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Introduction
Process and technology workarounds exact a cost to the
healthcare system and the nurse leader in terms of risking
patient safety, stressing management and staff team
relations, and delaying or stopping adoption of high-cost
technology and system-wide program implementations
that fall under nursing purview and sometimes the
nursing budget. This poster will provide clear guidance for
the nurse leader to proactively and practically address and
resolve these issues.

Objectives
At the conclusion of this presentation you will be able to:

1.    Apply evidence-based error and change theory principles in
practically approaching and     resolving the workaround issue

2.    Describe authentic communication techniques, including
correct phrasing of probing questions to determine workaround
cause, that will engage the nursing team and support     effective
management of group process as well as the individual informal
and influencing leaders

3.    Integrate human factor planning in managing nurse to
nurse (human) variability from a system perspective in order to
prevent future workarounds

Abstract
The workaround plagues all new processes in addition to derailing
adoption and potentially wasting hundreds of thousands, if not
millions, of HIT dollars, when workarounds are created for BCMA,
EHR documentation, and specimen and transfusion management,
patient safety is jeopardized, and nursing care excellence is wounded.
Even in just cultures of safety, organizations are turning to punitive
methods to avert this crisis, and yet the workaround continues. As
high reliability organizations, healthcare organizations can no longer
tolerate the lack of compliance that workarounds represent; as nurse
leaders we have to trust that workarounds are not indicative of a
lack of commitment. Building upon the premise that the nurse faced
with new technology and process requirements is committed to doing
the right things well for safe patient care, five factors for successfully
defusing the acute and chronic workaround will be presented:

1.    The application of error and change theory principles in
practically approaching and resolving the workaround issue

2.    Establishing the need for a system (v. person) approach at the
healthcare “sharp end of the stick”

3.    Authentic communication techniques, including correct phrasing
of probing questions to engage the nursing team and manage group
process as well as the individual informal and influencing leaders

4.    Human factor planning in managing human variability from a
system

5.    Workaround prevention in a culture that is both safe and just

Questions for the nurse leader

Is it time for a Red Rule?

Guidance from the literature: Human Error
Theory and Resolution

Are nurses just BAD?

Two approaches to the problem of human fallibility exist: the person and
the system approaches

The person approach focuses on the errors of individuals, blaming them
for forgetfulness, inattention, or moral weakness

The system approach concentrates on the conditions under which
individuals work and tries to build defences to avert errors or mitigate
their effects (Reason, 2000, p. 768).

Root Cause Analysis and the Workaround

1.    Provides system evaluation rather than personal

2.    Offers objective process with clear goal

First-order problem solving behavior occurs when the worker
compensates for a problem by getting the supplies or information needed
to finish a task that was blocked or interrupted. The worker does not
address underlying causes, thus not reducing the recurrence of a similar
problem in the future (Tucker & Edmondson, 2003, p. 60).

Any event can have multiple root causes, and breaking the chain of events
anywhere in the line “can avoid the final breakdown” (Burkhardt, et
al, 2007). Keeping this goal in mind, the RCA is designed to identify
both active errors (errors occurring at the point of interface between
humans and a complex system) and latent errors (the hidden problems
within health care systems that contribute to adverse events) (Agency
for Healthcare Research and Quality, 2010). In addition the RCA is used
to reflect, “…on what it reveals about the gaps and inadequacies in
the healthcare system”, which includes the people and, “…how they
communicate, interact, work as a team, and work together to create a safe
organization” (Taylor-Adams & Vincent).

“What happened, why it happened, and what can be done to prevent it
from happening again?”(Wu, Lipshutz, & Pronovost, 2008).

Some workarounds are actually attempts to protect patients and
promote care excellence, and must be evaluated! Nurses should not
be punished for their attempts to improve a process, but must be
encouraged to participate in system-wide solutions (Lally & Malloch,
2010) .

Communicating Authentically - and Effectively
- as the Nurse Leader

“Nurses have been found to be willing to embrace safe patient handling
and other technologies if they are convenient; easy to use; target a high-
risk, high-cost, and high-prevalence problem (such as falls); and are
either compatible with existing work patterns or have the potential for
improving efficiency and time spent with patients. It is likely that nurse
characteristics that influence the use of technology are specific to the
technology in question. For example, in a study of implementation of a
nursing documentation information technology system, the investigators
found that adoption was influenced by a number of attributes of the nurses,
including commitment to nursing care planning and written documentation,
acceptance of computers in nursing, computer and typing skills, professional
experience, level of motivation, and climate of trust and support within the
nursing team” (Powell-Cope, Nelson & Patterson, 2008, pp. 3-211).

Human Factors Engineering Analysis
This is an actual HFE analysis of an ED workflow; trauma workflow was
analyzed separately. Note that observation and interviews are necessary
to determine accurate workflow; patient care takes precedence
in any observation. Process unknowns, failures, opportunities for
improvement, and workaround potentials are surfaced in this exercise,
and must be resolved proactively.

Practical Application

Conclusion - What you as the nurse leader
can do now to work THROUGH the
workaround
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