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Safety Culture

o Definition of Safety Culture
o Why it is important to create a safe

environment during Root Cause Analysis
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Steps to Follow for RCA

o Define the team
o Create a flow chart or timeline
o Get different viewpoints

o Look for variances against what should
have happened at key steps
o Include human factors

o Look deeper

Root Cause Analysis Tools

Flow DiObTOm (NPSF)
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Fishbone Diagram

Effect

O

Hettinger ot al (2013)

Determining Countermeasures

Minimal Low Moderate  High

Sustainability 3

Scenarios

o Divide into groups
o Assign a “Supervisor” and roles
o Complete the investigation tool

o Write up summary of root cause and
suggested actions
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Conclusion

o Questions?
o Key things learned?
o Feedback?

o Please complete evaluation survey
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Appendix G

Pre- and Post-Class Surveys

Pre-Course Survey

Q1 How comfortable do you feel about your ability to collect additional information after an incident?

Extremely comfortable (1)

Moderately comfortable (2)

Slightly comfortable (3)

Neither comfortable nor uncomfortable (4)
Slightly uncomfortable (5)

Moderately uncomfortable (6)

Extremely uncomfortable (7)
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Q2 Please indicate how much you agree or disagree with the following statement: | fully understand
how to undertake and lead a Root Cause Analysis

Strongly agree (1)
Moderately agree (2)

Slightly agree (3)

Neither agree nor disagree (4)
Slightly disagree (5)
Moderately disagree (6)

Strongly disagree (7)

Q3 What are you hoping to learn from this class? Be as specific as possible, and list as many aspects as
you feel are appropriate.
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Q4 What is your job title?

Supervisor (1)
Manager (2)
Director (3)

Other (4)

Q5 In which area do you work?

Behavioral Health (1)
Care Coordination (2)
Dental (3)
Medical (4)

Other (5)

Student Feedback
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Q1 Overall, how satisfied or dissatisfied were you with this class?

Extremely satisfied (1)

Moderately satisfied (2)

Slightly satisfied (3)

Neither satisfied nor dissatisfied (4)

Slightly dissatisfied (5)

Moderately dissatisfied (6)

Extremely dissatisfied (7)

Q2 How interesting was this class?

Extremely interesting (1)

Very interesting (2)

Moderately interesting (3)

Slightly interesting (4)

Not interesting at all (5)
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Q3 How relevant or irrelevant were the practice RCA projects in class?

Extremely relevant (1)

Moderately relevant (2)

Slightly relevant (3)

Neither relevant nor irrelevant (4)

Slightly irrelevant (5)

Moderately irrelevant (6)

Extremely irrelevant (7)
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Q4 On a scale from 0-10, how likely are you to recommend this class to a friend or colleague?
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Q5 How comfortable do you feel about your ability to collect additional information after an incident
report?

Extremely comfortable (1)

Moderately comfortable (2)

Slightly comfortable (3)

Neither comfortable nor uncomfortable (4)

Slightly uncomfortable (5)

Moderately uncomfortable (6)

Extremely uncomfortable (7)

Q6 Please indicate how much you agree or disagree with the following statement: | fully understand
how to undertake and lead a Root Cause Analysis.

Strongly agree (1)

Moderately agree (2)

Slightly agree (3)

Neither agree nor disagree (4)

Slightly disagree (5)

Moderately disagree (6)

Strongly disagree (7)
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Q7 How much do you feel you learned from this class?

A great deal (1)

Alot (2)

A moderate amount (3)

Alittle (4)

Nothing at all (5)

Q8 What did you like most about this class? Be as specific as possible, and list as many aspects as you
feel are appropriate.

Q9 What did you like least about this class? Be as specific as possible, and list as many aspects as you
feel are appropriate.
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Q10 If you have any other thoughts/comments/feedback on this teacher or this class, please include
them below.

Q11 What is your job title?

Supervisor (1)

Manager (2)

Director (3)

Other (4)

Q12 In which area do you work?

Behavioral Health (1)

Care Coordination (2)

Dental (3)

Medical (4)

Other (5)



Area of Interest
Data from incident reports
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Appendix H

Gap Analysis

Current Standing
Type of incident, location,
frequency, job title

Deficiency
No place to document
assessment of root cause, no
underlying factors noted

Action Plan
Create incident report follow-up
tools specific to incident type,
including documentation of RCA

65

Supervisor knowledge of RCA

Some supervisors have received
training, most of it related to
large improvement projects

All supervisors need to know how
to do RCA following incidents

Conduct RCA training

Changes made from incident
reporting data

When incidents become high
work groups may be assigned to
propose solutions

Detailed information about
incidents including underlying
factors and RCA is not available
for workgroups

Report enhanced IR data to
Safety Committee and assign
work groups
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Appendix I

66

Gantt Chart
Format Columns Bar Styles Gantt Chart Style
December January February March April May June July August September October Mo
0 Mame ~ Duration » Start ~ Finish - Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct
v |4 Design and Pilot Data 23 days Mon Thuifaf18 1
Collection Tool 12/a/17 : :
v 4 Develop data collection 23 days Mon Thu 1/4/18 ]—I
tools 12/af17 : :
v Review Incident 2 days Mon Wed
Reports 12/4/17 12/6/17 1 :
v Team Meetings 4 days Ned 12/6/17 Tue 12/12/17 —l
v Draftand revise tool 2 days Tue Thu :
12/12/17  12014/17 | 1 :
v Pilot data collection 15 days Thu Thulfa/is @ — Cesss
tools 12/14/17 : :
v 4 Train Supervisors 79.13 days Vion 12/4/17  Fri3/23/18 l 1
v Develop curriculum for  79.13 days Mon  Fri3/23/18 T
training 12/4/17 —] :
v Begin supervisor training 0 days Thu 1/4/18 Thu 1/4/18
v Conduct supervisor 20 days Thu1/4/18 Thu 2/1/18 i
training, PDCA data :
collection tools :
+ 4 Implement tool and collect 157.13 Thu 2/8/18 Mon 1
and use data days a9f17/18 :
v Begin Test Period 0 days Thu 2/8/18 Thu 2/8/18
v Implement tools 121.13day Thu2/8/18 Sat7/28/18
v Analyze responses from  121.13 Thu 2/22/18 Fri 8/10/18 »
tool days :
v Present data to Safety 1day Tue 8/28/18 Tue 8/28/18
Committee :
v Assign data to Safety 0 days Tue 8/28/18 Tue 8/28/18
Committee work teams :
v Safety Committee work 15 days Tue 8/28/18 Mon
teams produce 9/17/18 :
improvement :
suggestions :
v Analyze and present project 35days  Tue 9/18/18 Mon 11/5/18 —_
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Appendix
Work Breakdown

Design and Pilot
Data Collection
Tools

Train Supervisors

|
RCA to Improve

Incident Reporting

<

-

Implement tool,
collect and use
data

J

Structure

Create list of high
impact incidents

Develop data
collection tools
\

o

Develop
curriculum for

~

67

Query incident
report database

“J

N

Get agreement on
impact ratings

)

N\

Review incident
reports

Team meetings

training

—

7

Conduct
supervisor training

\

7

Implement tools

-

’

Analyze responses
from tools

\. >

7~

Assign data to
safety committee
work teams

Project Analysis J

7

-

Work teams
produce
suggestions

<
~ P
J
-~ 7
J

Draft and revise
tools
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Appendix K

Template for Risk Log

Risk Description

Current Level of Risk

Likelihood

Magnitude

Overall
Rating

Controls in Place

Potential Controls
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Appendix L

Responsibility/Communication Matrix

PROJECT OVERVIEW

MON 12/4/17- MON 11/5/18

% COMPLETE

100%

MILESTOMES DUE
Milestones that are coming soon.

% COMPLETE
Status for all top-level tasks. To see the status for subtasks, dick on the chart and update the
autline level in the Field List.

100% 100%

100% 100% 100%

S0%
BO%
T0%
60%
50%
A0%
30%
20%
10%

0%

Design and Pilot Train Supenisors  Implement tool Analyze and
Data Collection and collect and  present project
Tool use data results

LATE TASKS
Tasks that are past due.

Name Start Finish Duration % Complete

Resource
Names
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Appendix M

SWOT Analysis

Strengths

- Incident reporting system is
electronic

- Information entered as check
boxes is collected as data point

- Employees are familiar with
incident reporting system

- Most members of Safety

Weaknesses

- Multiple locations of varying size

- Organizational growth in number of
facilities, employees, patients

- Supervisors not all familiar with how
to conduct follow-up investigations

- Incident reporting system does not
collect information about underlying

- Some evidence-based practice
literature indicates that RCA is
effective in finding solutions to
improve safety

- Alternative incident reporting
systems are available from
companies that have healthcare
experience

Committee have many years of conditions
experience with the SO
Opportunities Threats

- Incidents can lead to expensive
worker’'s comp claims and
increased cost of coverage

- Errors can lead to legal action and
increased regulatory scrutiny

- Difficult to find taxonomy suitable
for ambulatory care healthcare
organization
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Appendix N
Budget
Source of Project Cost
Year 1 Year 2 Year 3 Year 4
PROJECT TASKS LABOR LABOR ROOM USE  TOTAL PER| LABOR LABOR  TOTAL PER| LABOR LABOR  TOTAL PER| LABOR LABOR  TOTAL PER
HOURS COST ($)  COST ($) TASKk| HOURS COST (3) TAsk| HOURs COST (3) TASK| HOURS COST (3) TASK
< Review Incident Reports 12.0 $660.00 $12000 ' $780.00 | 2600  $14,300.00  $14,300.00 | 2600  $14,87200  $14872.00 | 2600  $15466.88  $15466.88
3z Team Meetings 2.0 $370.00 $2000 7 $390.00 NA NA $0.00 NA NA $0.00 NA NA $0.00
§5 Draft and revise tool 15.0 $825.00 $000 7 $825.00 NA NA $0.00 NA NA $0.00 NA NA $0.00
vl Pilot data collection tools 4.0 $220.00 $000 7 $220.00 NA NA $0.00 NA NA $0.00 NA NA $0.00
w
el subtotal 33.0  $2,075.00 $140.00 | $2,215.00 | 260.0  $14,300.00 ' $14,300.00 | 260.0 $14,872.00  $14,872.00 | 260.0 $15466.88  $15466.88
%) Develop curriculum for L
Sl rzining 500  $2,750.00 $0.00  $2,750.00 12.0 $660.00 $660.00 12,0 $686.40 $686.40 12,0 $713.86 $713.86
a v
>
2 . . 280  $15,120.00 $300.00  $15,420.00 8.0 $4,640.00 $4,640.00 80  $4,825.60 $4,825.60 80  $5018.62 $5,018.62
| Conduct supervisor training
7| Subtotal 78.0  $17,870.00 $300.00 © $18,170.00 | 20.0 $5,300.00 ' $5,300.00 200  $5512.00 © $5512.00 200  $5,732.48  $5,732.48
— L4
o et 1440  $12,744.00 $0.00  $12,744.00 52,0 $2,860.00 $2,860.00 520  $2,974.40 $2,974.40 520  $3,093.38 $3,093.38
) r
=
3 Analyze responses fromtool 2160 $9,504.00 $0.00  $9,504.00 300 $1,650.00 $1,650.00 300  $1,716.00 $1,716.00 300 $1,784.64 $1,784.64
= r
1)
3 Present data to Safety 48 $264.00 $0.00 $264.00 48 $264.00 $264.00 48 $274.56 $274.56 48 $285.54 $285.54
Q = Committee
< r
= = | Safety Committee work
Wy
2 | teams produce safety 10 $245.00 $180.00 $425.00 10.0 $2,450.00 $2,450.00 100 $2,548.00 $2,548.00 100 $2,649.92 $2,649.92
7 2 suggestions
== | subtotal 365.8  $22,757.00 $  180.00 " $22,037.00 | 96.8 $ 7,224.00 " $ 7,224.00 9.8 $7,512.96 " $ 7,512.96 96.8 $ 7,813.48 " $ 7,813.48
L4
Project Analysi
roject Analysis 840 $ 4,788.00 $0.00 $ 4,788.00 NA NA S - NA NAN - D4 RS :
Ld
Subtotals 560.8 $47,490.00 $ 62000 $4811000 | 3768 $ 26,824.00 $ 26,824.00 | 3768 $27,896.96 $ 27,896.96 | 3768 $29,012.84 $ 29,012.84
L4 L4 L4 Ld L4 L4
Risk (Contingency) 377 $ 268240 § 2,682.40 377 $ 278970 $ 2,789.70 377 ¢ 290128 S 2,901.28
Total (Scheduled) 560.8  $47,490.00 $620.00  $48,110.00 | 4145  $29,506.40  $29,506.40 | 4145 $30,686.66  $30,686.66 | 4145  $31,91412  $31,914.12
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Cost Avoidance/Benefit Analysis

Adverse Event ("AE") Name:

Absolute Increase in Mortality Rate per AE:

Plan for Excess Capacity:

Additional "Pure Variable Cost" per AE:

Additional "Sticky Variable Cost" per AE:

Additional Gross Revenue per AE:

Average Number of "Opportunity Patients" Foregone per AE:
Max Number of "Opportunity Patients" Foregone per AE:
Total Net Revenue of Average "Opportunity Patient":
"Dark Green Dollars" Gained per AE Prevented:

"Light Green Dollars" Gained per AE Prevented:

Total Potential Gains per AE Prevented:

Improvement Project Initial Costs:

Improvement Project Recurring Annual Costs:

Annual Opportunity Investment Rate of Return:

Appendix O

0

More Patients

$679
$10
$0
1.00
2.00
$15

$704
$15

$719

$47,490
$30,687
3%

Vaccine/Medication Errors

Vaccine/Medication & HIPAA Errors

Color Key:

= Enter data into yellow cells

= Derived / fixed value: Do not change

(Sheet protected to prevent accidental formula deletion)

IHI Adverse Events Prevented Calculator © HI

Resource Units Cost per Total Cost Automatic Pure Sticky
Required Unit Elimination] Variable | Variable
Employee Investigation Hours 1 $17 $17 Yes $17
Supenisor Investigation Hours 1 $45 $45 Yes $360
Reviewer Hours 1.5 $150] $225 Yes $225|
Vaccine 1 $65 $65 No $65
Patient Visit 1 $15 $15 No $15
Retraining Hours 3 $45 $135]  Yes $200
Total: $802 $80)
HIPAA Errors
Units Cost per Automatic Pure Sticky
RS Required Unit EIEL ot Elimination| Variable | Variable
Employee Investigation Hours 1 $17 $17|  Yes $17
Supenisor Investigation Hours 1 $45 $45]  Yes $360
Reviewer Hours 1) $55 $55) Yes $55
Repairing Errors 1 $30 $30]  Yes $30
Retraining Hours 1 $30 $30 Yes $200]
Total: $662 $0

Average, assuming 12% vaccine/medication errors and 88% HIPAA

errors

$ 679 10
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Appendix P

Return on Investment Plan

73

Period Period Aggregate |Period Light Aggregate |Period Cost of Aggregate Cost |Aggregate Aggregate Return
Number Number of  Adverse Adverse Period Aggregate |Period Dark Dark Green |Green Light Green |Improvement of Improvement |Return on on Improvement
of Patientsor  Event Events Lives Lives Green Dollars Dollars Dollars Dollars Work (includes Work (includes |Improvement Project (% of
Period Events Patient-Days Rate Avoided Saved Saved Gained Gained Gained Gained opportunity cost) opportunity cost) |Project ($) investment)
Baseline Q1] 99 100000 0.001
Baseline Q2 103 100000 0.001
Baseline Q3 92 100000 0.001
Baseline Q4 74 100000 0.001
Improvement Period Q1 98 100000 0.001 1.000 0.000 0.000 $704 $703.80, $15.00 $15.00 $55,570.80 $55,570.80 -$54,867.00 -99%
Improvement Period Q2 55 100000 0.001 48.000! 0.000! $33,782| $34,486.20 $720.00 $735.00 $8,140.74 $63,711.54 -$29,225.34 -46%
Improvement Period Q3 45 100000 0.000 47.000! 0.000! $33,079| $67,564.80 $705.00 $1,440.00 $8,201.12 $71,912.66 -$4,347.86 -6%
Improvement Period Q4 40 100000 0.000: 34.000 0.000 $23,929| $91,494.00 $510.00[  $1,950.00 $8,261.95 $80,174.61 $11,319.39 14%
Improvement Period Q5 40 100000 0.000: 59.000 0.000! $41,524| $133,018.20 $885.00 $2,835.00 $8,323.23 $88,497.84 $44,520.36 50%
Improvement Period Q6 40 100000 0.000: 63.000 0.000! $44,339| $177,357.60 $945.00 $3,780.00 $8,384.96 $96,882.80 $80,474.80 83%
Improvement Period Q7 35 100000 0.000 57.000 0.000 $40,117| $217,474.20 $855.00 $4,635.00 $8,447.15 $105,329.95 $112,144.25 106%
Improvement Period Q8 35 100000 0.000: 39.000 0.000! $27,448| $244,922.40 $585.00 $5,220.00 $8,509.81 $113,839.76 $131,082.64 115%
Improvement Period Q9 35 100000 0.000:! 64.000 0.000! $45,043| $289,965.60 $960.00 $6,180.00 $8,572.92 $122,412.68 $167,552.92 137%
Improvement Period Q10| 30 100000 0.000! 73.000 0.000! $51,377| $341,343.00 $1,095.00 $7,275.00 $8,636.51 $131,049.19 $210,293.81 160%
Improvement Period Q11 30 100000 0.000 62.000 0.000 $43,636| $384,978.60 $930.00 $8,205.00 $8,700.57 $139,749.76 $245,228.84 175%
Improvement Period Q12 30 100000 0.000:! 44.000! 0.000! $30,967( $415,945.80 $660.00 $8,865.00 $8,765.10 $148,514.86 $267,430.94 180%
Improvement Period Q13| 25 100000 0.000! 74.000 0.000! $52,081 $468,027.00 $1,110.00 $9,975.00 $8,830.11 $157,344.97 $310,682.03 197%
Improvement Period Q14 25 100000 0.000 78.000 0.000! $54,896| $522,923.40 $1,170.00] $11,145.00 $8,895.61 $166,240.57 $356,682.83 215%
Improvement Period Q15 25 100000 0.000: 67.000 0.000! $47,155| $570,078.00 $1,005.00| $12,150.00 $8,961.58 $175,202.16 $394,875.84 225%
Improvement Period Q16 25 100000 0.000! 49.000! 0.000 $34,486| $604,564.20 $735.00[ $12,885.00 $9,028.05 $184,230.21 $420,333.99 228%
P Average Baseline AE Rate: 0.001
Q Average Improvement Period AE Rate: 0.000
R % Reduction in Average AE Rate: 58.36%
S Aggregate AE Prevented: 859.00
T Aggregate Lives Saved: 0.00
u Aggregate Light Green Dollars Gained: $12,885
\ Aggregate Dark Green Dollars Gained: $604,564
w Aggregate Cost of Improvement Work: $184,230
X Aggregate Return on QI Investment ($): $420,334]
Y Aggregate Return on QI Investment (% of QI Investment Cost): 228%

This analysis assumes error rates will decrease over subsequent years and patient volume will remain constant

Adverse Events Prevented Calculator from the Institute for Healthcare Improvement retrieved from

http://www.ihi.org/resources/Pages/Tools/AdverseEventsPreventedCalculator.aspx
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Appendix Q
Response Rates from Class Participants
Supervisors attended class 78
Supervisors completed class 75 96.15% completion rate
Class Survey Completion Rate # %
Supervisors completing survey before class 76 97
Supervisors completing survey after class 71 95

General Incidents

Employee Incidents

% of those who

% of those who

# completed course # completed course
Feedback responses returned
for PDCA of tool 24 32 30 40
Responses returned from
group work 46 61.3 64 85.3
Total completed course 75 100.0 75 100.0

General Incidents Employee Incidents
% of returned % of returned

# responses # responses
Completed analysis of
accident causes 44 95.7 63 98.4
Completed analysis of
workflow variance 25 54.3 33 51.6
Defined root cause 8 17.4 13 20.3
Total responses 46 100 64 100
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Appendix R

Pre- and Post-Class Confidence Scores

Pre Post Pre Post | Change
| % | % % % %
Comfort with Ability to Collect Additional Information After an Incident Report
Extremely Comfortable 21 27.6 41 57.7 73.7 98.6 4.9
Moderately Comfortable 35 46.1 29 40.9
Slightly Comfortable 12 15.8 1 1.4
Neither Comfortable nor
Uncomfortable 6 7.9 0 0.0
Slightly Uncomfortable 2 2.6 0 0.0
Moderately Uncomfortable 0 0.0 0 0.0
Extremely Uncomfortable 0 0.0 0 0.0
Total 76 100.0 71 100.0
Fully Understand How to Undertake and Lead a Root Cause Analysis
Strongly Agree 2 2.7 38 53.5
50.7 97.2 46.5
Moderately Agree 36 48.0 31 43.7
Slightly Agree 13 17.3 2 2.8
Neither Agree nor Disagree 12 16.0 0 0.0
Slightly Disagree 5 6.7 0 0.0
Moderately Disagree 6 8.0 0 0.0
Strongly Disagree 1 1.3 0 0.0
Total 75 100.0 71 100.0
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Appendix S

RCA Completion Rates
Responses for RCA from General Incident Reports

Before During
Measurement Measurement
Period Period Difference
Requests Sent 26 28
# % # %
Completed RCA 16 61.5% 19 67.9%

6.40% | .

76

Data Collection
Tools

120

# %

44 37%
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Appendix T
Responses from Incidents
Total General HIPAA
Forms Sent 120 67 53
% of Forms Returned 37% 22% 55%
Total General HIPAA
Forms Received 44 15 29
# % # % # %

Time of Day
Beginning of Shift 5 11.4 0 0.0 5 17.2
Middle of Shift 23 52.3 7 46.7 16 55.2
End of Shift 10 22.7 4 26.7 6 20.7

Supervisor Present
Yes 27 61.4 11 73.3 16 55.2
No 15 34.1 3 20.0 12 414
Staffing
Over 0 0.0 0 0.0 0 0.0
Optimal 37 84.1 11 73.3 26 89.7
Under 5 11.4 2 13.3 3 10.3
Employee Received Training

Yes 38 86.4 12 80.0 26 89.7
No 0 0.0 0 0.0 0 0.0

Unsafe Acts
Failure to take protective
measures 2 4.5 0 0.0 2 6.9
Sharing PHI 5 11.4 0 0.0 5 17.2
Not following policy 4 9.1 1 6.7 3 10.3
Distracting 3 6.8 1 6.7 2 6.9
Not following directions for
using tools or equipment 4 9.1 2 13.3 2 6.9
Failing to check restroom 1 2.3 1 6.7 0 0.0
Using defective tools or
software 1 2.3 1 6.7 0 0.0
Taking an unsafe position or
posture 2 4.5 2 13.3 0 0.0
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Total General HIPAA
Forms Received 44 15 29
# % # % # %
Human Factors
Not paying attention to
hazards 18 40.9 7 46.7 11 37.9
Lack of attention to detail 4 9.1 0 0.0 4 13.8
Tried to gain or save time 9 20.5 3 20.0 6 20.7
Tried to avoid extra effort 5 11.4 1 6.7 4 13.8
Low level of job skill 1 2.3 1 6.7 0 0.0
Influence of fatigue 1 2.3 1 6.7 0 0.0
Nails too long 1 2.3 0 0.0 1 3.4
Unable to hear 1 2.3 0 0.0 1 3.4
Unaware of job hazards 1 2.3 1 6.7 0 0.0
Unsafe Conditions
Defective tools or
equipment (EHR) 2 4.5 0 0.0 2 6.9
Hazardous placement,
arrangement, or storage 1 2.3 1 6.7 0 0.0
Lack of notification when
orders are created 1 2.3 1 6.7 0.0
Poor housekeeping hazards 2 4.5 2 13.3 0.0
Lack of or inadequate
warning system 2 4.5 1 6.7 1 34
Lack of or inadequate
guards or safety devices
(may be electronic) 3 6.8 1 6.7 2 6.9
Source/Causes of Unsafe Conditions
Overlooked by regular
inspection 3 6.8 1 6.7 2 6.9
Unsafe design (electronic
system 3 6.8 0 0.0 3 10.3
Abuse or misuse by users 1 2.3 1 6.7 0 0.0
Congested space 2 4.5 1 6.7 1 3.4
Supervisor failure to correct 1 2.3 0 0.0 1 34
Failure to repair faulty
equipment 1 2.3 1 6.7 0 0.0
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Total General HIPAA
Forms Received 44 15 29
# % # % # %
Reason for Variance (extrapolated for some responses)
Distraction 5 11.4 2 13.3 3 10.3
Not following instructions 5 11.4 2 13.3 3 10.3
Lack of attention 13 29.5 5 33.3 8 27.6
Working too quickly 8 18.2 1 6.7 7 24.1
Shared printers 2 4.5 0 0.0 2 6.9
Using 2 EMRs 1 2.3 0 0.0 1 3.4
Root Cause (extrapolated for some responses)

Rushing 2 4.5 1 6.7 1 3.4
Lack of attention 18 40.9 2 13.3 16 55.2
High volume of work 5 11.4 0 0.0 5 17.2
Batched upload 2 4.5 2 13.3 0 0.0
Lack of knowledge 3 6.8 2 13.3 1 3.4
System doesn't create

worklist 2.3 1 6.7 0 0.0
No fail safes 2.3 1 6.7 0 0.0
Computer system error 2.3 0 0.0 1 3.4
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Appendix U

Number of General and HIPAA Incidents Reported

General Incidents Reported

24 Weeks Before 24 Weeks During

Implementation Implementation
Type of Incident # % # %
Safety Hazard 23 2.8% 19 1.7%
Hazardous Chemical Exposure 1 0.1% 1 0.1%
Report of Patient/Fetal Death 4 0.5% 7 0.6%
Automobile Accident 1 0.1% 4 0.3%
Slip/Trip/Fall 27 3.3% 44 3.8%
Drug Seeking Behavior 13 1.6% 18 1.6%
Theft 3 0.4% 6 0.5%
911 Call 0 0.0% 80 7.0%
Laceration 4 0.5% 5 0.4%
Non-compliant/AMA 11 1.4% 7 0.6%
Emergency Medical Condition 30 3.7% 51 4.5%
Request to Review Care 58 7.2% 96 8.4%
Vaccine Outage 0 0.0% 0.3%
Allergic Reaction 2 0.2% 0.4%
Security Problem 23 2.8% 28 2.4%
Talked to Themselves/Heard Voices 19 2.3% 10 0.9%
Bite 0 0.0% 1 0.1%
Medication/Vaccine Error 24 3.0% 22 1.9%
Vandalism/Graffiti 2 0.2% 8 0.7%
Equipment Problem 4 0.5% 5 0.4%
Homicidal 7 0.9% 7 0.6%
Bleeding 2 0.2% 8 0.7%
Patient Suicidal Ideation 49 6.0% 74 6.5%
Mandatory Reporting 1 0.1% 17 1.5%
Reported Abuse 92 11.3% 98 8.6%
Infectious Disease Exposure 8 1.0% 9 0.8%
Seizure 6 0.7% 6 0.5%
Swilling/lump/bump 8 1.0% 9 0.8%
Seemed Confused/Disoriented/Agitated 45 5.5% 54 4.7%
Dental Procedure Complication 2 0.2% 1 0.1%
Lab/Testing Problem 21 2.6% 29 2.5%
Prescription Alteration 3 0.4% 2 0.2%
Other 318 39.2% 409 35.8%
Total 811 100% 1143 100%
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HIPAA Breaches Reported

Before During
Implementation Implementation
HIPAA Breach Reports # % # %
Total 60 100% 86 100%
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Appendix V

DNP Statement of Non-Research Determination Form
Student Name: Lisa Duncan

Title of Project:
Root Cause Analysis to Improve Incident Reporting in an Ambulatory Care Setting

Brief Description of Project:

The organization’s incident reporting system does not provide sufficient data to guide clinical
teams to make improvements in workflow to reduce errors. Supervisors in the organization are
asked to provide follow-up information, including details about the incident that had not been
included in the initial report and results of Root Cause Analysis (RCA). Supervisors do not
provide a consistent level of quality of feedback and rarely provide results of RCA. Supervisors
have not all been trained in conducting and documenting results of incident report follow-up,
including Root Cause Analysis (RCA). The project will be done in three phases.

e Phase 1 — Design and pilot data collection tool. Review literature for taxonomy and
common data elements collected with incident reporting systems, conduct team
meetings to review historic incident reports and determine what additional data
would have been useful to collect, then develop and pilot the data collection tool.
The data tool will include a place for documentation of RCA.

e Phase 2 — Train supervisors. Hold four-hour classes for small groups of supervisors to
teach them how to conduct and document RCA and how to collect data to fill out the
data collection tool. Approximately ten classes will be needed to accommodate all
supervisors. The classes will contain instruction and examples of real-life scenarios
for participants to use to lead teams of RCA investigations and to practice
documenting the findings on the incident report documentation tool. To determine
the effectiveness of the class, the responses on the practice tools from one scenario
will be graded to determine whether the participants are able to complete them
successfully with the expected responses, including the correct documentation of
RCA. The participants will be asked to complete a question regarding confidence with
completing incident report follow-up, including RCA, using a Likert scale at the
beginning and the end of the class to measure whether the class increased participant
confidence with completing incident reports, including RCA.

e Phase 3 — Implement tool and collect and use data to develop recommendations for
process improvements. Assign responsibility for incident report follow-up, including
RCA, and send supervisors the data collection tool to complete and file with the
incident report. Extract data from tools to aggregate and analyze. Share results with
Safety Committee. The project lead is the Chair of the Safety Committee. The Safety
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Committee will assign workgroups to use data to generate suggestions for workflow,
documentation, or other system improvements. Collect data on number of
suggestions submitted to Safety Committee.

A) Aim Statement:

This is a project to improve incident reporting data collected at _

- by first developing an enhanced incident reporting tool including a place to document
RCA, and then teaching Root Cause Analysis and specifics of data collection needed to
complete the tool to supervisors in order to improve the data collected from incident reports.
By enhancing the data collected from incident reports we hope to provide actionable
suggestions for improvements in workflow, staffing, training, or documentation systems.

B) Description of Intervention:

e Phase 1 Part 1 — three weeks — Review literature, hold team meetings to determine
what data should be collected from incident reports, and develop data collection tool,
including a place to document RCA.

e Phase 1 Part 2 — two weeks —Pilot data collection tool for certain types of incidents, and
revise tool as needed.

e Phase 2 — four weeks — Conduct 4-hour classes for supervisors to learn RCA and how to
use the tool to document the results of incidents. Collect responses to Likert-style
question about confidence with completing incident report follow-up, including
conducting RCA, before and after class. Test participant learning by evaluating
responses on the data collection form after being presented with an incident
scenario.

¢ Phase 3 — six weeks — Send tool to supervisors when incidents occur and support
supervisors in filling out the tool. The data collected will be shared with the Safety
Committee and workgroups will be assigned to develop recommendations for
systems change. The Project Lead is the Chair of the Safety Committee and will assign
the workgroups. The number of recommendations submitted to the Safety
Committee will be tracked to evaluate effectiveness of the tool.

C) How will this intervention change practice?

Having enhanced documentation and RCA consistently done as a part of incident report
follow-up will provide data for workgroups to analyze and use to suggest enhancements for
documentation, training, or workflow. The end result will be safer care for patients and a
safer environment for staff.
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D) Outcome measurements:

e The supervisors will achieve a score of 90% in correct completion of the tool, including
RCA, with the expected answers from a practice scenario at the end of the training
session.

e The supervisors’ reported confidence with completing incident report follow-up,
including conducting RCA, immediately before and after taking the training class will
increase by 20%.

e Supervisor compliance with using all aspects of the tool, including RCA, will increase by
20% when assigned incident report follow-up over a six week period.

e The number of systems change suggestions brought to the safety committee as a result
of enhanced incident reporting will increase by 10%.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the criteria

outlined in federal guidelines will be used: (http://answers.hhs.gov/ohrp/categories/1569)

X This project meets the guidelines for an Evidence-based Change in Practice Project as outlined in the

Project Checklist (attached). Student may proceed with implementation.

Crhis project involves research with human subjects and must be submitted for IRB approval before

project activity can commence.
Comments:

EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES or NO to each of the following statements:

Project Title: Teaching Root Cause Analysis in an Ambulatory Care Setting YES NO

The aim of the project is to improve the process or delivery of care with X
established/ accepted standards, or to implement evidence-based change. There is
no intention of using the data for research purposes.
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The specific aim is to improve performance on a specific service or program and is
a part of usual care. ALL participants will receive standard of care.

The project is NOT designed to follow a research design, e.g., hypothesis testing
or group comparison, randomization, control groups, prospective comparison
groups, cross-sectional, case control). The project does NOT follow a protocol that
overrides clinical decision-making.

The project involves implementation of established and tested quality standards
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT
develop paradigms or untested methods or new untested standards.

The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and experience.

The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.

The project has NO funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.

The agency or clinical practice unit agrees that this is a project that will be
implemented to improve the process or delivery of care, i.e., not a personal
research project that is dependent upon the voluntary participation of colleagues,
students and/ or patients.

If there is an intent to, or possibility of publishing your work, you and supervising
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “This project was undertaken as an Evidence-
based change of practice project at X hospital or agency and as such was not
formally supervised by the Institutional Review Board.”

ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an Evidence-
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based activity that does NOT meet the definition of research. IRB review is not required. Keep a copy

of this checklist in your files. If the answer to ANY of these questions is NO, you must submit for IRB

approval.

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human Research

Committee, Partners Health System, Boston, MA.
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STUDENT NAME (Please print):

Lisa Duncan

DATE_9/2/17

Signature of Student: 9{0 @
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SUPERVISING FACULTY MEMBER (CHAIR) NAME (Please print):

Signature of Supervising Faculty Member (Chair):

_Dr. Marjorie Barter DATE_9/2/17
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Appendix W

Variance Log
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Planned Work

Work Done

Reasons for Variation

Development of data collection tools specific
for incident type and pilot tested before class
instruction

Data collection tools generic for employee
incidents and general incidents revised
during instruction period using feedback
from class participants

Unable to find guidance for developing tool
and was given template by worker’s
compensation insurance provider.
Insufficient feedback from team members to
do adequate revisions before classes started.

Tools completed by class participants scored
to determine effectiveness of training to
impact supervisors’ ability to complete tool
correctly

Tools evaluated for completeness of each
section

Class participants lacked knowledge in basic
elements of incident repot process and found
most value in discussion and information-
sharing, so completion of the tool was not
emphasized

Data collection period planned to be six
weeks

Data collection period extended to 24 weeks

There were few incidents for which the
project lead felt use of the tool was
appropriate in six weeks. The SVPGC
supported use of the tool, so the collection
period extended until just before the
quarterly Safety Committee meeting.

Results presented at Safety Committee will
generate suggestions for countermeasures

No suggestions generated

Training only partially effective. Not all
supervisors completed training. Some
supervisors delegated tool completion to
staff involved in incident. Safety committee
members did not feel empowered to suggest
organization needs to develop safety culture




