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Learning Objectives

| Define Root Cause Analysis

' Identify how RCA is a valuable tool for QAPI

' Identify some key concepts in the RCA process

1 Describe when/how to conduct a root cause analysis for a fall event.
' Identify key contributive factors when reviewing a fall event.

' Identify the regulation related to fall prevention

i Evaluate outcomes from using root cause analysis.

Polling Question #1

Is the following statement
true or false?

All falls are
avoidable.
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F689- Accidents

AThe facility must ensure that the resident environment remains
free of accident hazards as is possible; and

AEach resident receives adequate supervision and assistance d¢
to prevent accidents

F689 Accidents

A Intent:
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hazards over which the facility has control an provides supervision and
assistive devices to each resident to prevent avoidable accidents. This
includes:

A Identifying hazards and risks

A Evaluating and analyzing hazard(s) and risk(s); and

A Implementing interventions to reduce hazard(s) and risk (s); and

A Monitoring for effectiveness and modifying interventions when necessary.
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State Operations Manual (SOM) Definitions

A Accident, any unexpected or
unintentional incident which results
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resident

A Avoidable Accident, means that an
accident occurred because the
fare i it ai seyd .
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SOM Definitions (cont.)

A Unavoidable Accident, means that ani.f v 3
accident occurred despite sufficient &
and comprehensive facility systems i
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A Assistance/Assistive Device, refers to
any iteméused by,
resident to promote, supplement, or
enhance the resid
safety.
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SOM Definitions (cont.)

A Fall, refers to unintentionally
coming to rest on the ground,
floor, or other lower level, but not
as a result of an overwhelming
external forceé A
injury is still a fall.

A Hazards, refer to elements of the
resident environment that have the
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SOM Definitions (cont.)

ARisk, refers to any external factor, facility characteristic (e.g., staffing or
physical environment) or characteristic of an individual resident that
influences the likelihood of an accident.

ASupervision/Adequate Supervision, refers to an intervention and means of
mitigating the risk of an accident. Facilities are obligated to provide
adequate supervision to prevent accidents. Adequate supervision is
determined by assessinge

A Staffing, competency and training of staff, and the frequency of supervision needed
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Fall Factors

A Hazards A Weakness, deconditioning
A Footwear (unsafe or absent) A Poor balance
A Medical conditions A Functional impairments
A Changes in condition (acute) A Gait disorders
A Medications A Cognitive impairments
A Orthostatic hypotension A Pain
A Incontinence

Example of Facility Noncompliance

A The facility failed to reassess the
resident and his fall risks, determine
root causes of fall, and revise the
care plan interventions if indicated,
for a resident who fell, sustaining
only a bruised forehead.

This Photoby Unknown Author is licensed under BY-ND



http://www.campbellpropertymanagement.com/blog/2017/05/30/rembaums-association-roundup-floridas-newest-non-native-invasion-overnight-rentals/
https://creativecommons.org/licenses/by-nd/3.0/

9/17/2021

SOM Guidance

A A Systems Approach
A A consistent application of a process to address identified hazards and/or risks
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A Identification of Hazards and Risks
A Evaluation and Analysis

A Implementation of Interventions

A Monitoring and Modification

A Supervision

Polling Question #2

Adequate supervision can be determined by assessing which of the
following.

An. Staffing, competency and training of staff, and the frequency of
supervision needed.

AB. Staffing, review of the regulations, and competency and training of
staff.

Ac Competency and training of staff, facility policy, and staffing.
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Root Cause Analysis
Why is it Valuable?

Kim Hoeft RN /Yvonne Burston RN

Superior Health members MPRO, MetaStaStatls
4 Health organized as Lake Superior Quality Innovation
Network work in partnership with patients, providers,
‘ and practitioners across organizations and care settings
to achieve national quality goals. Lake Superior Quality
SUP(EUE'!SE“;IEALTH Innovation Network (QIN) serves:
3 states: Michigan, Minnesota and Wisconsin

Nearly 2,500 health care organizations

More than four million Medicare beneficiaries
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What is Root Cause Analysis (RCA)?

A A structured process used to determine why an unexpected or unintendec
outcome (an event) occurred and what can be done to prevent it form
happening again

A A tool for quality improvement

A A teambased investigative approach that focuses on systems and processs
and their impact on individual behavior

Value of RCA
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A Engages staff in analyzing why events occur
A Promotes change in culture through encouraging@undive approach

A Guides teams to measure the impact of changes made as the result of ar
RCA

A Improves resident safety
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Contrasting Approaches

Less Effective More Effective

A Focus on individual blame A Focus on conditions / systems that
RPTRiSeTrors influence individual performance

A Expectation of perfect performance A Learn form errors and change systems

S : . A Expectation of professional
A Use discipline or education as main performancérealize human

actions to prevent recurrence limitations

A Base actions on root cause findings
generally a change in the process

RCA Process

A Identify the event

A Select the team

A Describe the evenwhere did the breakdowns occur
A Identify all factors

A Identify root causes and contributing factors

A Create change by designing and implementing process and system chang

A Measure to determine results

10
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Key Concepts In Root Cause Analysis

Systems and Processes

A Process
The steps to be followed
Often guided by policies and procedures
A Systemthe combinations of
Processes
People / culture

Environment / equipment

11
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Systems Thinking

Belief that the parts of a system can be best understood through how th
relate to each other, rather than in isolation

Requires critical thinking skills to analyze, synthesize and evaluate
information

Theories that relate to RCA

A Human Factors
A Tunnel vision

A Swiss cheese

12
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Human Factors

A’ The elements that influence the performance of people operating
equipment or systems, including behavioral, medical, operaticladiask
machine interface and work environment factors

A These elements include both physical and cognitive abilities

Predicting Human Error

Activity Probability

Misreading a label

Simple math error with self-checking

Monitor or inspector fails to detect error

0.003

0.03

0.1

Error in high stress situation requiring rapid action 0.25

or multiple actions are occurring rapidly

13



9/17/2021

Human Factors Engineering

A Human factors engineering seeks to improve performance by designing
systems that are compatible with our perceptual, cognitive and physical
abilities.
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into an unintentional error

A Avoid designs that force users to make an extra effort to interact
successfully with an interface or device

Relevance to RCA

Human Factors teaches us to:

A Avoid reliance on memory and vigilafese protocols and checklists)

A Simplify processes

A standardize procedures to reduce unintended variation
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Tunnel Vision

Possibility 2

Actual
Outcome

Possibility 1

Getting Inside the Tunnel

A Avoid hindsight bias
Hindsight is 20/20
A Understand why actions made sense at the time

A Understand all potential outcomes cannot be realized

15
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Relevance to RCA

The point of the RCA process is to understand why people did what they
did 0 not to judge them for what they did not do

Getting inside the tunnel allows us to fully understand why individual
actions were felt to be reasonable at the time

Swiss Cheese I\/Io’

Barriers designed to prevent errors are like multiple slices of Swiss chees

No barrier is perfect
Holes continually vary in size and position

Errors or failures occur when all holes in each of the slices momentarily
align

16
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Potential losses
(People & Assets)

Hazards
| 4

Potential Losses
(People & Assets)
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The Holes /

The holes in the Swiss cheese represent These Latent Conditions increase
Latent Conditions likelihood ofActive Failureswhich are:

- These are prexisting factors and conditions - Errors that occurs at the level of the

that combine to cause an undesirable event, e.g., frontline operator (healthcare professional,
excessive noise, stress, difficult to clean areas. visitor or patient) and whose effects are felt
almost immediately, e.g. medication errors,
back injuries, slips and falls

Latent conditions can be present for long
periods before they are recognized

Active failures are on the sharp end
of the system

Relevance to RCA

A A root cause will typically be a process or system that can be redesigned
order to reduce risk

A Latent conditions over which we have control are often root causes

A Active failures are rarely root causes
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