jcaho root cause analysis

JCAHO Root Cause Analysis: A Deep Dive into
Preventing Healthcare Errors

Introduction:

Healthcare is a high-stakes environment. A single mistake can have devastating consequences.
That's why Joint Commission accreditation (formerly JCAHO) emphasizes robust root cause analysis
(RCA) to identify the underlying causes of adverse events and implement effective preventative
measures. This comprehensive guide delves into the intricacies of JCAHO root cause analysis,
providing a practical understanding of its methodology, benefits, and crucial steps for successful
implementation. We'll explore the process, common pitfalls to avoid, and best practices for ensuring
your healthcare facility meets the highest standards of patient safety. This isn't just about passing
audits; it's about creating a culture of safety that minimizes harm and improves patient outcomes.

What is JCAHO Root Cause Analysis (RCA)?

JCAHO, now known as The Joint Commission, mandates RCA as a critical component of its
accreditation process. RCA isn't simply about identifying what went wrong; it's about systematically
uncovering the why behind adverse events, near misses, and other sentinel events. By digging
beyond superficial explanations, RCA helps healthcare organizations prevent similar incidents from
occurring in the future. It's a proactive, systematic investigation that aims to understand the
complex interplay of factors contributing to errors, ultimately leading to the implementation of
sustainable improvements in patient safety. The focus is on system failures, not individual blame.
This crucial distinction fosters a collaborative environment where staff feel comfortable reporting
errors without fear of retribution.

The Five Whys Technique and Beyond:

While the "Five Whys" technique is a popular starting point for RCA, it’s often insufficient for
complex events. The Five Whys involves repeatedly asking "Why?" to drill down to the root cause.
However, it can be overly simplistic and may not uncover all contributing factors. A comprehensive
RCA often utilizes a combination of methods including:

Fishbone Diagrams (Ishikawa Diagrams): These visual tools help identify potential causes
categorized by categories like people, methods, machines, materials, environment, and
measurement. This structured approach helps prevent overlooking important contributing factors.

Fault Tree Analysis: This top-down approach begins with the undesired event and works backward
to identify the contributing factors. It's particularly useful for complex events with multiple
contributing causes.

Failure Mode and Effects Analysis (FMEA): This proactive approach anticipates potential failures
and assesses their severity, likelihood, and detectability. It allows for preventive measures to be



implemented before incidents occur.

Steps in Conducting a JCAHO-Compliant RCA:

A thorough RCA follows a structured process, typically including these key steps:

1. Define the Event: Clearly and concisely describe the adverse event or near miss, including
date, time, location, and involved personnel. Accurate documentation is crucial for a successful
investigation.

1. Gather Data: Collect all relevant information from multiple sources: medical records, incident
reports, interviews with witnesses and involved staff, equipment logs, and other relevant
documentation. This phase requires meticulous attention to detail.

1. Identify Contributing Factors: Using techniques like the Fishbone Diagram or Fault Tree
Analysis, systematically identify factors that contributed to the event. Focus on systemic issues
rather than individual blame.

1. Determine Root Causes: Analyze the contributing factors to identify the underlying root causes
- the fundamental issues that allowed the event to occur. This often requires careful
consideration of human factors, process flaws, and system limitations.

1. Develop Corrective Actions: Based on the identified root causes, develop specific, measurable,
achievable, relevant, and time-bound (SMART) corrective actions. These actions should
address the underlying issues and prevent recurrence.

1. Implement Corrective Actions: Put the corrective actions into place. This may involve changes
to policies, procedures, training programs, equipment, or technology.

1. Monitor and Evaluate: Track the effectiveness of the implemented corrective actions. Regular
monitoring helps ensure that the changes are successful in preventing future incidents.



Avoiding Common Pitfalls in RCA:

Several pitfalls can compromise the effectiveness of an RCA:

Premature Closure: Jumping to conclusions before thoroughly investigating all contributing factors.
Focusing on Blame: Targeting individuals instead of addressing systemic issues.

Lack of Data: Insufficient data collection leads to incomplete analysis and ineffective solutions.
Poor Communication: Failure to effectively communicate findings and corrective actions to relevant
staff.

Best Practices for JCAHO-Compliant RCA:

Multidisciplinary Teams: Involve representatives from various departments and disciplines to gain a
broader perspective.

Structured Methodology: Follow a consistent and documented RCA process.
Data-Driven Approach: Base conclusions on objective data and evidence.

Proactive Approach: Conduct regular risk assessments and proactive RCA to anticipate potential
problems.

Sample JCAHO Root Cause Analysis Report Outline:
Name: RCA Report: Medication Error Incident - October 26, 2024

Introduction: Brief description of the event, including date, time, and location.

Methods: Description of the RCA methodology used (e.g., Fishbone Diagram, Fault Tree Analysis).
Data Collection: Summary of data sources and collection methods (e.g., interviews, medical records).
Contributing Factors: Detailed description of all identified contributing factors.

Root Cause Analysis: Identification of the underlying root cause(s).

Corrective Actions: Specific, measurable, achievable, relevant, and time-bound corrective actions.
Implementation Plan: Detailed plan for implementing the corrective actions.

Monitoring and Evaluation Plan: Methods for tracking the effectiveness of the corrective actions.
Conclusion: Summary of findings, recommendations, and next steps.

(Each point in the outline above would then be expanded upon in a full report, following the
structure and steps outlined earlier in the article.)

FAQs:

1. What is the difference between a root cause and a contributing factor? A root cause is the



underlying issue that allowed the event to occur, while contributing factors are the events or
conditions that increase the likelihood of the root cause leading to an adverse outcome.

. Is RCA required by JCAHO for all adverse events? While not every incident requires a full RCA,
JCAHO mandates RCA for sentinel events and other significant adverse events.

. Who should be involved in conducting an RCA? A multidisciplinary team, including clinicians,
administrators, and other relevant personnel, should be involved.

. How long does a typical RCA take? The duration varies depending on the complexity of the
event, but it often takes several weeks to complete.

. What happens if corrective actions are not effective? If corrective actions are not effective, the
RCA process should be revisited to identify any gaps in the analysis or implementation.

. How is the effectiveness of corrective actions monitored? This can involve reviewing incident
reports, conducting follow-up interviews, and analyzing data related to the corrective actions.

. Can RCA help improve patient safety beyond compliance with JCAHO standards? Absolutely.
RCA is a powerful tool for continuous improvement and a crucial part of a strong safety
culture.

. What are some common root causes identified through RCA in healthcare settings? Common
root causes include communication failures, inadequate training, inadequate staffing, and
equipment malfunctions.

. Is there any specific software available to help conduct RCA? Yes, many software solutions are
available to help facilitate the RCA process, often including features like data collection,
analysis tools, and report generation.



Related Articles:

1. The Joint Commission Standards on Patient Safety: A review of the Joint Commission's
requirements for patient safety and the role of RCA.

1. Human Factors in Healthcare Errors: Exploring the impact of human factors on adverse events
and how RCA can address them.

1. Sentinel Events in Healthcare: An in-depth analysis of serious adverse events and the
importance of RCA in preventing them.

1. Improving Communication in Healthcare Teams: Strategies for enhancing communication to
minimize errors.

1. Effective Root Cause Analysis Techniques: A comparison of various RCA methodologies.

1. The Role of Technology in Root Cause Analysis: How technology can improve the efficiency
and effectiveness of RCA.

1. Building a Culture of Safety in Healthcare: Creating an environment where reporting errors is
encouraged and RCA is embraced.

1. Measuring the Effectiveness of RCA: Methods for assessing the impact of RCA on patient
safety.

1. RCA and Accreditation: A Guide for Healthcare Organizations: A practical guide to using RCA
to meet accreditation requirements.



jcaho root cause analysis: Root Cause Analysis in Health Care , 2020-04

jcaho root cause analysis: Medication Errors Michael Richard Cohen, 2007 In this expanded
600+ page edition, Dr. Cohen brings together some 30 experts from pharmacy, medicine, nursing,
and risk management to provide the most current thinking about the causes of medication errors
and strategies to prevent them.

jcaho root cause analysis: The Jcaho Mock Survey Made Simple Kathryn A. Chamberlain,
2007 The JCAHO Mock Survey Made Simple has guided hospitals to unparalleled survey success.
Well-known in the field as the premier Joint Commission survey prep guide, it is still the only known
checklist resource on the market. the 2007 Edition is fully updated to reflect changes to the
Comprehensive Accreditation Manual for Hospitals (CAMH), leadership and medical staff standards,
and updates to the National Patient Safety Goals.

jcaho root cause analysis: Root Cause Analysis in Health Care , 2017 Root Cause Analysis
in Health Care: A Joint Commission Guide to Analysis and Corrective Action of Sentinel and Adverse
Events will take readers step by step through the process of conducting RCA in their organizations.
It will also offer strategies and suggestions for implementing FMEA. Featuring a newly streamlined,
approachable design, this 7th edition of our best-selling Root Cause Analysis in Health Care will
guide health care organizations through the Joint Commission requirements, outlining steps to
prevent sentinel events such as medication errors, patient suicide, wrong-site surgery, patient
elopement, and more. Refreshed tools and examples will help organizations collect the data they
need and demonstrate how to use that data to learn from previous experience.

jcaho root cause analysis: Risk Management in Health Care Institutions Florence
Kavaler, Allen D. Spiegel, 2003 Risk management for health care institutions involves the protection
of the assets of the organizations, agencies, and individual providers from liability. A strategic
approach can result in significant cost savings. Risk Management in Health Care Institutions: A
Strategic Approach offers governing boards, chief executive officers, administrators, and health
profession students the opportunity to organize and devise a successful risk management program.
Experts in risk management have contributed comprehensive, up-to-date syntheses of relevant
topics to assist with practical risk management strategies.

jcaho root cause analysis: Advances in Patient Safety Kerm Henriksen, 2005 v. 1. Research
findings -- v. 2. Concepts and methodology -- v. 3. Implementation issues -- v. 4. Programs, tools and
products.

jcaho root cause analysis: The JCAHO Survey Coordinator's Handbook Steven W. Bryant,
Patricia Pejakovich, 2006 With the constant pressure to ensure Joint Commission standards
compliance, training, and continuous survey readiness across all departments of your hospital it is
more important than ever to save time. You can wade through countless resources in search of ways
to prepare for Joint Commission survey. Or, you can save yourself the trouble and turn to HCPro's
best-selling book, the JCAHO Survey Coordinator's Handbook.

jcaho root cause analysis: Root Cause Analysis Duke Okes, 2019-02-06 This best-seller can
help anyone whose role is to try to find specific causes for failures. It provides detailed steps for
solving problems, focusing more heavily on the analytical process involved in finding the actual
causes of problems. It does this using figures, diagrams, and tools useful for helping to make our
thinking visible. This increases our ability to see what is truly significant and to better identify errors
in our thinking. In the sections on finding root causes, this second edition now includes: more
examples on the use of multi-vari charts; how thought experiments can help guide data
interpretation; how to enhance the value of the data collection process; cautions for analyzing data;
and what to do if one can’t find the causes. In its guidance on solution identification, biomimicry and
TRIZ have been added as potential solution identification techniques. In addition, the appendices
have been revised to include: an expanded breakdown of the 7 M’s, which includes more than 50




specific possible causes; forms for tracking causes and solutions, which can help maintain alignment
of actions; techniques for how to enhance the interview process; and example responses to problem
situations that the reader can analyze for appropriateness.

jcaho root cause analysis: The Handbook of Patient Safety Compliance Fay A. Rozovsky,
James R. Woods, Jr., 2016-12-05 Written for virtually every professional and leader in the health care
field, as well as students who are preparing for careers in health services delivery, this book
presents a framework for developing a patient safety program, shows how best to examine events
that do occur, and reveals how to ensure that appropriate corrective and preventative actions are
reviewed for effectiveness. The book covers a comprehensive selection of topics including The link
between patient safety and legal and regulatory compliance The role of accreditation and
standard-setting organizations in patient safety Failure modes and effect analysis Voluntary and
regulatory oversight of medical error Evidence-based outcomes and standards of care Creation and
preservation of reports, data, and device evidence in medical error situations Claims management
when dealing with patient safety events Full disclosure Patient safety in human research Managing
confidentiality in the face of litigation Managing patient safety compliance through
accountability-based credentialing for health care professionals Planning for the future

jcaho root cause analysis: Making Healthcare Safe Lucian L. Leape, 2021-05-28 This unique
and engaging open access title provides a compelling and ground-breaking account of the patient
safety movement in the United States, told from the perspective of one of its most prominent
leaders, and arguably the movement’s founder, Lucian L. Leape, MD. Covering the growth of the
field from the late 1980s to 2015, Dr. Leape details the developments, actors, organizations,
research, and policy-making activities that marked the evolution and major advances of patient
safety in this time span. In addition, and perhaps most importantly, this book not only
comprehensively details how and why human and systems errors too often occur in the process of
providing health care, it also promotes an in-depth understanding of the principles and practices of
patient safety, including how they were influenced by today’s modern safety sciences and systems
theory and design. Indeed, the book emphasizes how the growing awareness of systems-design
thinking and the self-education and commitment to improving patient safety, by not only Dr. Leape
but a wide range of other clinicians and health executives from both the private and public sectors,
all converged to drive forward the patient safety movement in the US. Making Healthcare Safe is
divided into four parts: I. In the Beginning describes the research and theory that defined patient
safety and the early initiatives to enhance it. II. Institutional Responses tells the stories of the efforts
of the major organizations that began to apply the new concepts and make patient safety a reality.
Most of these stories have not been previously told, so this account becomes their histories as well.
II1. Getting to Work provides in-depth analyses of four key issues that cut across disciplinary lines
impacting patient safety which required special attention. IV. Creating a Culture of Safety looks to
the future, marshalling the best thinking about what it will take to achieve the safe care we all
deserve. Captivatingly written with an “insider’s” tone and a major contribution to the clinical
literature, this title will be of immense value to health care professionals, to students in a range of
academic disciplines, to medical trainees, to health administrators, to policymakers and even to lay
readers with an interest in patient safety and in the critical quest to create safe care.

jcaho root cause analysis: Patient Safety and Quality Ronda Hughes, 2008 Nurses play a
vital role in improving the safety and quality of patient car -- not only in the hospital or ambulatory
treatment facility, but also of community-based care and the care performed by family members.
Nurses need know what proven techniques and interventions they can use to enhance patient
outcomes. To address this need, the Agency for Healthcare Research and Quality (AHRQ), with
additional funding from the Robert Wood Johnson Foundation, has prepared this comprehensive,
1,400-page, handbook for nurses on patient safety and quality -- Patient Safety and Quality: An
Evidence-Based Handbook for Nurses. (AHRQ Publication No. 08-0043). - online AHRQ blurb,
http://www.ahrq.gov/qual/nurseshdbk/

jcaho root cause analysis: The Patient's Guide to Preventing Medical Errors Karin J. Berntsen,



2004-10-30 A nation watched in horror as 17-year-old Jessica Santillian died needlessly after a
heart-lung transplant in 2003. She had been given organs with the wrong blood type. That error
killed her. It is just one among tens of thousands of less publicized errors that occur in U.S. hospitals
each year. Author Karin Berntsen, a veteran of the hospital and health care industry, takes us
through the headlines, and the events never publicized, into hospital wards and surgical rooms to
see how errors are made causing disability or death. She gives graphic examples of actual events
that illustrate the problems cited in a federal Institute of Medicine report showing medical errors in
the hospital cause 44,000 to 98,000 deaths each year. Those errors include medication mistakes,
wrong site or side surgery, and botched transfusions. Berntsen explains why these are not just
human errors with one or two people responsible; they are systems failures that require a major
culture change to remedy. And that change, she argues, may not come without action by the very
people the medical system is designed to help: patients. She offers clear actions consumers can take
to assure they are not on the receiving end of a medical error. The book details over 200 tips for
improving patient safety. U.S. hospitals have countless stories of miraculous healing and recovery;
the greatest technology, most advanced medicines, and best research in the world. On the other
hand, we have a system where medical errors bring more than 120 fatalities each day across the
country in hospitals. An airline crash causing that many deaths daily would paralyze that industry.
But because the deaths and harm are diluted across and deep within the silence of hospitals, it is
easier to be complacent. There is, says Berntsen, an urgent need to pause and take inventory, a need
for clinicians and consumers to come together as partners for change.

jcaho root cause analysis: Sentinel Events & Root Cause Analysis , 2000

jcaho root cause analysis: The CMS-JCAHO Crosswalk , 2006

jcaho root cause analysis: Patient Safety Jacqueline Fowler Byers, Susan V. White, 2004-06-03
This book provides readers with both a foundation of theoretical knowledge regarding patient safety
as well as evidence-based strategies for preventing errors in various clinical settings. The authors'
goal is to help clinicians and administrators gain the skills and knowledge they need to develop safe
patient practices in their organizations. Key topics include: An overview of evidence-based best
practices for patient safety Clear explanation of important patient safety policies and legislation
Innovative uses of technology such as computerized provider order entry, barcoding medications,
and computerized clinical decision support systems The importance of an informed patient in
preventing medical errors How to communicate with the public and the patient about errors if they
occur Special patient safety concerns for children, the elderly, and the mentally ill

jcaho root cause analysis: Environment of Care Risk Assessment Joint Commission Resources,
Inc, 2008 In a health care environment, risks abound. This must-have book provides organizations
with the tools and know-how to conduct effective assessments of potential risks and take steps to
minimize them. Whether the risk issue is infant and pediatric abduction, infection control during
construction, fire safety, or potential disaster emergencies, Environment of Carer Risk Assessment
guides organizations through a basic risk assessment process and suggests potential high-profile,
high-risk areas for consideration. It shows how to use existing standards tools such as the Periodic
Performance Review, Interim Life Safety Measures, the hazard vulnerability analysis, and more.
And, it provides case studies, examples, and worksheets for assessing and minimizing risk and
includes a CD-ROM with interactive risk assessment forms. Performing risk assessments can help
organizations avoid OSHA fines, accreditation noncompliance, and more. But the bottom line is that
by performing prudent and timely risk assessments, organizations can help ensure patient, staff, and
visitor safety.

jcaho root cause analysis: Failure Mode and Effects Analysis in Health Care Joint
Commission Resources, Inc, 2005 Failure Mode and Effects Analysis (FMEA), a systematic approach
to error prevention, helps you examine specific processes to identify failures before they happen,
determine the consequences, and manage potential risks. This book features a guide through FMEA,
from identifying high- and low-risk situations to implementing the processes you develop.

jcaho root cause analysis: To Err Is Human Institute of Medicine, Committee on Quality of




Health Care in America, 2000-03-01 Experts estimate that as many as 98,000 people die in any given
year from medical errors that occur in hospitals. That's more than die from motor vehicle accidents,
breast cancer, or AIDSa€three causes that receive far more public attention. Indeed, more people
die annually from medication errors than from workplace injuries. Add the financial cost to the
human tragedy, and medical error easily rises to the top ranks of urgent, widespread public
problems. To Err Is Human breaks the silence that has surrounded medical errors and their
consequencea€but not by pointing fingers at caring health care professionals who make honest
mistakes. After all, to err is human. Instead, this book sets forth a national agendaa€with state and
local implicationsa€for reducing medical errors and improving patient safety through the design of a
safer health system. This volume reveals the often startling statistics of medical error and the
disparity between the incidence of error and public perception of it, given many patients'
expectations that the medical profession always performs perfectly. A careful examination is made of
how the surrounding forces of legislation, regulation, and market activity influence the quality of
care provided by health care organizations and then looks at their handling of medical mistakes.
Using a detailed case study, the book reviews the current understanding of why these mistakes
happen. A key theme is that legitimate liability concerns discourage reporting of errorsa€which begs
the question, How can we learn from our mistakes? Balancing regulatory versus market-based
initiatives and public versus private efforts, the Institute of Medicine presents wide-ranging
recommendations for improving patient safety, in the areas of leadership, improved data collection
and analysis, and development of effective systems at the level of direct patient care. To Err Is
Human asserts that the problem is not bad people in health carea€it is that good people are working
in bad systems that need to be made safer. Comprehensive and straightforward, this book offers a
clear prescription for raising the level of patient safety in American health care. It also explains how
patients themselves can influence the quality of care that they receive once they check into the
hospital. This book will be vitally important to federal, state, and local health policy makers and
regulators, health professional licensing officials, hospital administrators, medical educators and
students, health caregivers, health journalists, patient advocatesa€as well as patients themselves.
First in a series of publications from the Quality of Health Care in America, a project initiated by the
Institute of Medicine

jcaho root cause analysis: Patient Safety Institute of Medicine, Board on Health Care
Services, Committee on Data Standards for Patient Safety, 2003-12-20 Americans should be able to
count on receiving health care that is safe. To achieve this, a new health care delivery system is
needed a€ a system that both prevents errors from occurring, and learns from them when they do
occur. The development of such a system requires a commitment by all stakeholders to a culture of
safety and to the development of improved information systems for the delivery of health care. This
national health information infrastructure is needed to provide immediate access to complete patient
information and decision-support tools for clinicians and their patients. In addition, this
infrastructure must capture patient safety information as a by-product of care and use this
information to design even safer delivery systems. Health data standards are both a critical and
time-sensitive building block of the national health information infrastructure. Building on the
Institute of Medicine reports To Err Is Human and Crossing the Quality Chasm, Patient Safety puts
forward a road map for the development and adoption of key health care data standards to support
both information exchange and the reporting and analysis of patient safety data.

jcaho root cause analysis: Critical Care Medicine Michael James Murray, 2002 This
authoritative reference published under the auspices of the American Society of Critical Care
Anesthesiologists (ASCCA) is now in its Second Edition. More than 100 internationally recognized
experts present state-of-the-art strategies for successful, cost-effective perioperative care and
management of acutely ill patients.This thoroughly revised edition features many distinguished new
contributors from anesthesiology, critical care medicine, internal medicine, surgery, and pediatrics.
Timely new chapters cover medical informatics, evidence-based medicine, human genomics,
research in critical care medicine, and imaging in the ICU. Chapters on acute respiratory distress



syndrome, sepsis, and other diseases have been rewritten to reflect recent technological and
therapeutic breakthroughs.

jcaho root cause analysis: To Err Is Human Institute of Medicine, Committee on Quality of
Health Care in America, 2000-04-01 Experts estimate that as many as 98,000 people die in any given
year from medical errors that occur in hospitals. That's more than die from motor vehicle accidents,
breast cancer, or AIDSa€three causes that receive far more public attention. Indeed, more people
die annually from medication errors than from workplace injuries. Add the financial cost to the
human tragedy, and medical error easily rises to the top ranks of urgent, widespread public
problems. To Err Is Human breaks the silence that has surrounded medical errors and their
consequencea€but not by pointing fingers at caring health care professionals who make honest
mistakes. After all, to err is human. Instead, this book sets forth a national agendaa€with state and
local implicationsa€for reducing medical errors and improving patient safety through the design of a
safer health system. This volume reveals the often startling statistics of medical error and the
disparity between the incidence of error and public perception of it, given many patients'
expectations that the medical profession always performs perfectly. A careful examination is made of
how the surrounding forces of legislation, regulation, and market activity influence the quality of
care provided by health care organizations and then looks at their handling of medical mistakes.
Using a detailed case study, the book reviews the current understanding of why these mistakes
happen. A key theme is that legitimate liability concerns discourage reporting of errorsa€which begs
the question, How can we learn from our mistakes? Balancing regulatory versus market-based
initiatives and public versus private efforts, the Institute of Medicine presents wide-ranging
recommendations for improving patient safety, in the areas of leadership, improved data collection
and analysis, and development of effective systems at the level of direct patient care. To Err Is
Human asserts that the problem is not bad people in health carea€it is that good people are working
in bad systems that need to be made safer. Comprehensive and straightforward, this book offers a
clear prescription for raising the level of patient safety in American health care. It also explains how
patients themselves can influence the quality of care that they receive once they check into the
hospital. This book will be vitally important to federal, state, and local health policy makers and
regulators, health professional licensing officials, hospital administrators, medical educators and
students, health caregivers, health journalists, patient advocatesa€as well as patients themselves.
First in a series of publications from the Quality of Health Care in America, a project initiated by the
Institute of Medicine

jcaho root cause analysis: Failure Modes & Effects Analysis (Fmbs) Glenn D. Krasker,
2004 Your organization needs to conduct and analyze at least one high-risk process per year to
comply with the JCAHO's Improving Organization Performance standard PI.3.20. The Failure Modes
and Effects Analysis (FMEA) is a proactive process that helps you comply with this standard. It
allows you to reduce risk-in a process, system, and ultimately your organization-so you can protect
both patients and staff from the danger of medical errors before they occur. Your one-stop guide to
conducting FMEAs Unfortunately, hospitals across the country continue to struggle with the
practicality of this process and are unable to translate theory into reality. The good news? Our new
book Failure Modes and Effects Analysis: Building Safety into Everyday Practice will walk you
step-by-step through the FMEA process by using case studies that encompass the most problematic
areas: blood transfusions, medication use, patient suicide, wrong-site surgery, and delay in
treatment. Taking your FMEA to the next level Many of our customers who purchased our
best-selling book, Step-by-Step Guide to Failure Modes and Effects Analysis, published in May 2002,
learned the best way to conduct an FMEA. This new book takes this PI process to the next level by
providing in-depth case studies, real examples, and practical tools! We've done the work for you by
studying how other organizations have analyzed their own high-risk areas using an FMEA, and
providing you with this information in an easy-to-read case study format. Sample FMEAs, charts, and
tools! You'll receive tools including sample FMEAs, flowcharts of each process, and tables to indicate
your risk-reduction efforts. The sample FMEAs highlight the potential failure modes and



demonstrate how to rate the likelihood of each error, the severity of the outcome, and how to
prioritize your improvement efforts to prevent medical errors. Take a look below to see how each
sample FMEA will help you with your FMEA process

jcaho root cause analysis: The Patient Safety Handbook Barbara ]. Youngberg, Martin ].
Hatlie, 2004 Quality/Patient Safety

jcaho root cause analysis: The Joint Commission Journal on Quality Improvement , 2003

jcaho root cause analysis: VHA's Risk Management Policy and Performance United States.
Congress. House. Committee on Veterans' Affairs. Subcommittee on Health, 1998

jcaho root cause analysis: Medical Errors United States. Congress. House. Committee on
Commerce. Subcommittee on Health and the Environment, 2000

jcaho root cause analysis: First Do No Harm Sheila A. M. McLean, 2016-04-15 This
collection brings together essays from leading figures in the field of medical law and ethics which
address the key issues currently challenging scholars in the field. It has also been compiled as a
lasting testimony to the work of one of the most eminent scholars in the area, Professor Ken Mason.
The collection marks the academic crowning of a career which has laid one of the foundation stones
of an entire discipline. The wide-ranging contents and the standing of the contributors mean that the
volume will be an invaluable resource for anyone studying or working in medical law or medical
ethics.

jcaho root cause analysis: Nursing Now Joseph T. Catalano, 2019-10-08 Be prepared for the
rapidly changing world of nursing. The thoroughly revised and updated 8th Edition of this popular
text examines the important issues and trends shaping the nursing profession today. Explore the
evolution and history of nursing and examine the impact of healthcare reform and the legal system
as they apply to nursing practice.

jcaho root cause analysis: Quality and Safety in Radiology Hani H. Abujudeh, Michael A.
Bruno, 2012-03-08 Radiology has been transformed by new imaging advances and a greater demand
for imaging, along with a much lower tolerance for error as part of the Quality & Safety revolution in
healthcare. With a greater emphasis on patient safety and quality in imaging practice, imaging
specialists are increasingly charged with ensuring patient safety and demonstrating that everything
done for patients in their care meets the highest quality and safety standards. This book offers
practical guidance on understanding, creating, and implementing quality management programs in
Radiology. Chapters are comprehensive, detailed, and organized into three sections: Core Concepts,
Management Concepts, and Educational & Special Concepts. Discussions are applicable to all
practice settings: community hospitals, private practice, academic radiology, and
government/military practice, as well as to those preparing for the quality and safety questions on
the American Board of Radiology's Maintenance of Certification or initial Board Certification
Examinations. Bringing together the various elements that comprise the quality and safety agenda
for Radiology, this book serves as a thorough roadmap and resource for radiologists, technicians,
and radiology managers and administrators.

jcaho root cause analysis: Maximize Patient Safety with Advanced Root Cause Analysis
Catherine Corbett (CQM.), 2004

jcaho root cause analysis: Legal Nurse Consulting Patricia W. Iyer, MSN, RN, LNCC,
2002-11-26 Designed to meet the needs of both novice and advanced practitioners, the first edition
of Legal Nurse Consulting: Principles and Practice established standards and defined the core
curriculum of legal nurse consulting. It also guided the development of the certification examination
administered by the American Legal Nurse Consultant Certification Board. The extensive revisions
and additions in Legal Nurse Consulting: Principles and Practices, Second Edition make this
bestselling reference even more indispensable. The most significant change is the inclusion of 15
new chapters, each of which highlights an important aspect of legal nurse consulting practice: Entry
into the Specialty Certification Nursing Theory: Applications to Legal Nurse Consulting Elements of
Triage for Medical Malpractice Evaluating Nursing Home Cases Principles of Evaluating Personal
Injury Cases Common Mechanisms of Injury in Personal Injury Cases ERISA and HMO Litigation The



LNC as Case Manager Report Preparation Locating and Working with Expert Witnesses The Role of
the LNC in Preparation of Technical Demonstrative Evidence Marketing Growing a Business
Business Ethics Legal Nurse Consulting: Principles and Practices, Second Edition presents
up-to-date, practical information on consulting in a variety of practice environments and legal areas.
Whether you are an in-house LNC or you work independently, this book is your definitive guide to
legal nurse consulting.

jcaho root cause analysis: Safety Management in Hospitals SK. Joshi, 2011-07-31

jcaho root cause analysis: Report to the Congress, 1999

jcaho root cause analysis: Clinical Engineering Handbook Joseph F. Dyro, 2004-08-27 As the
biomedical engineering field expands throughout the world, clinical engineers play an ever more
important role as the translator between the worlds of the medical, engineering, and business
professionals. They influence procedure and policy at research facilities, universities and private and
government agencies including the Food and Drug Administration and the World Health
Organization. Clinical engineers were key players in calming the hysteria over electrical safety in the
1970s and Y2K at the turn of the century and continue to work for medical safety. This title brings
together all the important aspects of Clinical Engineering. It provides the reader with prospects for
the future of clinical engineering as well as guidelines and standards for best practice around the
world.

jcaho root cause analysis: Public Health Behind Bars Robert B. Greifinger, 2021-10-25 Public
Health Behind Bars From Prisons to Communities examines the burden of illness in the growing
prison population, and analyzes the impact on public health as prisoners are released. This book
makes a timely case for correctional health care that is humane for those incarcerated and beneficial
to the communities they reenter.

jcaho root cause analysis: Perinatal Nursing Kathleen Rice Simpson, Patricia A. Creehan,
2008 Co-published with the Association of Women's Health, Obstetric and Neonatal Nurses
(AWHONN), this book is a comprehensive clinical resource for practicing perinatal nurses and an
excellent staff educator's guide and textbook. It provides commonly accepted guidelines for practice
and evidence-based care and includes algorithms to support decision-making. Numerous
photographs complement the text and summary boxes highlight key points. Appendices provide
patient care examples and practice guidelines. This edition has been extensively revised and
updated. New features include more than 650 end-of-chapter review questions and answers and
selected AWHONN protocols.

jcaho root cause analysis: Medical Errors United States. Congress. Senate. Committee on
Health, Education, Labor, and Pensions, 2000

jcaho root cause analysis: Advanced Case Management Suzanne K. Powell, 2000 Advanced
Case Management: Outcomes and Beyond, is a theoretical, research-oriented, and statistical
publication providing comprehensive coverage of advanced case management information. Essential
topics presented in this text include outcomes management, disease management, continuous
quality improvement (CQI), and complementary medicine practices. Building on Case Management:
A Practical Guide to Success in Managed Care, Second Edition, this book explores population-based
case management and its components. Part I comprehensively covers disease management concepts
and development of a successful disease management program. Part II focuses on the latest trends
in outcomes management. Topics covered include how to develop an outcomes management
program, the Center for Case Management Accountability (CCMA), benchmarking, and factors
affecting case management outcomes. Part III deals with continuous quality improvement (CQI) and
proper use of CQI tools. Finally, Part IV, Managing Complementary Health Care--A Vision for the
Future, addresses the challenges and the successes of Complementary and Alternative Medicine
(CAM) practices.

jcaho root cause analysis: Health Care Financial Management for Nurse Managers Janne
Dunham-Taylor, Joseph Z. Pinczuk, 2005 Enhances the financial skills that nurse managers and
administrators need to navigate the health care system and the varying reimbursement issues facing




different health care settings.
jcaho root cause analysis: Performance Improvement Basics Cynthia Barnard, 2004
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