Component 12 /Unit 12

Application Activities

Activity 1

Discuss a health care error of which you are aware (either from personal experience, family or friend experience, or pulled from the newspaper headlines). Discuss how you would set up a root cause analysis team. Who would you include on the RCA team? What questions would you ask? What steps would you take to uncover possible causes of this error? What are possible outcomes of the RCA?

Objectives:  
Examine common themes in HIT design deficiencies

Apply QI tools to analyze HIT errors

Expected Outcome:  Students should be mindful of these points brought up in the Unit presentations: 

Factors to consider Root Cause Analysis include: 

· People (knowledge, skill, abilities) 

· Procedure 

· Equipment and facilities 

· Communication 

· Work conditions 

People and IT systems are subject to error. Health IT can assist in detecting and reporting errors so that we can learn from our mistakes. Voluntary error reporting systems are most effective in health care settings that embrace a culture of safety. 

Health IT professionals should be aware of the various types of error that can occur in the interaction of users with IT systems. 

Steps taken and format followed may include:
· Briefly describe event
· Mrs. A received blood intended for someone else

· Identify affected areas/services
· Blood Transfusion Service

· Medical/Nursing Staff

· Risk Manager/Quality Improvement Staff

· Assemble a team
· Manager, Transfusion Services

· Physician Chair of QI Committee

· Nurse managers, staff nurses

· QI, RM, patient safety representatives

· HIT representative

· Diagram the process (flow chart)
· As it was designed

· As it is usually done

· As it was done when event occurred

· Identify potential root causes, e.g.

· Flawed patient identification process

· Faulty patient-blood product verification process

· Inadequate staffing levels

· Inadequate orientation, training or competence assessment

· Prioritize root causes
· Evaluate whether these factors will cause harm in the future

· Design interventions that reduce this probability of harm and that have a high probability of being implemented as intended given available resources (Pham et. al, 2010)

· Develop action plan, e.g.

· Implement bar-code blood product verification system

· Responsibility: HIT Project Manager

· Implementation date: November 2011

· Measurement strategy: Collect data on patient misidentification errors related to blood product transfusion and compare to implementation rates.

· Evaluate results! 

Activity 2

Your hospital is planning to implement an online event reporting system. Discuss what features you should look for when selecting and implementing such as system. What other things need to be in place in order for this system to be successful?

Objectives:

· Explain how reporting errors can help to identify HIT system issues,

· Describe ways in which HIT can facilitate error reporting and detection

Expected Outcome:  Students answers should be in line with these points from the unit presentation:

· People and IT systems are subject to error. 

· Health IT can assist in detecting and reporting errors so that we can learn from our mistakes. 

· Voluntary error reporting systems are most effective in health care settings that embrace a culture of safety. 

· Health IT professionals should be aware of the various types of error that can occur in the interaction of users with IT systems. 

Online Event Reporting Criteria:
· Voluntary reporting of patient or provider/staff events or concerns 

· Accessible from any location 

· Include a broad range of event types 

· Catalogue events in a searchable database that facilitates trending, communication, and analysis 
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