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Getting It Right the

First Time and Every Time

“The patient received a threefold overdose of radiation,”

said the newscaster.

“There has been an ongoing increase in our number of falls

with injury—uwhat are we doing about it?”
asked the board member.
“I keep entering reports, but I don’t know if they go
anywhere—probably just into a black hole,”

complained the nurse.

Every day in healthcare we have about 12 million
employees going to work and doing thousands of things
with millions of patients. Our collective goal is to do all
these individual activities in a safe, efficient, and coordi-
nated fashion. Our fundamental quality and risk reduc-
tion premise is that if we “get it right the first time and
every time,” we will achieve our goal of optimum safety,

efficiency, and cost.

But do we always get it right? Unfortunately, we don’t.
Every day we see new statistics related to the number
of medical errors and the cost of harm that is being
absorbed in the healthcare process. Reimbursements
are tied to preventing problems, and some preventable

problems are becoming “no-pay” events.
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INTRODUCTION

So within our facilities there is a strong focus on “getting it right.” This strong focus comes
from implementing safe behaviors, good processes, proven methods, and good leadership.

Those are all the proactive things we do to prevent problems before they happen.

But even in the best organizations, things don’t always go as planned.

WHY THINGS DON'T ALWAYS GO AS PLANNED

If you are a risk manager, your daily life is all about dealing with things that didn’t go as
planned. If you are on a falls team, or perhaps the patient safety committee, every month you
look at the data that identifies all the things that didn’t go as planned. If you are a senior

leader, you keep asking, “Why did that happen? I thought we had that under control.”

Typically, when things don’t go as planned, there was a breakdown in part of our plan.
Perhaps there was a breakdown in the way our staff or physicians behaved. Maybe it was a
weakness in one of our processes that we did not know about or chose to ignore. It could
have been a breakdown in a piece of our equipment or a problem with part of our brick-and-
mortar facilities. Most likely it was a breakdown that resulted from some combination of

these factors.

So are we talking just a few isolated problems every month? No. Typically we can assume
that there will be thousands or tens of thousands of problems every year. Our patients, the
regulators, the insurance carriers, and our employees expect that we as an organization can

identify all these problems, and they are counting on us to resolve them.
Even if we have a team of dedicated risk and quality professionals, managing all these prob-

lems effectively won’t happen unless we have a strong process to assist us. That process and

the subject of this book is the Problem Identification and Resolution (PIR) process.

Xiv OCCURRENCE REPORTING © 2011 HCPro, Inc.



INTRODUCTION

USING THE BOOK

If you are involved in risk or quality, you probably deal with PIR on a daily basis. We dump
data from our system, prepare charts for departments and the board, and read a never-ending
number of reports. Sometimes in the midst of all that work and data, we can lose sight of the

big picture of what we are trying to accomplish.

If you are a risk or quality professional, the purpose of this book is to allow you to step back
and take a look at the whole process. Ideally, you will find that you are doing many of the
tasks discussed here, but hopefully you will find additional guidance that will help you

improve the efficiency and benefits of your efforts.

If the PIR process is new to you or you are adding it to your responsibilities, we hope
that this book will provide a “quick start” so you can develop a foundation of the most

important concepts.

Either way, the PIR process is one of the most important and certainly one of the more
interesting processes in our facilities. If we do it well, we not only can improve patient and
employee safety and satisfaction, but we also can have a tremendous positive impact on the

bottom line and the future success of our organization.

WHAT IS IN THE BOOK?

After the introductory chapters, the book is organized based on the PIR work flow, moving
from reporting to screening, analysis, coding, implementation, and tracking and evaluation.
In addition, Chapter 9 is designed to assist you in preparing for the future and putting

together a strategic plan for the PIR process.

© 2011 HCPro, Inc. OCCURRENCE REPORTING



INTRODUCTION

Chapter

Key Content & Messages

Chapter 1: Rethinking
the Occurrence
Reporting Process

Where did the PIR process come from?
What do other industries do?

What would an ideal process look like?

Chapter 2: The Problem
Identification and
Resolution Process

Why PIR is one of your organization’s most important processes
Six steps of an effective PIR process

Self-assessment tools for each of the steps

Chapter 3: Reporting

How many reports are enough?
Why we have drop-offs in reporting

Making sure you know the ratio of internally reported events

Chapter 4: Screening

Understanding severity and severity scales
What you might include in the screening
A simple screening work flow

Measuring screening quality

Chapter 5: Analysis

The need for a graded approach to analysis
Understanding individual analysis and aggregated analysis
What vs. why

Setting expectations for root cause analysis and apparent
cause analysis

Doing aggregated analysis—trending and common cause analysis

Tools for graphical analysis

Chapter 6: Coding

Who should do your coding?
Using your codes effectively

Code cleanup

Chapter 7: Causing
Change: Implementing
Corrective Actions

Understanding permanence in your corrective actions
Ensuring that the actions are well defined
Communicating the benefits

Developing good action plans—and what to do with them

Chapter 8: Tracking
and Evaluation

Is it getting done?
Was it effective?

How to evaluate the effectiveness of your PIR process

Chapter 9: Taking Your PIR
Process to the Next Level

What is coming in the future?
Moving from voluntary reporting to automatic reporting
Integrating multiple systems

Integration with your organizational strategy
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INTRODUCTION

Tips
Throughout the book, we have identified key tips that help reinforce the practical application

of the concepts.

Key indicators
In addition to the tips, we have highlighted key indicators that you may want to consider to

assist you in measuring the effectiveness of your process.

Self-assessments

Chapter 2 includes a series of quick self-assessments for each of the key steps in the reporting
process. You may want to consider using these on an annual basis or as a special report to
your leadership or the board. They are also useful when developing budgets for significant

changes in your process.

© 2011 HCPro, Inc. OCCURRENCE REPORTING Xvii
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Go Wrong?

e Healthcare Is Not the Only
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Rethinking the Occurrence

Reporting Process

“I'm not going to write that down—it will just be used

against me,” said the physician.

“I can’t release that data to you—it’s protected by

attorney-client privilege!” exclaimed the risk manager.

“If it is not required by The Joint Commission or the state,

don’t write it down—it will just be discoverable,”

said the outside legal counsel.

WHERE DOES HEALTHCARE GO WRONG?

In healthcare, where virtually every process and activity
can have a direct impact on the well-being of our pa-
tients and their families, our staff, and our business as
a whole, you would think that we would be a leader in
reporting and managing breakdowns and problems.
Unfortunately, that is not the case. While virtually every
healthcare facility has an occurrence reporting process
of some kind, these processes are not uniformly effec-
tive, and even some of the most sophisticated facilities
are not getting real value from the effort that goes into
occurrence reporting. This is unfortunate because not
only are we wasting resources, we are also missing an
opportunity for our facilities to improve and proactively

increase safety and effectiveness. So why isn’t healthcare

OCCURRENCE REPORTING
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CHAPTER 1

a leader in problem management? Like so many things, there is a long history that has led us

to where we are today.

It is always important for us to understand how we got where we are so we can plan a
productive path forward. In this chapter, we will examine the areas that have held back more
effective occurrence reporting, look at what other industries are doing, and conclude with

some recommendations for an ideal Problem Identification and Resolution (PIR) process.

Healthcare reporting systems typically evolved from a ‘legal’ or ‘risk’ system

One of the first things we need to recognize is that the PIR systems in healthcare have largely
evolved from systems that were put into place for legal or risk management reasons—to identify
whether the organization needed to prepare for a defense against a major suit, claim, or settle-
ment that would have economic ramifications. This ancestry leaves its mark on our present

systems by fostering a lack of sharing and keeping alive the remnants of a punitive culture.

Weakness: Lack of sharing

Typically, in healthcare, a problem identification system has to serve two masters. It needs
to support the risk management and legal functions in identification and management of
claims and suits, and it needs to assist the process management and improvement functions
in improving safety, quality, and overall business effectiveness. Cooperative management

and sharing of occurrence information would ideally benefit both functions.

Unfortunately, because the PIR systems initially evolved from the risk management and legal
functions, this information often gets restricted and retained. There are still many facilities
that are reluctant to share occurrence data outside of the risk management function within
their own departments, let alone with other facilities in the system. Recent advances in

the development of Patient Safety Organizations (PSO) are starting to provide paths to share
de-identified information outside of our facilities, but that is just starting to change a long-

standing culture of restricting information about the breakdowns that occur in our processes.

Ensure that risk and quality work closely together and share event and problem data. Consider

joining a PSO to both increase your protections and prepare for future large-scale aggregation.

2 OCCURRENCE REPORTING © 2011 HCPro, Inc.



RETHINKING THE OCCURRENCE REPORTING PROCESS

Weakness: Remnants of a punitive culture

The next weaknesses in healthcare’s approach are the remnants of a punitive culture. In
manufacturing, if there is a process breakdown, typically the worst outcome is that the
product needs to be pulled from the line and perhaps recycled. In healthcare, not only is
there a direct connection between a breakdown and potential harm to a patient, there is the
ever-present concern of liability and lawsuits. This has led to a culture of “let’s not discuss
this unless we really have to.” In some cases, there is direct blame of an individual, even if

the event was the result of a more general breakdown in the process.

No one wants to hurt a patient, and it is painful when such an event needs to be revealed,
put on paper, and perhaps discussed with others. The implementation of “just culture” and
increased focus on process breakdowns rather than just individual behaviors is making some
headway in changing the culture. However, when organizations perform their culture of
safety surveys, there are still some larger weaknesses identified, such as a lack of willingness

to report and the presence of a punitive attitude.

Work to eliminate residual punitive culture. Implement a just culture approach and motivate

by driving an increase in reporting coupled with a decrease in severity. Make sure your board
doesn't say, “We don't want to see that many falls next month!” People will comply—by

not reporting!

Weakness: Too focused on required external reporting

Most industries need to work in concert with some regulatory or accrediting organization,
but in healthcare problem reporting there often seems to be a major imbalance between what
we do because it is the right thing for our business and what we do because we are required
to. If in your organization, you hear “Are we required to report this?” or “We collect that
data on a quarterly basis because that is when we have to send it to the state,” you might be

concerned about whether you are controlling your own destiny.

Just because the state or the board wants to see the data once per quarter, don't assume

that such a frequency will be the most beneficial choice for your organization. You may

need to provide event data to your departments on a weekly or monthly basis.

© 2011 HCPro, Inc. OCCURRENCE REPORTING 3



4

CHAPTER 1

Weakness: Driven by sentinel event reporting

Another weakness in healthcare is the excessive focus on sentinel events. The Joint Commission
established these events as an early warning for bigger issues. The idea was a sound one, and
the aggregation of sentinel events is very useful to share learning. Unfortunately, at the indi-
vidual facility level, regardless of whether you share your sentinel events, these events have
taken on lives of their own. They are often seen by senior leadership and the board as a primary
quality indicator. The real difficulty with this view comes when internal policies and procedures
are written in a fashion that couples actions directly with the definition of “sentinel event.”
For example, some policies only provide for a root cause analysis for events specifically labeled
as sentinel events. This sometimes leads a physician or department director to fight against that
label so that he or she does not have to do a root cause analysis for it. Often, there is substantial
learning that could be gained from examining that event, but by limiting examination to
“sentinel events,” the organization has boxed itself in. The department director might feel as
if he or she has successfully defended the honor of the organization by eliminating a “sentinel

event,” but in reality he or she has weakened the culture related to dealing with problems.

Keep the concept of sentinel events, but remember that it is an external concept. If you

eliminated the words “sentinel event” from all your procedures, would your organization

still be doing the right thing because it wanted to?

Weakness: Poor analysis of why things happen

Electronic reporting systems have made reporting more efficient and increased our ability to
collect data, but they have also shifted the focus from understanding why problems happen
to collecting more data related to what happened. Two decades ago, the lack of large collec-
tions of event data forced us to focus on the more significant events; those events would
usually receive some form of causal analysis to determine why they occurred, and this analy-
sis would help focus our attention on the underlying causes. Today, we can get a tremendous
number of reports, but we don’t have the resources to analyze all of them and determine why
things happened. It’s human nature to see data related to a problem and immediately begin
to chart and graph it. While that is fundamentally good, it often distracts from what we

are really trying to do: resolve the most important problems so we can make the biggest

improvements in our organization.
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Keep your organization focused on the value of “why.” Remember, you can't fix a “what”"—

you can only fix a "why.” Getting to a good "why” requires a good cause analysis program.

Weakness: Lack of permanent corrections

Even if we manage to keep our organization focused on fixing the most important problems,
we frequently rely on the performance improvement team or the root cause analysis team to
develop a series of corrective actions—often in the last 15 minutes of the meeting! This results in
poorly defined and often transitory corrective actions. If we invest all this effort and the correc-

tive action fails to deliver or fades away after six months, we are not being very successful.

Spend much more time on the design and development of the corrective actions. Make

sure that they are well defined, permanent, and fit with the overall organizational strategy.

Weakness: Lack of prioritization and action management

Our facilities usually do a good job of managing all the complexities that come with building
a new medical tower or a new parking structure. In those cases, we need to monitor thousands
of individual tasks and keep them all on track. Conversely, very few healthcare facilities have
an effective, formal process to manage the limited number (hundreds) of action items that we
produce from our cause analyses, failure modes and effects analyses, and performance im-
provement teams. Without a good process that starts with a master list, we can’t prioritize

or make sure that the most critical areas are being completed.

Track your quality and risk reduction actions as if you were running a construction project.

Be careful of only using “monthly minutes” to status and track. Make sure you are looking

at all of your actions when you prioritize.

With all these challenges in healthcare, we might ask the following questions: “Is it really
possible for us to implement effective PIR processes?” “Is healthcare starting from scratch?”

“Does anyone else do PIR?”
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HEALTHCARE IS NOT THE ONLY INDUSTRY THAT DOES PIR

Healthcare is a relative latecomer to the world of PIR. Aviation, manufacturing, pharma-
ceuticals, medical equipment, trucking, pipelines, railroads, and many others have been
doing equivalent data collection and analysis for many years. Healthcare is learning from

these industries, but perhaps not as quickly as it could.

Figures 1.1-1.5 are just a few examples of other industries that are doing the same kind of work.

FIGURE 1.1
AVIATION SAFETY REPORTING SYSTEM INCIDENT REPORT EXCERPT

NASA collects aviation problems from pilots, maintenance workers, and flight attendants.

Source: http://asrs.arc.nasa.gov/index.html.
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FIGURE 1.2
NATIONAL TRANSPORTATION SAFETY BOARD INCIDENT REPORT EXCERPT

The National Transportation Safety Board collects event data from truckers, railroads, pipelines, and aircraft.

Source: www.ntsb.gov.

FIGURE 1.3
FDA ADVERSE EVENT REPORT SAMPLE

The FDA runs MedWatch, where adverse medical events or problems with medical equipment can be reported.

Source: www.fda.gov/safety/medwatch/default.htm.
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FIGURE 1.4

IAEA INITIATION REPORT SAMPLE

The International Atomic Energy Agency (IAEA) provides guidance for the development and use of Problem
Identification and Resolution processes in nuclear power plants. In addition, the Institute for Nuclear Power

Operations collects and shares event data throughout the nuclear power plants in the United States.

Source: www-pub.iaea.org/MTCD/publications/PDF/TE_1581_web.pdf.
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FIGURE 1.5
CPSC INCIDENT REPORT

The Consumer Product Safety Commission (CPSC) collects event information about a wide range of consumer

products, from toasters that have electrical shorts to pajamas that catch on fire.

Source: www.cpsc.gov.

RECOMMENDATIONS FOR AN IDEAL PROCESS

So what can we do to overcome the historical issues associated with problem identification and
resolution in healthcare? Let’s start with defining what characteristics an ideal PIR system might

have. In this section we will look at eight top-level goals we should set for our PIR processes.

Low-threshold, low-burden reporting
Presently we are relying on voluntary reporting, which means that if it is too hard to report,

people won’t do it. We need to make reporting as easy as possible. One of the first ways to do
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this is to reduce the pressure on making that first decision: “Should I report it?” If people
agonize over whether they should report a specific issue, it is likely that many will decide not
to bother. Set a very low threshold for reporting. If someone is even considering it, encourage
him or her to go ahead and report. If people are still asking “Should I report it?” in your

organization, your threshold is not low enough!

In addition to reducing the threshold, we need to reduce the burden. For example, if a person
needs to click 20 times to complete a report, he or she will probably get fed up and be less
likely to report. In this situation, consider counting the number of clicks—that is a good
indication of how much burden is placed on the reporter. While we are tempted to keep asking
for more information so we can do a better analysis, remember to balance this desire with the

burden on the reporter. Consider leaning toward low burden rather than more information.

Rapid, simple screening

The more reports we get and the lower the threshold, the more effective we need to be in
screening. We need to quickly identify issues that are potentially significant and jump on
them. This can’t happen with an inefficient or slow screening process. Screening on a daily

basis takes resources, but you should strive for it.

Graded analysis

Big problems deserve individualized analysis; smaller problems can probably wait until

a larger number of them can be examined together. Make sure that your process provides for
different levels of analysis so you can assign the right amount of effort to each event. If the
only options in your process are root cause analysis or nothing, you will be missing a lot of

learning and probably overburdening your root cause analysis team.

Simple, effective coding directly connected to interventions

The more reports we get, the harder it will be to find what we are looking for without
good buckets or codes. Spend the time to make sure your taxonomy makes sense and is
useful. Ensure that you can connect each code to a potential intervention or action. If you

don’t know what you will do if a particular code spikes, it may not be worth collecting.
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Cost-effective, permanent corrective actions

Focus on the real payoff, which is making changes. We do the screening and analysis so we
can develop good actions. Make sure that actions don’t take a back seat to analysis. Judge
the effectiveness of your entire PIR process by the success of the actions. The process is
there either to develop a corrective action for a cause or to trigger future analysis so we can
find other causes and develop actions. Make sure that you can approximate how much you
are spending to develop your actions and then share the benefits of all the great things the

PIR process has delivered.

Effective action management

Ensure that you manage actions effectively. Differentiate between recommended actions that
come from analysis and committed actions that have the full support of the organization,

including resources and budget.

Automate as much as you can

If you can fill in a field automatically, try to do that. If you can listen to the HL7 or ICD-9
stream and find events without manually entering them, do that as well. Anything that you

can do automatically will allow you to reap the benefits with lower burden.

Integrate with other systems

Remember that your PIR process crosses over all your other processes. Work to integrate it into
strategy, finance, employee safety, satisfaction, claims, and regulatory compliance. The more the

PIR process is integrated into your overall organization, the more powerful it becomes.

See Figure 1.6 for a quick guide to avoiding PIR weaknesses and building PIR strengths.
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FIGURE 1.6
QUICK GUIDE TO AVOIDING WEAKNESSES: BUILD STRENGTHS IN YOUR PIR PROCESS

Weaknesses to avoid Strengths to build

Lack of sharing occurrence data Ensure that all key players have access to the data
they need to improve the organization.

Remnants of a punitive culture Strive for an increase in reporting with a reduction
in severity. Reward higher reporting.

Doing it because external powers require it | Make Problem Identification and Resolution (PIR)
a normal part of your management toolbox, just
like budgeting.

Too much focus on what happened instead Do good cause analysis and aggregate all the
of why it happened “whys" that are discovered. Focus on fixing the
underlying common causes.

Quick "shoot from the hip"” corrective Specify the corrective actions as though you are

actions just because we have to do buying them from a vendor—in many cases you

something—Ilots of transitory and poorly are. Make sure they are well designed, well

defined actions defined, and will continue to provide benefits for
along time.

Treating actions on an individual basis and Manage the actions like you would build a building.

managing them in committee meeting Maintain a master list, prioritize it, make sure that

minutes or individually by owner there is accountability, and notice when things get

done or don't get done.
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