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OBJECTIVE

 Describe an action hierarchy.

* Discuss the use of an action
nierarchy.

 Explore how to complete an
action hierarchy.
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e Start with other tools to identify the problem.

— Root cause analysis

— Fishbone diagram Quality and Safety
| Series
— Five whys

Templates available at:
hsag.com/hqic/quality-series

e Use correlative data and information as the
foundation to build your problem statement.

* |dentify interventions or corrective actions.
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Quality Improvement = Action

* Goes beyond identifying a problem

* Use tools to identify appropriate
actions and interventions

|
— Critical to Quality Tree
— Driver diagrams
— Future-state mapping  Quality and Safety
Series -

Templates available at:
hsag.com/hgic/quality-series
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Prioritization Matrix/Eisenhower Matrix

. e . . A prioritization matrix tool that help areas of ity that are most Ranki
Prlorltlzatlon ished by level of i i i ion. Use group-think and e iques to rank each item_ Tt is key to focus on
the quick wins of high impact/low effort areas first, as well as elimi: delay the ti lowi igh effort items.

4 Quick Wins: High Impact/Low Effort

Matrix

Impact

Potential Projects: Low Impact/Low Effort

Major Projects: High Impact/High Effort

Time Consuming Tasks: Low Impact/High Effort

Effort

Potential
e
Effect

Potential
Failure
Mode

Potential
Causes

Severity

(SEW)

How severeis
the effect an
the customer?

‘what is the
impact on the
custamer if the
Failure mads i
not prevented
or conected?

hatisthe step? “what causes the stepto
g0 wrong li.e., how could

the failure mode acour)?

Inwhat ways

Dccurance

(occy

How frequently
is the cause
likely ta occur?

Current Process
Controls

wihat are the esisting
cantrols that either prevent
the failure mode from
oecurring or detect it shaould
itooour?

Detection (DET)

How probable is
detection of the fallure
made orits cause?

Rick Pri

Risk priority number oaloulated
35 SEVH OCCDET

y Number (RPN)

Action Recommended

*what are the actions for
redusing the ocourrence of
the cause of for impravingits
detection? Provide actions on
ll high RPN and on severity
ratings of Jor 10.

*Failure Mode and Effects Analysis

hsag.com/hqic/quality-series
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* Designed by the Institute for
Healthcare Improvement (IHI
* Part of the RCA? approach

Action — Root cause analysis and actions
Hierarchy

Template: Action Hierarchy Tool
Action Category Example Action
e
i G New devices with usability | Perform heuri utpatient blood gucose select the
require less reli- | lesting maost appropriate for the patient population being served.
anceon humans. e . a — - . T
toremember to Engineering control . i
pecform the tosk | (forcing function) the onrrest way (6, IV
Simplify p ysleps in a process.
Standardize on equipment | Standardize on the make and model of medieation pumps used throughout the institu-

or process tion. Use har eoding lor medication odminisiestion
Tangible i Participate in wnit interact with staffs support the RCA*
leaddership process; purchase needsd cguipment; ersure staffing snd workloud are haluneed.

Iutermediate | Redundancy Use two RNs to ilate high
Actions

Make float staff assist when workloads peak during the day.

decrease in workloud

Intermediate

Soflware enhancements, . .
Use computer alerts for drug-drug interactions.

modifieations
= = .
PCApumps; remove distractions for nurses
dtrcton hen programming melicston . c I o n s
Flueation using

training, nduct otfs in a simulatic with after
wilh periodic refresher and debriefing.
sessions and observations

a nd ssion cheeklists in operating raoms.
reprocessing flexible fiber aplic endoscopes.

Checklist/cognitive aids

Eliminate look- and

Do not store look-alikes next to one another in the unit medication room.
soundalikes
e ST e eE T
‘communication tools medication orders. Use a standardized patient handoff format.
Enhanced documentation, e
o ighlight medication name and dosc on IV bags.
Weaker dosage, another person reviews thei ion.
fstony Wamings Add audible alarms or coution labels.
(these tasks - =
roquire more reli- | New procedune, -
e ‘memorandum/poli Remember to cheele IV sites every z hours.
perform the task | s fhard e
correetly) sy S0

6 http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx ’{S__A__? Holc







ACTION CATEGORY EXAMPLE

) ) Replace revolving doors at the main patient entrance into

,;erzzléeg;tumlfphyﬁlcal plant the buikding wit poweared or swinging doors to reduce
patient falls.

Perform hewuristic tests of outpatient blood glucose meters
Mew devices with usability testing | and test strips and select the most appropriate for the
patient population being sanved
Stronger actions EIirl:linata use nf_unhrers:_al adaptors and periphera_l _
devices for medical equipment and use tubings/fitting

(these tasks require Engineering control (forcing that can only be connacted the cormect way (eg. IV tubing

hbusi;:er':{:::ucgﬁ:gmbm function) and connectors that cannot physically be connected fo
i porform the task segquential comprassion devices or SCOs).
comectly) Simplify process Remove unnecessarny steps in a process

Standardize on the make and modal of medication pumps
usad throughout the institution. Use bar coding for
meadication administration.

Participata in unit patient safaty evaluations and intaract
with staff; support the RCA® process; purchase neaded

aguipment; ensure staﬁing and workload are balanced.

e Each root cause should have at least 1
strong action.

* Isnot human dependent.
* Think physical and engineered changes.

Standardize on equipment or
process

Tangible imnvolvement by
leadership
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Intermediate actions

Redundancy

Use two RMs to indepandently calculate high-risk
medication dosages

Increase in staffing/decrease in
workload

Maka float staff available to assist when workloads peak
during the day.

Software enhancements,
maodifications

Use computer alerts for drug-drug interactions.

Eliminate/reduce distractions

Provide quiet rooms for programming PCA pumps; ramove
distractions for nurses whan programming medication

pumps.

Education using simulation-based
training, with pericdic refresher
sessions and observations

Conduct pationt hand-offs in a simulation lab/
ervircnment, with after action critigues and debriefing.

Checklist/cognitive aids

Use pre-induction and pre-incision checklists in operation
rooms. use a checklist when reprocessing flaxible fiber
optic endoscopes.

Eliminate lock- and sound-alikes

Do not stora look-alikes next to ona another in tha unit
medication room.

Standardized communication
tools

Use read-back for all critical lab values. Usae red-back
or repeat-back for all verbal medication orders. Use a
standardized patient hand-off format.

Enhanced documentation,
communication

Highlight medication name and does on IV bags.

e Each root cause should have at least 1

10

intermediate action.
e |s partially human dependent.

* Think electronic health record (EHR) alerts
and checklists.
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Weaker actions
ithesa tasks requira
more reliance on
humans to remember
to perform the task
cormactly)

Double checks

One parson calculates dosage, another person raviews
their calculation.

Wamnings

Add audible alarms aor caution labels.

Mew procedure/memorandum,/

policy

Remember to check IV sites every 2 hours.

Training

Demonstrate comect usage of hard-to-use madical
aquipment.

Is reliant on humans and human memory.

Weaker actions may have to precede
intermediate and strong actions—
education and training.

Think training, education, policies.

HSAG HaIC




* Education e Skills labs
* E-learning * Policies
* Training * Posters

.
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|deate

Problem: increase tn falls
Root cause: Falls occurred olwmg trawsfers with one person assustmg
Corrective Actlown: tmpLemewt standardized transfer protocol

Strong Actions  Intermeediate Actions wealker Actlons

Standard Education

Standard
i alls { n
qait eelt f Fatls braoeler New Policy a d
assessment Training

Two-person
EHR Falls
tr&f wsfe,r for Rick Alerts Beo Alarms
high risk




Quality Improvement = Action
Problem Statement - Root Cause - Actions

The Action Hierarchy is a tool to prioritize actions.
Part of the IHI RCA? strategy. |

There are 3 action levels:

— Strong actions (less reliance on humans)

— Intermediate actions

— Weaker actions (more reliance on humans) I o

Training and education is a weak action.
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Thank youl!

Questions: hospitalquality@hsag.com

This material was prepared by Health Services Advisory Group (HSAG), a Hospital Quality Improvement Contractor (HQIC) 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 document 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. XS-HQIC-QI-02162022-01
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