patient resulting in serious harm or death
Probable will probably occur in most circumstances )
Wrong surgical or other invasive procedure performed an Action required by the Manager
(lkely) (menthly). a patient resulting in serious harm or death by
Occasional Possibly will recur, might occur at some Unintended retention of a foreign object in a patient after Each incident type has designated manager(s), who will;
(possible) time (several times a year). surgery or ather invasive procedure resulting in serious *  review all incidents within two working days, and
harm or death y
i change the incident status to “being reviewed”.
Uncommen Fossibly will recur - could accur at some Haemolytic blood transfusion reaction resulting from 9 "
(unlikely) time in (every 1-2 years) ABO incompatibility resulting in serious harm or death - and record an
. . comment that reflects the Actual SAC (outcome) of
Suspected suicide of a patient in an acute psychiatric unit the incident
or acute psychiatric ward - .
. Medication error resulting in serious harm or death *  rewtew and close SAC 2 and 4 Incldents within
Remote Unlikely ta recur - may occur only in st of physical o mechanical restraint resulting in serious harm 30 calendar days. Investigation of SAC \‘a‘nd 2
(rare) enceptional circumstances (may happen e of physi s raling resuiting in ser 4 have a 70 day time frame {with the possibility of

or death (MEW in 2013}
Discharge or release of an infant or child to an
unauthorised person

Use of an incorrectly positioned oro- or nasogastric tube
resulting in serious harm ar death (NEW in 2018)

every 2 to 5+ years). an extension).

Source: Government of South Australia



Timing: Event review

* Review process should begin
within 72 hours.

* Evaluation completed within
30 to 45 days.

* Thorough and creditable
evaluations require multiple
meetings.
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Team membership

Experienced and skilled team leader
* Quality leader

Core team (4-6 members)

* Fundamental knowledge of RCA process
* Nurse leader
* Pharmacist
* Patient Experience representative
* Subject matter expert: OR, Central Sterilization, Lab, Radiology, OB

Should not include those who were part of the event.



RCAZ team member involvement

Figure 1. RCA? Team Membership® and Involvement

NOTE: An individual may serve in multiple capacities | Team Member? | Interview?
Subject matter expert(s) on the event or close call process Yes Yes, if not
being evaluated on the team
Individual(s) not familiar with (naive to) the event or close

Yes Mo
call process
Leader who is well versed in the RCAZ process Yes Mo
Staff directly involved in the event Mo Yes
Front line staff working in the area/process Yes Yes
Patient involved in the event Mo Yes™*
Family of patient involved in the event Mo Yes™*
Patient representative Yes Yes

*Strongly consider including facility engineering, biomedical engineering, information technology,
or pharmacy staff on an RCA? team, as individuals in these disciplines tend to think in terms of
systems and often have system-based mindsets. Including medical residents on a team when they
are available is also suggested.

** This might not be needed for some close calls or events that are far removed from the bedside

(e.q., an incorrect reagent that is used in the lab).

Source: NPSF, RCA2 Improving Root Cause Analyses and Actions to Prevent Harm, p. 11



Case Study - Part 1
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Interview process

Providers and staff are interviewed.
* Shortly after the event, while details are fresh
* By the team, so they hear the information first-hand and can ask
guestions
Patients and/or family members should be interviewed by

the team.
* Gain a more complete understanding of the event
* Provide a unique perspective that would otherwise be unavailable



Analysis steps and tools

* Describe the event.
* Time line or flow diagram

* Visit the location of the event.

e Evaluate equipment or products, if involved.

* Use triggering and open-ended questions.

* Review internal and external documents.

* Provide feedback to the involved staff and patients.



Figure 2. Individual RCA* Process

Iimmediate actions are taken to care for the
patient, make the situstion safe for cthers, and
sequester equipment, products, of materials.

Event, hazard,
system vulnerability

Patient safety, rigk or quality management is
typically responsible for the priontzation; for con-
sistency one person & signed responsibiity for
applying the risk matrix. See Appendix 1.

Risk-based
priaritization

Multiple messtings of 1.5 10 2 hours may be
requiresd tor prepare and conduct interviews (see
Appendix 31;visit e st review SqupmEnt of
What happened? devices; and repare the repcrt

Fact finding and flow Mamagers/supervisars respansible for the

| | | |
diagramming procerses or areas shoukd be invited to provide
Typicaly asingle ACASteamis foedback forthe teaers consideration.
rexponisible for the entiee review J_L See Appendix 1 for suggested Triggering

pencess, however, if different staff Questions.

s used for these ROA? review Ve

phases it is secommended that a

enre qpoup of s o the BCAS Development of See Apperdin for the Five Rules of Causation.

: ! feam pasticipuabe on all phoses for causal statements
RCA ro CeSS T
p J;I, respanaible for the peocess or ares should be
iFicati " pravided feedback and consulted for additional
Id:;lﬁcatlon:: :T—::::s ey shaukd e
cormect sion authority cver the team's work. Sez Figure 3
far the Action Hierarchy.

30-45 days 30-45 days

Y g

A resparitle individkaal with the autharity toact,
Implementation ot a team ar commitiee, showld be responatle
for ensuring action mplementation.
Ench action shoudd hawe a process or outcome:
measre identifying what wil be mezwred, the

The BCA” beam s nat usually expected compliznce level, and the date & wil be
sespomible for these activities Measurement meeasured. An individual should be identified wha
wil be i ng 2nd reporting

l on action effectveness.

Feedback should be provided o the CEQvboard,
Feedback service/department, staff invol ved, patient and/or
patient'sfamiy, the cegarézation, and the patient

safety organization (i relevanty.

Source: NPSF, RCA2 Improving Root Cause Analyses and Actions to Prevent Harm, p. 15
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Case Study - Part 2
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Actions

Most important step of the process
|dentify at least one stronger- or intermediate-strength action.

m » Simplify the process
* Purchase needed equipment
‘ » Software enhancements
* Eliminate/reduce distractions



Figure 3. Action Hierarchy

Action Category Example

Are ical p Repl i o the madn nal . with
Actions changes pawened sliding or swinging doars 1o reduce patient falls.

MNew devices with usability | Perform heuristie test tesrs arwd test strips and

testing select the most appropriste for the patient papulation being served.

Engineering contral lorcing | Eliminate the wse of universal adaptors and periphersl devices for medical equip-
Tunctiar] ment and use tubingufittings that can only be connected the conrect way leg.,
IV tubiing and cennectars that cannot physically be connected 1o sequential
compression devices or 50D

Simplify process Fiemomes Lnrecessary Steps in & process.
3 and model of medicat used the
of process institution. Use bar coding for i inistrati
Tangble involvement by Participate in unit patient safety evaluatiors and interact with staff; support the
leadership RCA? process; i ffing and workbaad are
balanced.
Intermediate | Redundancy U tweos BN to igh-risk medication do
u Actions Increase in stafling/decrease | Make ot stalf available to assist when worklosd s peak during the day.
in workload
Software enhancements, Use computer alerts for drug-drug inteactions.
miodifications
= moams for ing PCA actions for
distractions nairses when programming medication pusmps.
[] Education using si i e i i it i i with after action
based trairing, wil iodic | critiques e
refresher sessions and
observations
Checkli itive aid Use pre-induction and pre-incision checklists | i Use a checklist
i fibier optic

Eliminate |oak- and Do ned share bock-alikes next ta ane another in the unit medication rom.
sound-alikes
Standardized communica- Use read-back for 2l critical lab values. Use read-back or repeat-back for all ver-
tian teals bl medication orders. Use a standasdized patient handed] format.
Enhanced i Highlight medlication name IV bags.
CommuniCation

‘Weaker Daouble cheds Dne person caboulates dasage, anather person reviews their calculation.

Actions Warrings ‘Add audible alams or caution labeds.
New proceduse/ FRemember to check IV sites every 2 hours.
memarandum/palicy
Trairing the hard-to fibwi ith hisdden door duris in-service

training.
Action Hierare hy levels and s are based on Aol Cr it Toals, WA National Center for Patient Safety,
[ i afety va. o _toals_2_15pdl. Examples are provided here.

Source: NPSF, RCA2 Improving Root Cause Analyses and Actions to Prevent Harm, p. 17



Measure success

Failing to measure success is a common pitfall in the process.

e Select the correct measure, process or outcome.

* Assign responsibility for measurement to a specific
individual.

* Be specific about what is being measured, how and when.



Final steps

1. Communicate
* |nvolved staff, patients and families
* Leadership and Board

2. Re-evaluate
* To ensure sustainment

3. Consider
* Leadership involvement in the RCA process

» Establish a process for performance-related issues.
 Just Culture



Case Study - Part 3
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Keys to Success

Leadership buy-in

Process that aligns with your organization’s needs &
structure

Communication & education - all levels
Consistent use
Process monitoring & evaluation



Questions?



Thank you.

Kathleen (Kathy) Rauch

krauch@hanys.org
518.431.7718

The Statewide Voice for New York’s Hospitals and Health Systems
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