	                                  For Service Use Only

	 Service Tracking ID:                                    


DoD Root Cause Analysis  (RCA)  Short Form 
The documents, records, or information contained herein which resulted from a quality assurance review, are confidential and privileged under the provisions of 10 USC 1102 and its implementing regulations.  This material shall not be disclosed to anyone without authorization as provided for by law or its regulations.  Please DO NOT use people’s or facility/organization names or other identification in your descriptions and analysis.
Note:
This form has been annotated so that it can be used in conjunction with both newer (4.1) and older versions (4.0x and prior) of TapRooT®.  The newer version of TapRooT® has embedded in it many of the short form elements.  If completed in TapRooT®, they need not be duplicated on this form.

· MTFs using version 4.1 of TapRooT® must complete those items marked with an (N) for new, and forward electronic copies of this form and the TapRooT® report.
· Those using the older versions of TapRooT® must complete all items, including those marked with an (N), and forward copies either as electronic files (highly preferred) or in hard copy (e.g., .pdf).
1.
Date of Incident / Event:  
2.
Date of Discovery:            
3. 
DOD Service:
 FORMDROPDOWN 
    (click on box to select)
4.
Facility Size:
 FORMDROPDOWN 
    (click on box to select)
5.
Facility Type:
 FORMDROPDOWN 
    (click on box to select)
6(N).
Location where event occurred:   FORMDROPDOWN 
    (click on box to select)
If “Other” location selected, please specify:                                      
7(N).   Event Characterization:
A. If RCA is being submitted to the Joint Commission as a Reviewable Sentinel Event:
· Event Category:
 FORMDROPDOWN 
    (click on box to select)
B. If other than 'A' above (to include AAAHC-accredited facilities):
· Event Type:
 FORMDROPDOWN 
    (click on box to select)
· Event Category:
 FORMDROPDOWN 
    (click on box to select)
If “Other” category selected, please specify:                            
8(N).   Safety Assessment Code (SAC):
    Score based on “actual” outcome of this event
    (Optional) Score based on “potential/risk thereof” outcome of this event

9(N).
 Patient Information:
Status:
 FORMDROPDOWN 
    (click on box to select)
Age:
   , measured in
 FORMDROPDOWN 
    (click on box to select Years, Months, etc.)
Gender:
 FORMDROPDOWN 
    (click on box to select)
10.
Immediate Actions:
(There are a variety of actions that may need to be taken immediately following an event.  If an action is not relevant or appropriate for this event, just select the “Not Applicable” option from the dropdown list box and move to the next item.)
A. Provided immediate care/treatment to the individuals involved in the event (this includes patients, staff or visitors)?
Action:   FORMDROPDOWN 
    (click on box to select).     If Yes, date:  
Briefly describe the type of care/treatment that was provided:

                                                                        
B. Made the situation safe and immediately prevented recurrence?
Action:   FORMDROPDOWN 
    (click on box to select).     If Yes, date:   FORMTEXT 

            (example: 1-Sep-2006).
Describe actions taken to make the situation safe and prevent recurrence:

                                                                        
C. Physically removed specific equipment or supplies that malfunctioned?
Action:   FORMDROPDOWN 
    (click on box to select).     If Yes, date:  
Describe which items were removed and what interventions were taken (e.g. stored with evidence, sent to engineering for evaluation, contacted manufacturer) :

                                                                        
D. Notified Top Management (e.g., MTF Commander or equivalent)

Action:   FORMDROPDOWN 
    (click on box to select).     If Yes, date:  
E. Initial notification to the AFIP Patient Safety Center indicating a DoD or nation-wide “alert” may be necessary.  (Note: an “alert” is a written bulletin that provides a “warning” or “heads up” to other facilities.)
Action:   FORMDROPDOWN 
    (click on box to select).    If Yes, date notified:  
11.
Has this type of adverse event or near miss occurred before? 
Previous occurrence?   FORMDROPDOWN 
    (click on box to select).  If Yes, date: 
If yes, were corrective actions taken?      FORMDROPDOWN 
    (click on box to select)
If corrective actions were developed and/or implemented:

Describe what was done:                                                 
What effect did previous corrective actions have?
 FORMDROPDOWN 
    (click on box to select)
If there was an effect, please elaborate:                                      
12(N). The following files/attachments must be included with the RCA as appropriate:
A. Joint Commission RCA Matrix – this provides the minimum scope of the root cause analysis for specific types of Sentinel Events.  Use of the Joint Commission RCA Matrix is required for any RCA that is being submitted to the Joint Commission; use of the RCA Matrix is recommended for all other RCAs (including AAAHC-accredited facilities).  
      B.  TapRooT® Files:
1) TapRooT® INCIDENT REPORT and FINAL FLOW CHART – these provide an understanding of what actually happened (i.e., the sequence of events/factors that ultimately resulted in the event or near miss).
2) TapRooT® ROOT CAUSE / CONTRIBUTING FACTOR TABLE – this table provides each root cause and the associated contributing factor(s); these link to the Action Plan Table.
3) TapRooT® RCA TEAM ACTION PLAN TABLE – linked to the Root Cause/Con​tributing Factor Table, the Action Plan Table describes the recommended action(s) resulting from this RCA and the associated outcome measures used to determine action completion.
_________________
Note: Any follow-on reports, including those submitted to the Joint Commission, showing completion of the RCA actions, should be forwarded on completion to your Service headquarters Patient Safety Program.
Department of Defense (DoD) Patient Safety Program

Safety Assessment Code (SAC) Matrix

The DoD Patient Safety Program has adapted the SAC risk assessment methodology from that developed by the Department of Veterans Affairs National Center for Patient Safety.  DoD health care facilities use the observed and/or potential severity of a patient safety event combined with the likelihood of recurrence to determine the relative risk of subsequent events for their patients in their facility.  As such, while high SAC scores may imply high risk elsewhere in the military health system, SAC scores are of most import to the local medical treatment facility (MTF) where the event occurred. 
Severity Categories:

The key factors shaping the four severity categories are:

· Extent of injury

· Length of stay

· Level of care required for remedy

The four categories below apply to events which resulted in harm.  For near-misses, where the event did not reach the patient, assign severity based on the potential for harm.  However, many cases that reach the patient also have the potential for even greater degrees of harm than that experienced.  Therefore both an actual and potential SAC score may be determined.  SAC scores are used by the MTF to assist them in determining when Root Cause Analyses (RCA) should be performed.  While SAC 3 events always require RCAs, lesser events, especially incidents that occur that have an overwhelming potential for a catastrophic event, may also trigger an RCA.  However, the determination in cases other than SAC 3 will be left to the discretion of the MTF.

	Catastrophic
	Major

	Patients with Actual:

· Death or major permanent loss of function (sensory, motor, physiologic, or intellectual) not related to the natural course of the patient's illness or underlying condition (i.e., acts of commission or omission)

· Suicide (inpatient or outpatient)

· Rape

· Hemolytic transfusion reaction

· Surgery / Procedure on the wrong patient or wrong body part

· Infant discharge to the wrong family

· Patient abduction, any age

· Unintentionally retained foreign body

· Severe neonatal hyperbilirubinemia (>30 mg/dl) 

· Prolonged fluoroscopy ( >1500 rads to single field), or radiotherapy to wrong body region or >25% above the planned radiotherapy dose
	Patients with Actual:

· Permanent lessening of bodily functioning (sensory, motor, physiologic, or intellectual) not related to the natural course of the patient's illness or underlying conditions (i.e., acts of commission or omission)

· Disfigurement

· Surgical intervention required

· Increased length of stay or level of care of 3 days  or more



	Moderate
	Minor

	Patients with Actual:

· Increased length of stay or higher level of care for less than 3 days
	Patients with Actual:

· No increased length of stay or increased level of care


Probability of Recurrence:
Like the severity categories, the probability recurrence applies to actual adverse events and near misses.  In order to assign a probability rating for an adverse event or near miss, it is ideal to know how often it occurs at your facility.  Sometimes, the data will be easily available because it is routinely tracked (e.g., falls with injury, medication errors, etc.). Sometimes, getting a feel for the probability of events which are not routinely tracked will mean asking for a quick or informal opinion from staff most familiar with those events.  Sometimes it will have to be your best educated guess.

High – Likely to occur immediately or within a short period of time

Medium – Likely to occur several times in 1 to 2 years

Low – May happen, but with an interval of two or more years between occurrences

The SAC Matrix (Severity versus Probability):

	
	SEVERITY 

	PROBABILITY 
	Catastrophic 
	Major 
	Moderate 
	Minor 

	High 
	3 
	3 
	2 
	1 

	Medium 
	3 
	2 
	1 
	1 

	Low 
	3 
	2 
	1 
	1 


How the SAC Matrix Works:
When you pair a severity category with a probability category for either an actual event or near miss, you will get a ranked matrix score (3 = highest risk, 2 = intermediate risk, 1 = lowest risk). These ranks, or Safety Assessment Codes (SACs), can then be used for doing comparative analysis and for deciding who needs to be notified about the event.  All SAC3 events must have a corresponding RCA.  Cases where events reached the patient but did not result in harm should be scored as SAC 1 no-harm events.  

Notes:
1.
All known reporters of events, regardless of SAC score (1, 2, or 3), should receive appropriate and timely feedback.
2.    The Patient Safety Manager (or designee) will refer adverse events or close calls related solely to staff, visitors or equipment/facility damage to relevant facility experts or services on a timely basis, for assessment and resolution of those situations. 29 CFR 1960.70 Requires each federal agency to notify OSHA within 8 hours of a work-related incident resulting in the death of an employee or the in-patient hospitalization of 3 or more employees.
3.
While our MTFs are not required to perform aggregated RCAs, this approach may be used in a number of situations, particularly those with recurring events of less than SAC 3 (e.g., falls and medication errors).  The use of aggregated RCAs serves two valuable purposes.  First, greater utility of the analysis (i.e., trends or patterns not noticeable in individual case analysis are more likely to show up as the number of cases increases).  Second, it makes wise use of the RCA team's time and expertise.  Of course, the facility may elect to perform an individual RCA rather than Aggregated RCA on any adverse event or close call that they think merits that attention, regardless of the SAC score.
This Document is “confidential and privileged” and protected under 10USC 1102
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