RCA Process

The main topics centered in the reporting of staffing, communication, timelines, qualifications & competencies of all involved in the SE.  Communication is a key issue in almost every SE that JCAHO reviews.  The other topics disused were the issue of timeline, the time it takes JCAHO to have a review completed and what was planned to speed the approval process.  

1. When you have determined that a Patient Safety Incident is a Sentinel Event (SE) you should:

a) SCOPE:  Review the minimum scope matrix attached, everything that is “X” or identified you are required to address at a minimum.  If you have a SE that crosses over into more than one type; you are required to do what has been “X” or identified in the corresponding column.

b) Briefly summarize the circumstances surrounding the occurrence including the patient outcome (unanticipated death, loss of function, etc.)

c) Include a list of all team members that participated in the analysis by position and title.  (DO NOT include any names).

d) Include the date and time that the event occurred.

e) Give detailed explanations (more is better) and a timeline of the events.

f) Outline the patients other medical conditions and any other medication that the patient was currently taking.

g) To what degree is the staff properly qualified and currently competent for their responsibilities?  Are all physicians and health care providers properly credentialed and privileged to practice in the facility (Verify licenses).  Example:  The surgeon has performed XXX of the same type of procedures with a complication rate of XXXX.  Include all staff members that were present, not just those that were determined to be involved in the event.  

h) Was there appropriate staffing at the time of the event to address the required workload?  Keep in mind if it was a weekend, change of shift, holiday or break time should be accounted for.  Document the actual staffing in the area of occurrence versus planned staffing according to the staffing model.  Be able to explain any variation; higher or lower staffing.  Don’t forget to include the level of staffing at each level of care that the patient received such as OR, ICU, Same day surgery, etc.  Pt census-staff ratio on floor/ward at time of incident.

i) Documentation barriers or lack thereof - was patient assessment properly done and in writing, was there a change in patient assessment prior to OR procedure being done?  If so, was surgeon briefed on the change in pt assessment?  Why was the ASA changed?  Does the change in ASA change the risk factors involved in the procedure to be done?  

j) Communication is the most common contributing factor in RCA process.  Look at this content to cover and lack of verbal/written communication:  Physician to…, Nurse to …, Tech to …, Pharmacist to …, Hierarchical issues…, and cultural issues….  Was communication of key information completed in a timely manner?  Was there a misunderstanding of information shared based on a language barrier, abbreviations, terminology, etc.?  Was shift change communication completed properly?  Was adequate information communicated between staff members when a patient transferred from one area to another (ICU to ward), and was this information documented? (Medications, Dr. Orders, Labs, etc.).
k) Look closely at the environment the patient was in or was transferred to/from.  Spaces, privacy, safety, and ease of access are but a few items to consider.  Was work performed under adverse conditions (hot, humid, improper lighting, cramped, noise, construction projects, etc.)?  

l) What emergency and failure mode responses have been planned and tested?  Had appropriate safety evaluations and disaster drills been conducted?  Had provisions been planned and available to support a breakdown in operations?  Was proper preventive maintenance conducted according to maintenance schedules?

m) Did the overall culture of the facility encourage or welcome change, suggestions, and warnings from staff regarding risky situations or problematic areas?  Does management establish methods to identify areas of risk or access employee suggestions for change?  Are changes implemented in a timely manner?

n) Was equipment properly set up in the area involved?

