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MEMBERS CONFERENCE CALL
November 17, 2009 at 10:30 a.m.

To participate, dial: 1-800-747-5150

Access code: 2162550#

“Adverse Events and RCAs: How to Conduct a Proper RCA in Three Meetings”

Outline
I. Background

A. History of Reportable Adverse or “Never” Events

i. IOM, NQF, IHI, ARHQ, JC, 

ii. Minnesota

iii. CMS
iv. DOH
1. RCW 70.56

a. Why
b. Who

c. How

II. Root Cause Analysis

A. Definition: An analytic tool that can be used to perform a comprehensive, system based review of critical incidents and adverse health events

B. Goals

C. Models

i. VA

ii. JC


iii. Canadian Framework

iv. Facility specific model approved in advance by the DOH

D. Elements of an RCA
i. Determination of Occurrence

ii. Composition of Team

iii. Conduct RCA

iv. Develop Action Plan

v. Measure Action Plan Effectiveness

vi. Relevant Literature

E. DOH Findings From Review of 500+ Submitted RCA’s

i. Who is on the Team

ii. Who Was Not on the Team

iii. Lack of Support

iv. Lack of Competency to Conduct and RCA

v. Review of Facts was Inconsistent

vi. Lack of Details from Medical Records, etc.

F. Using the RCA Form

i. Three Parts

1. Fact Finding

2. Plan Development

3. Plan Implementation and Evaluation
a. Fact Finding (two pages)

i. Why, Why, Why, Why, Why

ii. Evaluation of:

1.  Human Factors

2. Equipment Factors

3. Controllable Environmental Factors

4. Uncontrollable Environmental Factors

5. Other Factors

b. Plan Development

i. Environmental Management Issues


ii. Leadership Issues

iii. Communication Issues

iv. Communication Priorities

v. Uncontrollable Factors

c. Plan Implementation and Evaluation

i. Be specific

ii. Have timelines

iii. Reduce Risk

iv. Measure Effectiveness

If you have comments, questions, need additional resources or a consultation, please contact Randy Benson, RHQN Executive Director, at (206) 577-1821 or by email at randyb@wsha.org
