Care Coordination Quickinar Series 3:
Gap/Root Cause Analysis (RCA)

Lindsay Holland, Director, Care Transitions
Jenna Curran, Quality Improvement Specialist
Health Services Advisory Group (HSAG)
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OBJECTI)

e Discuss and identify the
components of the Gap/RCA tool.

e |dentify other resource audit tools:
— 7-day audit tool )
— Patient interview
— 5 whys |
— HSAG data reports
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. Assessment: Complete the care transition
assessment and RCA to identify your . -
program’s strengths and opportunities A journey together
for improvement. to make a difference
. Strategy Selection: Evaluate findings,
review resources, and select the most
appropriate strategy to address your gap.

. Implementation: Develop a strategy tree
and implement tactics.

. Monitor Results: This is how you can
determine if the strategy is working and
make adjustments to your intervention
accordingly.

. Learn: Attend HSAG Care Coordination
quickinar sessions to learn from subject
matter experts.
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Root Cause Analysis

Aaron Cross
Instructor, Think Reliability
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Care Coordination
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Care Coordination Toolkit
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2 Gap Analysis

Organization:
About Gap Analysis

1. Five Key Areas Known to Reduce Avoidable Readmission (PDF)

2. Typical Failures in Discharge Planning (PDF)

3. Top Evidence-Bazed Interventions (PDF)

4. Care Transitions Azsessment—Acute Care, download and complete.

Care Transitions Asseszment—Emergency Depariment, download and complete.

n‘wemu\s'. |
Audit Chart 708
Care Transitions Azsseszment—5Skilled Mursing Facility, download and complete.

5. Gap Root-Cause Analyziz (PDF)
Gap Root-Cause Analysis (filable PDF)

Gap Root-Cause Analyzis (Word document)

6. Gap Root-Cause Analyziz Sample (PDF) mquu:::";‘:‘ gﬁ:“;“d

3 Tools to Support Gap Analysis
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Care Coordination Toolkit
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Tools to Support Gap Analysis

Ab
out Tools to Support Gap Analysis (PDF)

1. 5Wh
. ys Tool for Root-Cause Analysis (PDF fillable form)
- 5'Wh
ys Tool for Root-Cause Analysis—Sample (PDF)

3. 7-Day Readmissi
ion Checklist and Audi
it Tool and Instructi
ons (PDF)
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7-Day Readmission Chart Audit Tool
index admission dates, through JReadmission dates through

_ {sthis readmission relatedto the previous admission?Yor N
15 this 2 hospital penalty related condition?
ifyes, circle one: Acute Wi f HF /PN JcopD/ CcABG/ EIect‘weTKAﬂHA’
\f no, is readmission reasonlisted8s @ comorkid condition on the index admission? Yor N
What isthe ad rnission SOUree (circle ong)? Home { home health agency (HHAY/ skilled nursing facility
{SNF) / hospice ! Jong-termacute care/ inpatient ;ﬁvchiatric{ inpatient rehabilitation
. How many d3 between dischargeand readmission {cl rcle onej? 0-1, 24, 0 57
" How many times was the patientin the hospital inthe fast 6 manths {ci rcle onel: 0-3,4-7, 211,12+
. How many times was the patientin the ED inthe last® months (circle one): 03,47, 811,12+
. Isthe patientona high-risk medication? 1fyes, circle onet anticoagulant / diabetic agent/ opioid
. pischargedon sevenor More redications? Y of N
9. Whatisthe reasonfor rea dmission? Checkall that apply:
O Chronic wnditionfexacerhaticn of disease process
Post—operativecomplicaﬁon {wound healing, infection, sepsis)
post-discharge challenges identified (lack of transport, finances, housing, medical
care)but not evaluated for of linkad to available resources
patient/fa milly/caregiver did not understa nddischargeinst ructions
patient/family/c3 regiver did not obtain mdications[supﬂies
patient/family/ca regiver did not agreewith nigher level of care recommended at
previous discharge {refused HHAOr SNF)
[0 Discharg? services arra nged/made Were not followed throughby service provider.
f checked, add servicels) arranged here:
O patientleft against medical advice (AMA) from previous admission

opno 00

10. Did patienthave validated primary care physician {PCP) assign ment at previous discharge? YorN

4. Readmission | i
nte i i
rview with Patients, Family Members and Care T M
eam Members (PD

[ ifyes, was afollow-up appaintment made with patient’s pCe or specialist at previous
dischargaand documented in discharge instructions?Yor N
[ Did patientkeep schedulad follow up appuintment? YorN
1 i no, why [circle ane)? Felt better, did not shcwfcancelled, notransportation,
financial barrier, rea dmitted prior to the appointment, date, orother ____

11, Did patient comply With medication orders aftar discharge? YOF N

0 ifng, why fcircle ane)? No transportation, financial harriers/lackof resources, did not wa nt
+o fill, filled but not taking, had <omething similat 2t home, o other,

12. Toidentify if other patterns of trends exist, indicate:

a. Discharge unit

b. Hospitalist Eroup. Discharging physician
. What day of the weekwasthe patient discharged {circle one)?
sun Mon Tues wed Thurs Fri sat

13, Wasan avaluation of discharge needs documented by case management on theindex admission? Y orN
14, Were there enargency room ar abservation visits petweenthe index admission and readmission? Yor N

www.hsag.com/cc-toolkit

completedby: Date: Follow-up action:

| mfarction lM\i,Mhiu’e{lﬂ. pnu-mlﬁ oM, chranic ohstructve pulmonary disease (COPDY.
coronary imrvaassgraﬂ{mm),wdlﬁu‘mﬂ ke arthrophasty (THA/TRA!
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Care Coordination Toolkit Steps

1 Journey to Success

1. Define a problem; be specific.

2. Ask why this problem occurs and list the reasons in Box 1.

3. Select one of the reasons from Box 1 and ask, “Why does this occur? List the reasons in Box 2.

4. Continue this process of questioning until the team agrees the problem’s root cause has been identified.
If there are no identifiable answers or solutions, address a different reason.

Define the problem:
. ‘Why does this occur?
2 Gap Analysis n
3 Tools to Support Gap Analysis z
About Tools to Support Gap Analysis (POF) 3,
1. 5 Whys Toal for Root-Cause Analysis (PDF fillable form) _m
2. 5 Whys Tool for Root-Cause Analysis—Sample (PDF) 4. L
3. 7-Day Readmission Checklist and Audit Tool and Instructions (PDF)
4. Readmission Interview with Patients, Family Members and Care Team 5 ._m
Roaot Causes:

To volidote root cowses, ask: Iif youw remowved this root couse, wowld this event or problem have been prevented?

i HSAG 3
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Performance Dashboards

Landing Page

Summary | Measures

Affiliation

Tabular Data

Comparisons

[camy

Comparisons Over Time

Discharge Distribution

Measure

| Rezdmizsions: All-Cause - |

The time period for this dashboard is 08/01/2020- 07/31/2021

Days to Readmission

If & rate iz not available, an N/R (no rate) is displayed.

Steps to download your reports:
1) Select download
2) Select file format

5 ") view: Original

& Edit

Og Share

m Download

Select your file format.

Image

Data

Crosstab

PDF

PowerPoint

Tableau Workbook

https://qiip.hsag.com

" —
: : 30-Day Readmits to 30-Day Readmits to 8-14Days 1521 Days 22-30 Days
- - Same Hospital Different Hospital
Setting 30-Day Readmit Discharges Readmits L) N %
Discharged To™ Rate Within 30 Days
Home 15.55% 939 146 82 56.16% &4 43.84% 17 1164% 30 20.55% a7 32.19% 30 20.55% 22 15079
Nl SNF 20.58% 545 113 65 57.52% 43 42.48% 15 13.27% 24 21.24% 30 26.55% 16 14.16% 28 24789
' I ' HHA 17.42% 287 =) 30 60.00% 20 40.00% 8 16.00% 8 16.00% 13 26.00% 12 24.00% 9 18,007
IRF 17.75% 169 30 23 76.67% r 23.33% 2 6.67% 1 333% 10 33.33% 8 26.67% 9 30000
Other 467% 107 5 2 40.00% 3 €0.00% Q 0.00% 1 20.00% 2 40.00% 1 20.00% 1 20009
Total 16.77% 2,051 344 202 58.72% 142 41.28% 42 12.21% 12 18.60% 102 29.65% 67 19.48% 69 20.06%
*SNF=Skilled Mursing Facility, HHA=Heome Health Agency, and IRF=Inpatient Rehabilitation Facility.
Download X
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1 Journey to Success

2 Gap Analysis

3 Tools to Support Gap Analysis

About Tools to Support Gap Analysis (PDF)
1. 5 Whys Tool for Root-Cause Analysis (PDF)
5 Whys Tool for Root-Cause Analysis (FDF fillable form, coming soon)

pital stay-

ing Y {asthos

2. 5 Whys Toal for Root-Cause Analysis—Sample (PDF)
3. 7-Day Readmission Checklist and Audit Toel and Instructions (PDF)

4. Readmission Interview with Patients, Family Members and Care Team Members (PDF)
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e An RCA is the next tool (following the assessment)

required to identify and prioritize opportunities
for improvement.

e Now the team should map the goals, strategies,
tactics, and tasks to achieve the improvement.

HSAG has the tools to help you.
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bit.ly/cc-quickinars

Strategy: lement teach-back training and ensure the use of teach-back for super-utilizers.

Strategy Tree Sample

Goal: By the end of er 4 of 2 reduce readmissions amon;

-utilizers from the 28

ent baseline rate to 23 ent.

1. Provide educationto | A. Develop education on super utilizers. | A. Sally— 9/30 * Characteristics of Super
RNand CM staff B. Provide education atan all-staff B. Joe—10/16 Utilizer PowerPoint
regarding identification meeting. C. Mary—10/15
of super-utilizer patients. | C. Provide researchrelated tosuper

utilizers and readmissions.
2. Develop and A. Create training materials (agenda, A. Mark—10/10 * Teach-backtraining slides
implement teach-back slides, handouts, role play scenarios, | B. Mary—9/25 * Teach-backstartersentences
training. evaluation, etc.). C. Brenda—9/30 and pocket guides

B. Schedule training dates/times. = Plain language handout
C. Print flyers and create messaging to = HealthServices Advisory
promote training to staff. Group (HSAG) teach-back
flyers

3. Observethree staff A. Identify observation tool. * Sally—10/10 * HSAG teach-backcompetency
members per shift B. AssignaCM and RNto observe 3staff | »  Joe—10/20 check list
providing discharge members per shift. *  Mary—10/30
education. C. Collect TB observations and evaluate

key findings.
4. Conduct monthly A, Perform weekly audits. A. Sally—COB Friday every week
trending of super utilizers | B. Make follow-up calls to patients to B. Brenda—11/15
inthe emergency evaluate patient understanding.
department.
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Care Coordination During a Pandemic V Measuring Progress | QlIP Performance Dashboard
Tuesday, January 18, 2022 | 11:00-11:30 a.m. PT Tuesday, April 19, 2022 | 11:00-11:30a.m. PT

Care Transitions Assessment Overview V The Role of Health Equity in Care Coordination
Tuesday, February 1, 2022 | 11:00-11:30 a.m. PT Tuesday, May 3, 2022 | 11:00-11:30 a.m. PT

Gap Root-Cause Analysis (RCA) The Impact of Health Literacy

Tuesday, February 15,2022 | 11:00-11:30a.m. PT  Tuesday, June 7,2022 | 11:00-11:30 a.m. PT
Strategy Tree Development and Implementation Teach-Back: A Strategy to Impact Health Literacy
Tuesday, March 1, 2022 | 11:00-11:30 a.m. PT Tuesday, July 5, 2022 | 11:00-11:30 a.m. PT
Readmission Super Utilizers Community Collaboration Meetings

Tuesday, March 15,2022 | 11:00-11:30 a.m. PT Tuesday, August 2, 2022 | 11:00-11:30 a.m. PT

Hot Spotting and Resources
Tuesday, April 5,2022 | 11:00-11:30 a.m. PT

REGISTER NOW! More info at: https://www.hsag.com/cc-quickinars
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Complete the care transitions assessment
(if you haven’t already).

ldentify 1-2 gaps in your completed
assessment you want to focus on.

Complete an RCA to identify factors
contributing to gaps.

—
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We want this call to be meaningful
to you, so we need your input.

At the end of the webinar, you will
be asked one question to
determine if this call equipped
your organization to begin
implementing care coordination
practices.
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Thank youl!

Lindsay Holland Jenna Curran
818.813.2665 480.232.5433
lholland@hsag.com jeurran@hsag.com
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£ Quality Improvement S e

- Organizations HEALTH SERVICES

‘% Sharing Knowledge, Improving Health Care, HSA ADVISORY GROUP
CENTERS FOR MEDICARE & MEDICAID SERVICES \—————

This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation Network-Quality
Improvement Organization (QIN-QIO) under contract with the Centers for Medicare & Medicaid Services
(CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views expressed in this
material do not necessarily reflect the official views or policy of CMS or HHS, and any reference to a specific
product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.
Publication No. QN-12SOW-XC-02102022-01
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