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Institute for RCA?
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P - .- National Patient Safety Foundation® Ana-lyses and Actions
" to Prevent Harm

’
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Joint Commission International
Accredited Hospital

BEGINS Root Cause Analyses and Actions

Explore the process of Root Cause Analyses and Actions (RCA?) and its’ role in driving improvement when

January it comes to reviewing events that cause or may cause serious harm, and in developing and implementing
24 sustainable and measurable actions that prevent future harm to patients and staff.
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2. Potential Change

Figure 2. Individual RCA? Process

72 hours

Typically a single RCA? team is
responsible for the entire revie
process, however, if different staff
is used for these RCA? review
phases it is recommended that a
core group of staff from the RCA?
team participate on all phases for
consistency and continuity.

Triggers _ﬁ”,
P
o e -

s "
o =
L] »
N

Before the
Accident >

Accidest

After the
Acciden

e

5. Creative solution

How to prevent it?
How to make it better?
How to detect it earlier?
How to do it earlier?
How to do it more
. appropriate? &7

30-45 days

The RCA? team is notKisually
responsible for these activities.

Event, hazard,
system vulnerability

Risk-based
prioritization

What happened?
Fact finding and flow
diagramming 3

Development of
causal statements

Identification of solutions
and corrective actions

__j_t___

I

Measurement

Il

Feedback 8

Immediate actions are taken to care for the
patient, make the situation safe for others, and
sequester equipment, products, or materials.

Question

bnsible for the process or area should be

Implementation 6

@y organization (if relevant).

, risk or quality management is

72 hours

may 4

nts/families and managers/supervisors

ded feedback and consulted for additional
; however they should not have final deci-
huthority over the team’s work.
e Action Hierarchy.

ponsible individual with th
team or committee, sho,
suring action implemer,

tion effectivene

back should be provided to the CEO/board,
e/department, staff involved, patient and/or
nt’s family, the organization, and the patient
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Event, hazard,
system vulnerability
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Risk-based
prioritization
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Risk-based Priority
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Potential Severity Score



Typically a single RCA? team is
responsible for the entire review
process, however, if different staff
is used for these RCA? review
phases it is recommended that a
core group of staff from the RCA?
team participate on all phases for
consistency and continuity.

30-45 days

<

UIAITNAGS
71a Flow Diagram

Corrective action

Multiple meetings of 1.5 to 2 hours may be
required to: prepare and conduct interviews (see
Appendix 3); visit the site; review equipment or
devices; and prepare the report.

3 Managers/supervisors responsible for the
processes or areas should be invited to provide
feedback for the team'’s consideration.

See Appendix 2 for suggested Triggering
Questions.

4See Appendix 6 for the Five Rules of Causation.

Patients/families and managers/supervisors
responsible for the process or area should be
provided feedback and consulted for additional
5 ideas; however they should not have final deci-
sion authority over the team’s work. See Figure 3

for the Action Hierarchy.
30-45 days
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NOTE: An individual may serve in multiple capacities Team Member? Interview?
FL 19T EY 1 Yes Yes, If not
) U & on the team
AUNANIY 2 Yes NoP€
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STANDARDS

SURVEYOR TRAINING
ROGRAMME

1. Patient (JP) has COPD
and is on oxygen

{2 lpm} and reguires
knee surgery.

P could have had his mopgen therapy
discontimeed fior the duration of

thie MR scan without causing
complications.

2. P reportsfora
previously scheduled

outpatient MRL

3. JP arrives at the MRI
suite with his cxygen

cylinder.

These were no notes in the EMR
about the patient being on oaygen or
whetherit could be discontinued for
the durztion of the scan.

1P wasnot given any informational
matesial about the scan.

The miygen celinder that JP is msang
bosoks sdentical to the MRI safe mopgen
cyinders msed in the MRI suite. The
receptionist didn't question the cygen
cylinder as it wasn't part of the job
bt sometimes he did to heldp out; the
MR tech thought that the ofinder had
already heen switched 1o an MRI safie
cylineder.

L}

4. JP checksinand is
asked to change out of
his street clothes and

put on scrubs. He was
also asked to remove

any chains, watches,
and jewelry.

It is the: policy to change into scrabs.
A changing room is #eilable along
with lnckers for patient use.

What happened?

5. The MR tach escorts
JF from the changing

Fact finding & Flow
diagramming

room to just outside the
entrance of the magnet
room. JP still has his
oeygen cylinder with

him.

The MR suite i not designed in aoooe-
damee with the four zone, dirty (ferous
metal] toclean na fermous metal)
concept advocated by the Amenan

College of Radiokogy.

6. The MR tech questions
JP about jewelry,

implants, patches, etc.

A standandized form/checkdist & used
to question all patients about metal
objects they may be camying or hawe
implanted; oxygen cylinders are
supposed tn be provided by the faclity
and are naot on the fom.

The protoom! i fior objects such =
qurneys, wheelchairs, expgen oylinders
to be switched cart to MR safe or MR
ronditional equipment before the MA
tedh meets the patient.

7.The MR tech is called
away in the middle of

Ld

questioning JP and
returns a few minutes
later to finish.

E.The MR tech asks JP
to fiallow him into the

magnet room. JP does
so pulling the oxygen
cylinder behind him.

The tech was called away to answer
aquestion from a physician; while

b wiazs talking care of this the derk
reminded him that they wese 3
appointments behind and that maybe
thizy could get caught up over lunch.
The day befiore staff had been told that
theeir new quality measure was timel-
ness and patient waiking times.

The MR wmit was short staffed om this
day due to an liness.

Aferrous metal detector is not peo-
wided at the entrance into the magnet
room and hand held scanners are not
used. A sign on the door waims to
remive &l metal befiore entering.
The magnet rocen does not have piped
in oeygen.

9. As JP approaches the
MR table the cooygen

cylinder is drawn into
the bore of the magnet
narrowly missing the

tech as it flies by him.

Therz are ne visual dues or indicators
in the room towam individuals sbot
the increasing magnetic fizld.

v

10. The tech activates 11. Avendor is contacted,
the emergency the MR unit helium
MR shutdowen. is recharged and the
Engineering/Facilities cracked cowling is
are called. replaced.

The tedh thought that the corgen
cylinder could explode. He was nat
aware of the possible safety monse-
quences of equipm ent damaige when

the magnet & quenched by instituting
an emergency MRI shtdown.

The tedh did not recall any training
being done on emenpency shubdowms.

12. MRl service is resumed
approximately 5
days after the event
occurred,
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? Flow diagramming

e lnaun MRI

ENENLINAANTSTIN Usvn1AnInzaniauy WUAMNLAE NN
neuazgiloandnlil Sorias MRI FEa tndan MRI 54u

NTeuNNININUUDL Sl HilaeiunmLELLANTeE

Result

a9 MRI




V. =

|}
e = <2 [ = &Y )
3 ¢ﬂ+ A . . i g i °
A\ 8 [SQua § ISQua § ISQua - ‘
“%Q@fj S G i 0 [ 9 R

|
-%WQ’& ORGANISATION |'|  STANDARD: A 3 % SS M AV - -
19 HA National Forum 5W Suinu 2561

RCA?Z Simulation: Timeline

Source Event (Description and Response)
(Med Record, (What Happened)
interview, etc)
7/4/17 Med Record Patient presents to the ED with fever and cutaneous abscess.
19:00
19:20 Med Record | ED PA interviews the patient.
19:20 Interview Patient reports a possible allergy to morphine. Family not
immediately available to confirm (getting coffee).
19:50 Med Record | ED PA documents the unconfirmed allergy in a progress note.
20:20 Interview Patient is admitted and passed off to the Medicine Resident
using the mnemonic “I-PASS”.
22:30 Interview Admitting resident reads the PA’s note and notes the possible
allergy to morphine.
22:30 Interview Admitting resident confirms the allergy to morphine with the
a patient’s family.




14:30

MICU consult in

Medicine bed A8 doeI(s:Lr}ot heed 17:00
assigned; .
ED gives sign out to 2 umtsd!oRBc Team discovers 21:30
med team pending pt on floor
10:20 12:00 15t unit pRBC
transfusion
Pt arrives to WX ED Labs result: H&H drop 15:30 e
from OSH: 8/25.9 - 5.8/19
BP 102/69 IM team calls ED to Pt arrives to floor.
HR 117 request MICU consult BP 106/75; HR 127

10:00 11:00 12:00 13:00 14:00 15:00 16:00 17:00 18:00 19:00 20:00 21:00
Nursing change-
) in-shift ’
Pt’s location changed p Resident calls
by bed control to Med team writes blood bank Med Team signs
“medical floor” admission orders, out to
including for labs Nocturnist
ED and MICU

7~_hotes signed



14:30

MICU consult in
Medicine bed A8 doeI(s:Lr]ot heed 17:00
assigned; .
ED gives sign out to 2 umt;pRBC Team discovers 21:30

med team pending pt on floor

10:20 12:00 15t unit pRBC
transfusion
Pt arrives to WX ED Labs result: H&H drop 15:30 e
from OSH: 8/25.9 - 5.8/19
BP 102/69 IM team calls ED to Pt arrives to floor.
HR 117 request MICU consult BP 106/75; HR 127

10:00 11:00 12:00 13:00 lmOT 1%:00 ?6:00T 17:00 lS:OOT 19:00 20:00 21:00
14:10 15:47 18:18
13:38 T&S T&S pRBC signed
T&S + pRBC received; ] out of the
ordered . centrifuge blood bank NoRonEenik
16:04 blood
:élllzoz 14:55 Grossmateh transfusion
00
drawn T&S loaded Nocturnist does the
on ProVue ot

Blood Bank Timeline
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. There were no notes in the EMR The oxygen cylinder that JP is using = o 2
ii P coulf:i havdefhadhhlsdoxyqen ti}erapy about the patient being on oxygen or looks identical to the MRI safe oxygen Lﬂj‘ﬂq‘ﬂ?”mu
I:“anémue gr']’t € urat‘lon 0 whether it could be discontinued for cylinders used in the MRI suite. The
Eoem ";f[?:n‘:‘”t out causing the duration of the scan. receptionist didnt question the oxygen
P ' JP was not given any informational chylinder asit wahsn’; za” sflthe job : Itis the policy to change into scrubs.
material about the scan. ut sometimes he did to help out; the - o
. : A changing room is available along
Patient Factors . MRI tech thought that the cylinder had . :
Fl rSt TO uc h already been switched to an MRI safe with lockers for patient use.

cylinder.
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RCA? Simulation: Timeline

Date & Source Event (Description and Response) Deviation from Expected Practice (if applicable)
Time (Med Record, (What Happened) (What normally happens? What do policies/procedures require?)
interview, etc)
7/4/17 Med Record | Patient presents to the ED with fever and cutaneous abscess.
19:00
19:20 Med Record | ED PA interviews the patient.
19:20 Interview Patient reports a possible allergy to morphine. Family not
immediately available to confirm (getting coffee).
19:50 Med Record | ED PA documents the unconfirmed allergy in a progress note. | Allergies should be confirmed and entered into the allergy
section of the EMR.
20:20 Interview Patient is admitted and passed off to the Medicine Resident Allergies are not explicitly included in the “I-PASS” mnemonic,
using the mnemonic “I-PASS”. however confirmation of the possible allergy should have
been performed prior to transfer or included in the pass-off.
22:30 Interview Admitting resident reads the PA’s note and notes the possible
allergy to morphine.
22:30 Interview Admitting resident confirms the allergy to morphine with the

patient’s family.
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Fish bone diagram




RCA? Simulation Exercise #2: Fishbone Diagram

m This NHS National Patient Safety Agency fishbone tool is available at http://www.nrls.npsa.nhs.uk

ORGANISATION STANDARDS || SUBVEYORTRANING

Patient factors: Individual (staff) Task factors: Communication Team factors:
Clinical condition factors: Guidelines/ factors: Role congruence
Physical factors Physical issues procedures/ Verbal Leadership
Social factors Psychological protocols Written Support + cultural factors
Psychological/ Social/domestic Decision aids Non-verbal
mental factors Personality Task design Management
Interpersonal Cognitive factors

ﬁd: oBoue ﬁz’a,rm o Event

\ \ \ \ \

/

Working condition factors: Organizational +
Education + Training Equipment + Administrative strategic factors:
Factors: resources: Design of physical environment Organizational structure
Competence Displays Environment Priorities
Supervision Integrity Staffing Externally imported risks
Availability / Accessibility Positioning Workload and hours Safety culture
Appropriateness Usability Time
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SURVEYOR TRAINING
STANDARDS PAGRANNY

PATIENT PERSONNEL

- \ Medical condition
x
= History aicohol abuse

Denial of suicide i

« Depression assessment education
inadequate

= Orientation procedures (content,
timeliness)

= No history of prior
psychiatric hospitalization

= “No Suicide” contract

tate

= Danger to self and others

* DTs (delirum tremens)

= Recent alcohol
consumption (24 hr)

- Availability * 15-minute checks
- Attrition * Unassertive supervision

« Unavailability of staff \

J—

= No routine medications
given by law and state statute ‘ Suicide Death
in Mental
/ Health Unit
Event+Effect — —
| * Hazard present « “No Suicide” contract / Admission Procedure
- Grab bar 33" from floor not . P(sxyduau'ic evaluation . unication with case ma
ri previously determined to Hanasd Roinnde R P— ntoragh
be hazard « Written/verbal report incomplete

« By persons unfamiliar with
psychiatric needs

« Assignment of personnel
« Lack of education

Problem Statement: | oo et i ooy
e

* Physical layout

+ Patient denied

« Patient not seen by psychiatrist upon admit
» Personnel not following procedure

+ Time of day

* Only provider

* Inadequate assessment by staff

« Lack of criteria Multiple Admissions

39 02 wian nazunniasas MRI 1 |t
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Flow diagram

Event Time

Fish bone diagram

Problem statement Factor

Potential Change
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Cause effect diagram

Problem statement Active / Latent/5 Why




All events appearfng in this diagram :
) Quality timeliness
are fictitious. Any fesemblance to o g measurest | o  Number of scans has

sumvEroRTRANIG : L : real events is purdly coincidental. been met Caused by | increased by 50% in last year

Pressure to complete scans as |
4 quickly as possible

Accreditation

.

! Three scans behind
ConedbA  and day not even
half over

- | o 2 MRITech left
Causedby  staffed coueary duetoillness

Coussdby Ordering physicians are not prompted to
address if oxygen (or other treatments)
¥ may be discontinued for the duration of
a MRI scan

Pulled from original
Caused by « design of the room due
to lack of funding

No piped oxygen | ™4™

<« Systemin the | Patients use their own
J Mmagnet room | 1 equipment
ACTION: Ferrous | Cusedby —

metal oxygen
cylinder taken into | o Lookalike oxygen | MRI safe cylinders used in MRI

the MRI magnet Comnndt by cylinder o Suite are not visually different
room " Consedby from ferrous iron oxygen
cylinders

Caused by

Caused by
Pre scan checklist used by | ¢, 0quy

4/ MRI Tech does not address |
ha b cylinder | » Not believed to be a need J‘

Caused by

Problem Statement: o Notidentifiedasaneed | "

cfviqwus m;:: .n ":: N No ferrous metal p ' > No MRI safety
SN PUROU S0 S detection system at | < officer position
bore of the MRI magnet | Boreer 'vaﬂsﬂ : o Safety inspections/rounds | -

resulting in emergency not conducted

shutdown —————

f
Condition: The MRI suite is not comedry | c“:m::":’.;n“::’m'
‘coﬂﬂeured to have 4 zones meeting ACR |

recommendations ‘ developed

J
Caused by

Caused by

Physical size of the suite is

c N
— Condition: The increasing strength of the too small to accommodate

4 magnetic field is invisible to staff and all 4 zones
patients

Condition: Belief that the
- \ = : : oxygen cylinder would
) (A NN DK AN L g S ‘ o W Z ) N explode and situation
& 2 X 2 > o \ : presented an imminent
danger

Training and
| Coused by emergency drills
are not conducted
in the MRI unit




All events appearing in this diagram Vit
are fictitious. Any resemblance to AR

Caused by .
real events is purely coincidental. lun1nn MRI

frlaewaanmingnludlil

al

nasusiasnlitlongs

0 L& ' :
AN9AN 3 LAG ButnNanauLlag

Active

Caused by Tuluas MRI Tuszuasds

Unsafe

Act

02 wazliszydnnanlivsal

wnaan lanuuLie
ARG
lux pipe line
02 lu #ieaMRI Hiloe 14 ineldudeliing
Caused b

% 11
ENIANINNA R ugmﬂu

Caused by ﬁ{j O 2

ACTION: Ferrous

L

Problem Statement: o
Ferrous metal oxygen AN lel’]‘l)i‘ﬂQVL‘]J
cylinder pulled into the
bore of the MRI magnet |
resulting in emergency
shutdown

e 02 ##1K1u MRI gl

Caused by FINNANNE L‘Vlﬁﬂ




e

Problem Statement:
Ferrous metal oxygen
cylinder pulled into the

NCEGENL: \ R —
LLNNL"WVH'WI@Q']N

w@eauag MR

Taddszunelngeds

dl v A
bore of th.e MRI magnet Tanznntiniias MRI Lineiilasnueningiedls .
resulting in emergency
shutdown Caused by
- o Constructed before zone
N\ Condition: The MRI suite is not Caused by . :
. . > configuration was
configured to have 4 zones meeting ACR
Caused by . developed
recommendations

Caused by

Physical size of the suite is
too small to accommodate
all 4 zones

Condition: The increasing strength of the
magnetic field is invisible to staff and
patients

Condition: Belief that the ..
. Training and
oxygen cylinder would .
. . Caused by emergency drills
explode and situation ————»
S are not conducted
presented an imminent

—ewee | | 9t@ent condition
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Cause/Contributing factor

*Proximate Cause

*Root Cause

*Unsafe act, Latent condition
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Rule 1. Clearly show the “cause and effect” relationship.
INCORRECT: A resident was fatigued.

CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue,
increasing the likelihood that dosing instructions would be misread.
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Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague
words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff

rarely used it, increasing the likelihood that the pump would be programmed incorrectly.
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“Human Error”

Is Not an Acceptable Root Cause.
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Rule 3. Human errors must have a preceding cause.
INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed.

CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the
user without sufficient space between the different doses on the screen, increasing the likelihood
that the wrong dose could be selected, which led to the patient being overdosed.
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Rule 4. Violations of procedure are not root causes, but must have a preceding cause.
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-
ing an air bolus from an empty syringe, resulting in a fatal air embolism.
CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased

the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.
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Rule 5. Failure to act is only causal when there is a pre-existing duty to act.
INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.
CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in

therapy.
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°Focus on action
°*Due with Human error
°No blame

°Ready to create solution
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Safety Design




Flow diagram

Fish bone diagram

Problem statement Factor

Cause effect diagram

Problem statement Active / Latent/5 Why

Action effect diagram

Objective Sub-objective Action
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Solution

All events appearfng in this diagram
are fictitious. Any fesemblance to

real events is pur

Caused by

Problem Statement:
Ferrous metal oxygen
cylinder pulled into the
bore of the MRI magnet |
resulting in emergency
shutdown

Caused by

Caused by

Quality timeliness

Cunedbty 4 Mmeasures have not | o  Number of scans has
y coincidental. besn met KCaused by increased by 50% in last year
Pressure to complete scans as |
B quickly as possible
Couned b, T:',':,' d:‘y’ ::;M! il BN 2 MRiTech left
half over powed by staffed [Caused by due to iliness

Ordering physicians are not prompted to
address if oxygen (or other treatments)
¥ may be discontinued for the duration of
a MRI scan

Caused by

Pulled from original
« design of the room due
to lack of funding

Caused by

No piped oxygen | ™4™

p) system in the {
magnet room | ‘

Caused by

Patients use their own
- equipment
ACTION: Ferrous Caused by
metal oxygen
cylinder taken into | Lookalike oxygen
the MRI magnet cylinder
room ! Covsed by

MRI safe cylinders used in MRI
suite are not visually different
from ferrous iron oxygen
cylinders

Caused by ol

Caused by

Pre scan checklist used by | .. by

*T:";“h“;&ml'”s- » Not believed to be a need
used

Caused by

o Notidentifiedasaneed | "
No ferrous metal ' >

4 . i Caused by
e::te::on SV:::I:\ - o Safety inspections/rounds
Sy mE not conducted

No MRI safety

[ Caused by

_officer position |

Condition: The MRI suite is not J C“m:f‘m“;:"'
‘conﬂaured to have 4 zones meeting ACR

recommendations ‘ developed

J
Caused by

Caused by

Physical size of the suite is
“ too small to accommodate

: The increasing st h of the
Condition: The increasing strength o Py

4 magnetic field is invisible to staff and
patients

Condition: Belief that the
oxygen cylinder would
A explode and situation
presented an imminent

danger

Training and
emergency drills
are not conducted
in the MRI unit

Caused by
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Action Level
Analysis

Action Category

Example

AR
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Stronger
Actions

(these tasks

require less reli-
ance on humans
to remember to
perform the task

Architectural/physical plant
changes

Replace revolving doors at the main patient entrance into the building with
powered sliding or swinging doors to reduce patient falls.

New devices with usability
testing

Perform heuristic tests of outpatient blood glucose meters and test strips and
select the most appropriate for the patient population being served.

Engineering control (forcing
function)

Eliminate the use of universal adaptors and peripheral devices for medical equip-
ment and use tubing/fittings that can only be connected the correct way (e.g.,

correctly) IV tubing and connectors that cannot physically be connected to sequential
compression devices or SCDs).
Simplify process Remove unnecessary steps in a process.
Standardize on equipment Standardize on the make and model of medication pumps used throughout the
or process institution. Use bar coding for medication administration.
Tangible involvement by Participate in unit patient safety evaluations and interact with staff; support the
leadership RCA? process; purchase needed equipment; ensure staffing and workload are
balanced.
Intermediate Redundancy Use two RNs to independently calculate high-risk medication dosages.
Actions Increase in staffing/decrease | Make float staff available to assist when workloads peak during the day.
in workload
Software enhancements, Use computer alerts for drug-drug interactions.
modifications
Eliminate/reduce Provide quiet rooms for programming PCA pumps; remove distractions for
distractions nurses when programming medication pumps.
Education using simulation- | Conduct patient handoffs in a simulation lab/environment, with after action
based training, with periodic | critiques and debriefing.
refresher sessions and
observations
Checklist/cognitive aids Use pre-induction and pre-incision checklists in operating rooms. Use a checklist
when reprocessing flexible fiber optic endoscopes.
Eliminate look- and Do not store look-alikes next to one another in the unit medication room.
sound-alikes
Standardized communica- Use read-back for all critical lab values. Use read-back or repeat-back for all ver-
tion tools bal medication orders. Use a standardized patient handoff format.
Enhanced documentation, Highlight medication name and dose on IV bags.
communication
Weaker Double checks One person calculates dosage, another person reviews their calculation.
Actions

(these tasks require
more reliance on
humans to remem-
ber to perform the
task correctly)

Warnings

Add audible alarms or caution labels.

New procedure/
memorandum/policy

Remember to check IV sites every 2 hours.

Training

Demonstrate correct usage of hard-to-use medical equipment.
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Stronger

Action Category

Example

Stronger
Actions

(these tasks
require less reli-
ance on humans
to remember to
perform the task
correctly)

Architectural/physical plant
changes

New devices with usability
testing
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Awareness

Engineering control (forcing
function)

Simplify process

Standardize on equipment
or process

Tangible involvement by
leadership

RM Principles Mindfulness
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a A - Risk Tmtrmil? — msknhﬁ:lnilnr
AIUANLTINAAINTTH Plan & Review
9 m-& Purpose [ Design
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Improve
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Intermediate
Actions

Redundancy

Increase in staffing/decrease
in workload

Software enhancements,
modifications

Eliminate/reduce
distractions

Education using simulation-
based training, with periodic
refresher sessions and
observations

Checklist/cognitive aids

Eliminate look- and
sound-alikes

Standardized communica-
tion tools

Enhanced documentation,
communication
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Human
Error
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* Choices

* Processes

* Procedures
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Design
Environment
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At-Risk
Behavior
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Fnnslaw:

* Removing incentives for
at-risk behaviors

* Creating incentives for
healthy behaviors

* Increasing situational
awareness

Reckless
Behavior
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Fnnslewy:

* Remedial action
* Punitive action
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Training

Training in place, Annually and Feedback
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S Risk Owner Requirement

*Requirement

*K : Risk Standard , Risk register, Safety design

*S : Management, Alignment, Monitoring and

Representation
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T RCA® Improvement Plan

Recommended Action Action Type/Strength Due Date Completion Date | Owner
Proces Prevention/mitigation Level Fusn | duau LRUD

Process/Outcome Measure: ﬁ'}%"?ﬂ Lﬁ’ﬂﬂ’]ﬁ‘aﬂm’lu

Date Measured: '3/13'3/[51 HNA

Compliance: Tracing method nmsmusas .a1lel update Risk

Responsible Person: BE%‘J‘LIEI Aal RegiSter
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— : Measurement

Hydrocarbons

or other

d.an}'_rr()u'. PREVENT
materials Hazard Containment
. CONTROL
] { Gas/Flame Detection
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/. L, ad ~ MITIGATE
. ' / Blowdown, Fire Protection, Deluge
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Leading - = >
indicator " F

Primary
Containment ¢

EMERGENCY

) Escape, Evacuation, Rescue

“Eg, Major
incident or
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D | Name Start Finish Status Quarter | 3rd | am | 15t | 200 | ara |am
May Jul ISep[Nov JanIMarlMav Jul ISep

1 | CREATE ENVIRONMENT OF SAFETY 5/8/95 8:00am | 9/30/96 5:00pm | Partial r —

2 | Phase I: Senior Management 5/8/95 8:00am |6/29/95 5:00pm |Completed

3 CEO written message 5/9/85 8:00am |6/13/95 5:00pm |Completed 'vr

4 Public accountability 5/8/95 8:00am [6/29/95 5:00pm | Completed "

5 Press release 5/9/95 8:00am |6/13/95 5:00pm | Completed I

6 Press conference 5/9/95 8:00am |6/13/95 5:00pm |Completed I

7 4 Phone inquiries 5/10/95 8:00am | 6/17/95 5:00pm | Completed %

8 Nurse/physician mestings 6/28/95 8:00am | 6/29/95 5:00pm | Completed I

9 Journal articles 5/8/95 8:00am |6/12/95 5:00pm |Completed I
10 Phase Il: Middle Management 5/8/95 8:00am |9/30/96 5:00pm |Completed v v
11 Case study review 5/8/95 8:00am |6/12/95 5:00pm |Completed |
12 Incorporate case study into manager training | 3/1/96 8:00am | 9/30/96 5:00pm | Pending =
13 Standards committee facilitates fact-finding 3/1/96 8:00am |3/3I/96 5:00pm |Pending
14 Focus group for problem solving 4/1/96 8:00am |9/30/96 5:00pm | Pending
15 Collaborate with Joint Commission 3/21/96 8:00am | 9/30/96 5:00pm | Pending
16 | ORGANIZATION PERFORMANCE 11/1/95 8:00am |6/7/96 5:00pm | Partial

STANDARDS SAME LEVEL OF IMPORTANCE v v
17 Phase |: Reporting 11/1/95 8:00am | 4/16/96 5:00pm | Partial v-—Tv
18 Establish reports 11/1/95 8:00am | 4/16/96 5:00pm | Partial = -
18 | Lines of reporting 11/1/95 8:00am | 4/16/96 5:00pm | Partial B [
20 | -Phessit Conpansation 3/4/96 8:00am |6/7/96 5:00pm |Pending i T
21 Revamp contributed-compensation system 3/4/96 B8:00am |6/7/96 5:00pm |Pending . I —
22 | pEVELOP VALID PERFORMANCE STANDARDS | 8/18/95 B:00am | 3/25/96 5:00pm | Partial w v
23 Phase |: Environment of Care 8/18/95 B:00am {10/24/95 5:00pm | Completed ﬁ
24 Assess standards 8/18/95 8:00am | 8/18/95 5:00pm | Completed
25 Revise standards 8/19/95 8:00am | 8/21/95 5:00pm | Completed II
26 Approval by standards committee 10/24/95 8:00am [10/24/95 5:00pm | Completed
and board of directors l

27 | pnase Ii: Hospitalwide 10/15/95 8:00am | 3/25/96 5.00pm | Partial v
28 Assess standards 10/15/95 8:00am (10/16/95 5:00pm | Completed |

KEY:

Critical =ESSSFESSSSS Progress Summary v

Rolled Up <>

Noncritical S Milestone ¢
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Involved staff
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Pro-active
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N e AT Measuring the RCA2 Process

*Effectiveness and Sustainability*

® Percent of cause/contributing factors written to meet the Five Rules of Causation

® Percent of RCA2 reviews with at least one stronger or intermediate strength action

® Percent of actions that are classified as sfronger or intermediate strength

® Percent of actions that are implemented on time

® Percent of actions completed Audits or other checks that independently verify that hazard mitigation
has been sustained over time

® Staff and patient satisfaction with the RCA2 review process (survey)

® Response to AHRQ survey questions pertinent to the RCA2 review process

® Percent of RCA2 results presented fo the board
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