Case Study and

Questions |
. v N\
= During weekly testing it was N\
determined that two residents and
one staff in the facility tested positive N\

for COVID-19. The interdisciplinary

team reviews the cases to determine
source and put next steps in place in
an atftempt to prevent a future
outbreak.

CASE STUDY

= What would be your first step when evaluating the current outbreak?
= Quarantine positive residents and staff
= Review screening log

= Determine source of outbreak
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CASE STUDY

= What quality improvement tool can you use to determine the source or
reason for the outbreak?

= |nterview staff using the 5 attributes questions
= Complete a Root Cause Analysis

= Perform a PDSA (plan, do, study, act) cycle
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= What processes should you observe to rule out non-compliance?
= Hand Hygiene
= PPE Usage
= Employee / visitor screening policy
= All of the above
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FISHBONE DIAGRAM: ROOT CAUSE ANALYSIS
Place
Screening/PPE PPE/Equipment
| Vendor unclear on PPE No signage at entrance
i
Screening policy unclear policy X-ray machine not ;“:'d'"‘: i '!'s‘"""’ c
between patient pequeen
use
e Housekeeping reports to — Unit RN reports
departmental head that CNA housekeeping not using
did not perform hand hygien sufficient dwell time of disin
Outcome/Issue
e Outbreak of COVID-19 due to
asymptomatic vendor (x-ray tech)
Vendor not wearing PPE Log not reviewed
appropriately (N-95 no fit Buddy system for staff notin consistently (at minimum Log does not ask about
tested) daily)
- place exposure in past 7 days
Screening staff unclear on Log by C
policy visitors/vendors/etc.
opposed to screening staff
Screening staff did not | =
report to leadership
People Paper (Communication)
Vendors/Visitors/Staff Screening Log

5WHYS TOOL
Steps
a) Define a problem; be specific.
I b) Ask why this problem occurs and list the reasons in Box 1.
) Select one of the reasons from Box 1 and ask, “Why does this occur?” List the reasons in Box 2.
d) Continue this process of questioning until you have uncovered the root cause of the identified problem. If there are no identifiable answers or
solutions, address a different reason.
The problem: Failure to notify the state health department about the increasing rate of respi y infection g residents.
Why does this occur?
| 1. We didn't track new issues as they presented. | Why s that?
’ 2. No process for communication between the various halls/floors ‘ > Why is that?
3. \h{e V\IIErE busy taking care t?fthe concerns, so communication to leadership Why s that?
didn’t seem to be the priority. /
4, Staff was not aware of the requirement to notify the IP and/or leadership and/ . Why is that?
or the state department of health. /
5, Availability of an emergency plan for the spread of infection was not in place
and/or not communicated.
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If you think a PROCESS works pretty well,
test the FIVE ATTRIBUTES

* WHOdoes it

WHEN should it be done
WHERE is it done

HOW is it done

WHAT is needed to do it

Ask 5 staff to describe the 5 attributes

If 5 direct care staff can describe the work
with the 5 attributes. you have a good
chance to achieve 95% performance and
SUSTAIN the performance over time.

If they can't determine which attribute they
can't describe and develop a simple process
for improvement

HOW TO STOP THE If you have a process that does NOT work so well
SPREAD OF COVID-19 IN + Determine if it isa COMMON or INFREQUENT failure
N U RS | NG FAC | L | T| ES * Observation of ONE PERSON does not mean it is a

common failure
¢ Fix ONE Attribute

OW TO MAKE CHANGE STICK N
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