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Objectives
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• Explain why and how fundamental change is necessary when creating action plans 
that help prevent repeat adverse events

• Analyze why a small-scale test of a proposed action plan is important for successful 
implementation

• Evaluate the Model for Improvement framework and how it can be integrated into 
your Root Cause Analysis work 

Gold Mine!
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https://www.usatoday.com/story/news/nation/2023/07/13/great-kentucky-hoard-gold-found-cornfield/70412118007/
Mintgov.com
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What is harm?
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https://oig.hhs.gov/reports-and-publications/featured-topics/adverse-events/

What is harm?
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https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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What is harm?

CALIFORNIA HOSPITAL ASSOCIATION 7

https://www.ihi.org/resources/Pages/IHIWhitePapers/IHIGlobalTriggerToolWhitePaper.aspx

What is harm?
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What is harm?
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https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=1279.1.&lawCode=HSC

Sources of harm
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https://www.who.int/news-room/fact-sheets/detail/patient-safety
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Latency
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“the fact of being 
present but needing 
conditions to become 
active, obvious, or 
completely developed”.

-Cambridge Dictionary

Latent conditions in healthcare

CALIFORNIA HOSPITAL ASSOCIATION 12

Reason, J. “Human error: Models and management.” BMJ, vol. 320, no. 7237, 2000, pp. 768–770, https://doi.org/10.1136/bmj.320.7237.768. 

TRANSLATE INTO ERROR-
PROVOKING CONDITIONS IN 

THE WORKPLACE

CREATE LONGLASTING HOLES 
OR WEAKNESSES IN THE 

DEFENSES

AND/OR

• Time pressures
• Understaffing
• Inadequate equipment
• Fatigue
• Inexperience

• Untrustworthy safety “flags” and indicators
• System deficiencies
• Unworkable procedures
• Unworkable designs

CAN BE IDENTIFIED AND REMEDIED BEFORE AN ADVERSE EVENT OCCURS BY ANALYZING NEAR MISS EVENTS!

Often results in 
disengagement,  
leadership, staff and 
faculty turnover.  
“I didn’t get into 
healthcare for this”
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Defenses and barriers
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Open School image from www.education.ihi.org

Examples of defenses, barriers, safeguards:
1. Two identifiers (Name and DOB)
2. Bar Code Medication Administration
3. Two RNs double-checking insulin dose
4. IV pump safeguards
5. Surgical timeout
6. RFID system for counting sponges
7. Good handoff communication technique
8. Bed alarms
9. Appropriate alarm limits
10. Critical value communication policy
11. Critical thinking – Does this make sense?
12. Your “gut” (something doesn’t feel right)
13. Giving people permission to hold you 

accountable for safety and quality
14. Leaving your personal life at home
15. Being “present” at work
16. Owning safety and quality in your work 

area
17. Unit and System goals centered on safety 

and quality
18. Leadership engagement
19. Just Culture

The essential role of leadership
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https://www.jointcommission.org/resources/sentinel-event/sentinel-event-alert-newsletters/sentinel-event-alert-57-the-essential-role-of-leadership-
in-developing-a-safety-culture/

“…latent hazards and weaknesses must be identified and 
solutions found to prevent errors from reaching the patient 
and causing harm.”

“The Joint Commission’s Sentinel Event Database reveals 
that leadership’s failure to create an effective safety culture 
is a contributing factor to many types of adverse events –
from wrong site surgery to delays in treatment.”

“In any health care organization, leadership’s first priority is 
to be accountable for effective care while protecting the 
safety of patients, employees, and visitors.” 

“In essence, a leader who is committed to prioritizing and 
making patient safety visible through every day actions is a 
critical part of creating a true culture of safety.”

13

14



8

Just Culture
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National Patient Safety Foundation

https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-
Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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Individual RCA2 Process
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https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-
Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

Individual RCA2 Process
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https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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Individual RCA2 Process
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https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

Individual RCA2 Process
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https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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The most important step – The Action Plan

CALIFORNIA HOSPITAL ASSOCIATION 21

“The most important step in the RCA2 

process is the identification and 
implementation of actions to eliminate 
or control system hazards or 
vulnerabilities that have been 
identified in the contributing factor 
statements.”

https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

Action Plan Items
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1. “…Identify actions that prevent the 
event from recurring…”

2. “…if that is not possible, reduce the 
severity or consequences if it should 
recur”

3. “Teams should identify at least one 
stronger or intermediate strength 
action for each RCA2 review.”

4. “In some cases it may be necessary to 
recommend actions classified as 
weaker…as temporary measures until 
stronger actions can be implemented”https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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Action Items

CALIFORNIA HOSPITAL 
ASSOCIATION

23

Less
Human 
Involvement

More
Human 
Involvement

https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-
Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

Measuring Action Implementation and Effectiveness
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• Assign an individual with authority, not a committee. Why?

• Set a date by which the action must be completed

• Each action should have either a process measure or outcome 
measure – ideally both

Process Measure: 
Processes measure activity 
supporting the outcome 
measure

Confirm the action has 
been implemented

Outcome Measure: 
Outcomes are measures of the 
performance of the system 
under study

Determine if the action 
was effective

https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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Donabedian Model
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690293/

STRUCTURE PROCESS OUTCOMESSTRUCTURE PROCESS OUTCOMES

Action Implementation and Effectiveness Example 
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Outcome Measure: 
Outcomes are measures of the 
performance of the system under 
study.

Reduce rate of CLABSI by 10% by 
end of FYXX QX

Process Measure: 
Processes measure activity supporting 
the outcome measure. 

Observe 100 staff-patient 
encounters over a 7-day period 
with an expected compliance rate 
of 95% 

Confirm the action has 
been implemented

Determine if the action 
was effective

https://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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Examples of Personal Measures
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Lose WeightBecome More 
Romantic

Increase Personal 
Cash Flow

Face-to Face 
Family Time

TYPE OF 
MEASURE

Lose ten pounds so I 
can have the 
summer body I always 
wanted over the next 
180 days

Increase spousal 
satisfaction with 
level of romance 
in marriage as 
measured on a 
Likert scale survey 
given every 2 
weeks

Increase balance in 
checking account by 
$5,000 a month for 
next 6 months

Increase the 
number of hours 
per week of face-
to-face family time 
by end of 
December 20XX

Outcome

Go the gym twice a day 
every day for the next 
180 days

Give spouse 
flowers 3x per 
week for 3 weeks

Watch 10 Instagram 
“side-hustle” videos 
in the next 2 weeks 
and choose side-
hustle with the most 
likes

Cut off all family 
computer use for a 
period of 6 months

Process

# of injuries leading to 
immobility and 
required rest and 
inability to go to gym

Spouse’s  
perception of the 
value of receiving 
flowers

Presence of neck 
soreness from time 
spent on mobile 
phone watching 
Instagram videos

Percentage of 
homework 
completed and 
turned in by son on 
Google Classroom

Balancing 
(“Side-
Effect”)

Metrics health 
system must track 
to ensure an 
improvement in 
one area is not 
negatively 
impacting another 
area

*Don’t 
forget to 
use 
SMART 
goals

Examples of Work Measures
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Reduce MRSA 
Bacteremia

Increase 
Admissions

Reduce the 
Average 
Length of Stay

Adverse Drug 
Events

Reduce the rate of 
falls with 
injuries

TYPE OF 
MEASURE

Reduce current SIR 
to target 

benchmark SIR

Increase   
admissions

by 5%

Reduce the 
average length of 

stay by 10%

Reduce the 
number of 

adverse drug 
events per 100 

admissions

Reduce Falls with 
injury per 1000 

patient days

Outcome

Compliance with 
contact 

precautions;
Compliance with 

hand hygiene 
observations

Institute a “no-
diversion” 

policy in the ER

Percentage of 
patients 

discharged before 
1100; Delays in 

clinicians ordering 
diagnostic testing

Percent of 
unreconciled 
medications

Compliance with 
completion of Fall 

Risk Scale; 
Compliance with 
hourly rounding

Process

Increasing SIR for 
other HAIs

Time in minutes 
to admit to an 
inpatient bed 

once order 
written

Patient satisfactionPhysician 
burnout from 
spending too 
much time in 

the EHR

Timely RN 
availability for all 
assigned patients

Balancing 
(“Side-
Effect”)

Metrics health 
system must track 
to ensure an 
improvement in 
one area is not 
negatively 
impacting another 
area

*Don’t 
forget to 
use 
SMART 
goals
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• Difficulty identifying stronger action plans due to the nature of healthcare

• Obtaining local unit/departmental input to action plans

• Action plan compliance engagement “drop-off” over time

• Poor engagement from leadership

• Leadership turnover

• Inability to cohesively identify systemic trends

• Low reporting of near misses/close calls

• Not enough resources to effectively perform RCAs

Common Frustrations with RCAs

CALIFORNIA HOSPITAL ASSOCIATION 29

SAME EVENTS OCCUR AGAIN AND AGAIN

Model for Improvement

CALIFORNIA HOSPITAL ASSOCIATION 30
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What is the Model for Improvement?
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https://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

Three fundamental 
questions that guide 
improvement work 
AND the PDSA 
Cycle

Developed by Associates in 
Process Improvement and 
adopted by the Institute for 
Healthcare Improvement as 
the framework to 
guide improvement work.

Three Fundamental Questions

CALIFORNIA HOSPITAL ASSOCIATION 32

What are you trying to 
accomplish?

How will you know that a How will you know that a 
change is an 

improvement?

What change can you 
make that will result in 

improvement?

• What is the story of what you want to improve?  
• Who, what, where, when, why? 
• What do you want to see different? 
• Why was it an issue?

• Create and monitor SMART goals
• Identify process and outcome metrics

• Use ideas from other organizations or best practices 
identified in the literature

• Visualize the ideal
• Ask those closest to the work

31
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PDSA/(PDCA) Cycle-Testing proposed changes
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Adapted from Langley, Gerald J., et al. “The Plan-Do-Study-Act Cycle Chapter 5.” The Improvement Guide: A Practical Approach to Enhancing Organizational Performance, Jossey Bass, San Francisco, CA, 2009, p. 97. 

PLAN

DO

STUDY

ACT

• What is the question you are trying to answer?
• What are your predictions? 
• What is the theory behind the change?
• Plan to carry out the PDSA cycle (who, what, where and when) 
• Plan for data collection

• Put the plan into action
• Document problems and unexpected observations 
• Begin analysis of the data

• Complete the analysis of the data
• Compare data to predictions
• Take time to review and summarize what was learned
• Actions that follow will be based on knowledge from the test

• Decide what action is warranted – Implement? 
• Refine the change and test again?  
• Abandon a particular change and develop a new one?

Model for Improvement of Action Plan item compliance

CALIFORNIA HOSPITAL ASSOCIATION 34

Adapted from https://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

What are you trying to accomplish 
with your action plans?? 

How will you know that an action 
plan improves safety?

AN ACTION PLAN 
IS CHANGE

MAKING CARE 
SAFER IS AN 

IMPROVEMENT

What  action plan can you identify that 
will result in safer care?

Model for Safer Care

33
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Three Fundamental Questions to guide 
patient safety improvement

CALIFORNIA HOSPITAL ASSOCIATION 35

What action plans are 
you trying to implement?

How will you know that a 
change via an action plan 
item is an improvement in 

patient safety?

What action plans can you What action plans can you 
identify that will result in 

an improvement in patient 
safety?

• What is the patient safety story? What do you want 
to make safer?  

• Who, what, where, when, why
• What do you want to see different? 
• Why is/was it an issue?

• Create and monitor SMART goals. 
• Each action plan item should include a process 

and/or outcome metric

• Use ideas from other organizations or best practices 
identified in the literature

• Visualize the ideal
• Ask those closest to the work

PDSA/(PDCA) Cycle-Testing proposed Action Plan items*
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Adapted from Langley, Gerald J., et al. “The Plan-Do-Study-Act Cycle Chapter 5.” The Improvement Guide: A Practical Approach to Enhancing Organizational Performance, Jossey Bass, San Francisco, CA, 2009, p. 97. 

PLAN

DO

STUDY

ACT

• What is the patient safety question you are trying to answer?
• Is there resistance to adoption of proposed action plan items?
• What are your predictions about the action plan item? 
• What is the theory behind the change?
• Plan to carry out the PDSA cycle (who, what, where and when)
• Plan for data collection pre-implementation of the action plan and after 

the implementation to analyze performance

• Put the action plan item into action
• Document problems and unexpected observations 
• Begin analysis of the data

• Complete the analysis of the data 
• Compare data to predictions 
• Take time to review and summarize what was learned
• Actions that follow will be based on knowledge from the test

• Decide what action is warranted – Implement the action plan item? 
• Refine the action plan item and test again?  
• Abandon a particular action plan item and develop a new one?

*Some action plan items 
need to be implemented 
immediately. 

• Consider urgent and 
emergent impacts to 
patients.

• Consider available 
resources

*Some action plan items 
need to be implemented 
immediately. 

• Consider urgent and 
emergent impacts to 
patients.

• Consider available 
resources

35
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Principles for testing a change
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Keep tests on a small scale initially

• Test with either one person or 
unit/department or handful of 
people/units

• Test for a short time period –
perform rapid cycles – Days and 
perhaps a week or weeks. NOT 
MONTHS

• Increase the scale of the test on the 
basis of learning (as ability to predict 
the result of a test improves)

As scale of test is expanded, 
include differing conditions

• Different types of nursing units

• Different days of the week or 
different shifts

• New versus experienced staff

• Different types of hospitals (if a 
system)

Plan the test, including the 
collection of data

• Explicitly document what is 
being tested and who will do 
what, when, and where to 
provide clarity for all involved

• Plan for the collection of data

• Everyone involved should know 
whey the test is being 
conducted

Types of change 
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Adapted from Langley, Gerald J., et al. “Ch. 6: Reactive versus Fundamental Change and Theory for Change .” The Improvement Guide: A Practical Approach to Enhancing Organizational Performance, Jossey Bass, San Francisco, CA, 2009, 
pp. 111–119.

Reactive
Maintain the system at its current level of 

performance

Fundamental
Prevent problems from recurring. Create 

a new system of performance

• Often made routinely to solve problems

• Often result in putting system back to where it was 
before

• Impact usually felt immediately or in the near future

• Often the best strategy

• After change made, perception that an immediate 
problem has been solved

• Required to improve the system beyond historical 
levels

• Result from design or redesign of some aspect of the 
system or the system as a whole

• Necessary for the improvement of a system not 
plagued by problems

• Fundamentally alters how system works and what 
people do

• Often result in improvement of several measure 
simultaneously (quality AND cost etc.)

• Impact felt into the future
EXAMPLES:

1. OR checks current inventory of implantables to ensure 
none are expired

2. Necessity to fix a pipe that broke in GI Lab causing lost 
revenue and excessively high water bill

3. Intervention to  prevent CDPH-reportable falls with 
injury such as use of sitter for confused patient with no 
family at the bedside

EXAMPLES:

1. New technology deployed using bar scanning to ensure no 
expired implantables placed on the sterile field

2. Redesigning a nursing unit to provide maximal visibility and 
promote frequent double checking of high-risk  for fall 
patients

3. Designing or redesigning a Sensitive Health Exam program

CONSIDER THE TYPE OF 
ACTION PLAN THAT IS 
MOST APPROPRIATELY 
MATCHED WITH THE 
TYPE OF CHANGE YOU 
DESIRE

37
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Facilitating adoption of change according to Everett M. Rogers

CALIFORNIA HOSPITAL ASSOCIATION 39

Generalization 6-1: The 
relative advantage of an 

innovation, as 
perceived by members 
of the social system, is 
positively related to its 

rate of adoption

What is the degree to which an action 
plan items is perceived as being better 
than the idea it supersedes?

Do people believe the change 
addresses an existing problem?

Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 229–259.

Facilitating adoption of change according to Everett M. Rogers

CALIFORNIA HOSPITAL ASSOCIATION 40

Generalization 6-2: 
The compatibility of an 

innovation, as perceived 
by members of a social 

system, is positively 
related to its rate of 

adoption.

What is the degree to which 
an action plan item is 
perceived as consistent with 
the existing values, past 
experiences, and needs of 
potential adopters?

Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 229–259.

39
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Facilitating adoption of change according to Everett M. Rogers

CALIFORNIA HOSPITAL ASSOCIATION 41

Generalization 6-3:
The complexity of an 

innovation, as perceived 
by members of a social 

system, is negatively 
related to its rate of 

adoption

What is the degree to which 
an action plan item is 
perceived as relatively 
difficult to understand and 
implement?

Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 229–259.

Facilitating adoption of change according to Everett M. Rogers

CALIFORNIA HOSPITAL ASSOCIATION 42

Generalization 6-4:
The trialability of an 

innovation, as perceived 
by the members of the 

social system, is 
positively related to its 

rate of adoption

Can the action plan item be 
experimented with on a 
limited basis?

Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 229–259.

41
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Facilitating adoption of change according to Everett M. Rogers

CALIFORNIA HOSPITAL ASSOCIATION 43

Generalization 6-5:
The observability of an 

innovation, as perceived 
by members of the social 

system, is positively 
related to its rate of 

adoption

What is the degree to which an 
action plan item is easily observed 
and communicated to other people?

Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 229–259.

Testing worked on a small scale! Now what?
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Adapted from Langley, G. J. (2014). The Improvement Guide: A Practical Approach to enhancing organizational performance. Jossey-Bass pp 44-6. 

1. Foundation of spread is communication

2. Communicate the safety problem you are trying solve and then the new action 
plan ideas

3. Patient stories and/or success stories about the solution (action plan items) are 
very effective

4. Share data 

5. Face-to-face communication extremely important in the age of virtual meetings

6. Not everyone will adopt at the same time

43
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Early adopters are important

CALIFORNIA HOSPITAL ASSOCIATION 45*Rogers, Everett M. Diffusion of Innovations. 1962. 5th ed., New York, Free Press, 2003, pp. 283.

Respected by peers The “individual to 
check with”

Local “missionary” to 
spread the diffusion 

process

Helps trigger critical 
mass

Decreases 
uncertainty

Essentially puts a 
“stamp of approval” 

on by adoption
Role model

Which action item requires testing before implementation?

CALIFORNIA HOSPITAL ASSOCIATION 46

Retained Foreign Bodies 
occurring in the setting of 
OR staff being rushed at 

end of case and 
noncompliance by surgeon 

regarding closing count

Implement TeamStepps

Aborted liver transplant 
due to ST segment 

depression identified just 
prior to surgery

Potential living donor liver 
transplant recipients will be 

evaluated by both transplant 
surgery and anesthesia 

before donor evaluation 
begins

Skin burn during 
cystoscopy from light scope 

placed on drape

Consider the use of a medical-
grade silicone instrument pad to 

prevent future occurrences by 
allowing the attending and/or 
resident a safe place to place 

“hot” instruments during 
surgery

45
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Which action item requires testing before implementation?

CALIFORNIA HOSPITAL ASSOCIATION 47

Delayed reporting of 
critical radiology finding 
(subdural hematomas) –
report with delayed read

Discuss the feasibility of the use of 
clinical reporting software for the 
Imaging Department with senior 
leadership, which is stratified by 

level of urgency and records 
attempts and success in contacting 
appropriate physician or physician 

designee 

Patient with diagnosis of 
SCC to left nose who 

underwent Mohs surgery to 
the right nose in error

Identify method(s) to 
increase (if possible) the 

submission of photographs 
from outside dermatology 

physicians to the Mohs 
surgeon

During pathology grossing 
process, 2 instances of 
tissue mix-up occurred 

within a relatively short 
time period

Implement a one-specimen 
workflow (one specimen on 

the grossing table at a 
time) system

Which action item requires testing before implementation?

CALIFORNIA HOSPITAL ASSOCIATION 48

Patient Identification Error
Creation of a best-practice 

video with mandated 
viewing by all employees

Decrease toxicity of current 
work environment in ICU

Implement Nursing 
Professionalism program

Multiple wrong patient/ 
wrong procedures 

(Imaging) due to lack of 
compliance with 

standardized patient ID 
workflow for portable x-

rays

Creation of new radiology 
guidelines (prep, exam 
check, and final check)

47

48



25

Summary

CALIFORNIA HOSPITAL ASSOCIATION 49

To avoid same patient safety events from occurring again and again:
• Identify if reactive or fundamental change is required

• Identify as strong of action plan items as possible

• Seek input about best action plan ideas from those closest to potential and actual patient safety 
errors

• Decide which action item is most appropriate to perform PDSA rapid cycle testing upon

• Ensure you include differing conditions when testing an action plan item

• Use data during testing to identify and increase the degree of belief that an action plan item will 
successfully help prevent future safety events

• Identify early adopters to trigger critical mass to adoption by others

• Remember that the foundation of spread is communication

Questions
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Thank you

Thomas Bates, MBA, BSN, RN, CPHQ, CPHRM, LNCC
Chief Quality Officer
Keck Medicine, USC
Thomas.bates@med.usc.edu
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