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Learning Objectives
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ARecognizahe importance of the RCnodel

ALearnhow to operationalize important R€Aomponents, such as
Immediate postevent action, from huddle to debrief to fact finding

AApplythe RCAinvestigational model while enhancing efficiency
and developing sustainable improvements

AUseRCA data collected to identify trends and opportunities for
early intervention, and move to a more proactive approach
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“Mission
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0 & Upgatents/asdSHeiafanglids we adaiNtd deliver
the very best healtltarein a safe, compassionate environment; to advance
that care through innovativeesearchandeducatiory and to improve the
health and weHlbeing of the diverseommunitiesg S
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Hospital Statistics 2016

Licensed beds: 1,011

Inpatient admissions: 49,716
Births: 3,814

Emergency room visits: 108,759

Outpatient visits: 1.5 million

Employee Statistics

Founded in 1811, the 3rd oldest general hospital in the U Physicians: 2,423
oldest and largest in New England PhDs: 922

Original and largest teaching hospital of Harvard Medical €!lows: 1,386
School Officials and managers: 1,471

_ Registered nurses: 5,084
Level 1 Adult Trauma Center, Level 1 Pediatric Trauma Ci Other professionals: 4,538

and Level 1 Burn Center Designated as a Magnet hospité Technicians: 2,327

the highest honor for nursing excellence awarded by the ~Administrative support: 3,914
American Nurses Credentialing Center Skilled trades: 161

In addition to the main hospital campus, health centers in Service workers: 3,396
Charlestown, Chelsea, Revere and the North End of Bost 0tal émployees: 25,622
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" Massachusett&eneral Hospital

A
A
A

ln 2y ! ®{ d bSsa
Consistently on top (of 5,000 hospitals evaluated) since survey began in 1990
Only hospital ranked in all 16 specialties on the annual Honor Roll 16

Multidisciplinary Care Centers
Unite specialists across the hospits
to offer patients comprehensive,
state-of-the-art medical care and
the best possible outcomes
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Research

A Largest hospitabased research program in the US
annual budget of $850 million

A Research interwoven throughout more than 30
institutes, centers and units 30

A Research conducted with the support and guidang

of the Mass General Research Institute
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FY2016 Direct + Indirect Research Revenue Including Other Science = $850M

Internal: $162; 19% [:] Private Foundation
7 $42; 5%

Other Federal
: $63; 7% $30; 4%

Other Science
$18; 2%

DHHS: $353; 42%

Public Foundation
$31; 4%

State/Local
$3; 0%
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" MGH Lawrence Center for Quality & Safety

EDWARD P. LAWRENCE
CENTER FOR QUALITY AND SAFETY

qualityandsafety.massgeneral.org

AEstablished in 2007

Alnnovate and keep the Q&S scope
ambitious

ASupport the experts

ADevelop a disciplined
management approach

@ MASSACHUSETTS

e AData and improvement hub

EDWARD P. LAWRENCE CENTER FOR QUALITY & SAFETY

The Edward P. Lawrence
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Lawrence Center Areas of Expertise

Clinical Qua"ty
Compliance Management Process Affiliate Q&S | Research and
Risk Analytics and@ Improvement Advisory Education

Management Reporting

Partnerships with Patient Care Services, Infection
Control, and Clinical Departments

The Edward P. Lawrence
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RCAZ Qverview and Evolution

(10 minutes)
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ARCAat MGH

ADevelopment of our RCAlow Map
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AReleased June 2015 by NPSF

AUpdated January 2016
RCA?
] ] ] Improving Root Cause
AEmphasizes 3 main points: Analysesand fictions
to Prevent Harm
ABeprompt and punctual

Aldentify true contributing factors
AMake your action planeffective

%NPSF National Patient Safety Foundation

268 Swummer Street | Boston, MA 02210 | 617.391.9900 | wunwe.npsf-org
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" A
" RCA - The Steps

Almmediate Actions

ACare for the patient, make the
situation safe and sequester
equipment

AWwithin 72 hours

Aldentify RCAcore team, begin
fact finding, developing causal
statements and identifying
solutions

AWithin 30 days and beyond

Almplement, measure and give/get
feedback

The Edward P. Lawrence
Center for Quality & Safety

Figure 2. Individual RCA? Process /\/

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

The RCA” team is not usually
responsible for these activities.

_______j_t___

—

= Event hazard,
system vulnerability

Risk-based
pricritization

What happened?
Fact finding and flow
diagramming

\__—/‘ﬁ/_—\

Development of
causal statements

Il

|dentification of solutions
and corrective actions

Implementation

1l

Measurement

1l

Feedback

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

Patient safety, risk or quality management is
typically responsible for the pricritization; for con-
sistency one person is assigned responsibility for
applying the risk matrix. See Appendix 1.

72 hours
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.
Managers/supervisors respansible for the
processes or areas should be invited to provide
feedback for the team's consideration.
See Appendix 2 for suggested Triggering
Quastions.

See Appendix & for the Five Rules of Causation.

Fatients/families and managess/supervisors
responsible for the process or area should be
provided feedback and consulted for additional
ideas; however they should not have final ded-
sion authority over the team's work. See Figure 3

for the Action Hierarchy.
3045 days

A rasponsible individuwal with the zuthority to act,
nat a team ar committee, should be responsible
for ensuring action implementation.

Each action should have a process or outcome
measure identifying what will be measured, the
expected compliance level, and the date it will be
measured. An individual should be identified wha
will b responsible for measuring and reporting
on action effectiveness.

Feedback should be provided to the CEO/board,
sarvice/departmeant, staff involved, patient andfor
patient’s family, the organization, and the patient
safety organization (if relevant).

MASSACHUSETTS
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I\./IGH Root Cause Analysis Time |

Root Cause Analysis (RCA)
established as the
methodology required for
analysis of adverse events
by The Joint Commission
(TJC).

April 1998l

June 2015TJan. 2016

CQS Patient Safety
Team Retreat for gap
analysis between
current process and
RCA2

Jan.2o;t

Sept. 2014

RCAZ2: Improving Root Cause
Analyses and Actions to
Prevent HarmReport issued
by the National Patient Safety
Foundation (NPSF)

The Edward P. Lawrence

“To address this mistake we must use root-cause
analysis. I’ll begin by saying it’s not my fault.”

Sept. 2016Present

CQS hostEssential Skills
for Quality Leadersand
RCAZ2 is introduced and
taught

MASSACHUSETTS
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Event, Hazard, System
Vulnerability Occurs

|

‘Within minutes to howrs after event

Immediate Post-
Event Huddle

RCA2 Timeline and Checklist

Goal: This debriefingisto ensure that immediate safety concernsare
addressed and to begin the healing process for patients, families, and staff

Facilitator(s): Local unit staff

Immediate Actions:

1. Make the situation safe

2. Care for the patient/family and
identify someone to
communicate with the family

3. Sequesteranyinvolved
equipment, materials, capture

Mext Steps:

1. FileSafety Report

2. Motify key
leadership

3. Plan fordebriefing
to occur within 12-
24 hours after event

‘Within howrs ta 72 hours

Post-Event
Debriefing, Fact
Finding and/or

Interviews

RCA2 Meetings and
Process

manitor disclosure
4. Ensure staff support

Goal: This debriefing/factfinding processisto dewvelop the timeline of the
eventand to collectand analyze the facts of the event. Just culture principles
will always be followed.

Facilitator(s): CQS & Quality Chair(s)

Fact Finding Checklist

O  Provide a brief update on the patient's condition and the status of
each team member.

O  Identify staff involved and conductinterviews either 1-1 or in small
groups initially.

O Bringtogether a larger group to describe the eventusinga
chronological flow diagram or timeline- Identify gaps in knowledge
about the event.

O Ewvaluate equipmentor products invalved and wisit the location of the
event, if needed to understand workspace and environment

J Identifyinternal documentsto review (i.e. policies, procedures and
medical records).

O Include patients, family, or a patient representative as appropriate to
enszure athorough understanding of the facts.

2  Identify and acquire appropriate expertise for RCA2 meetings.

Goal: Typically a single RCA2 team is responsible for the entire review

process and becomes the “core team.” This group should be multi-

departmental and have subject matter experts. Multiple meetings of 1-2

meeting will be needed to develop causal statements and identify solutions

and corrective actions.

Facilitator(s): CQS & Quality Chair(s)

RCA2 Meeting Checklist

O Reviewthe facts and timeline produced fromthe fact-finding
meetings and debriefs.

O Develop causal statements using the five rules of causation and
create a cause and effect diagram

O Identify solutions and corrective actions
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