joint commission root cause analysis

Joint Commission Root Cause Analysis: A
Comprehensive Guide to Effective RCA

Introduction:

Healthcare safety is paramount. A single adverse event can have devastating
consequences for patients, families, and healthcare organizations. The Joint Commission, a
leading accreditor of healthcare organizations in the United States, emphasizes proactive
risk management. A crucial component of this is the meticulous performance of root cause
analysis (RCA) following any sentinel event or near miss. This comprehensive guide will
delve into the Joint Commission's approach to root cause analysis, providing practical
steps, best practices, and essential considerations for conducting effective and impactful
RCAs within your healthcare facility. We'll explore the process, common pitfalls, and how
to leverage RCA to improve patient safety and prevent future incidents.

Understanding the Joint Commission's Perspective on
RCA

The Joint Commission doesn't merely mandate RCA; it emphasizes a proactive, systematic
approach to identifying underlying causes of adverse events, not just the immediate
symptoms. Their focus is on understanding why an event occurred, not just what
happened. This requires a shift in mindset from blaming individuals to identifying system
failures that contributed to the event. The goal is to implement sustainable changes that
prevent recurrence. Failure to conduct thorough and effective RCAs can lead to sanctions
and impact an organization's accreditation status.

Steps in Conducting a Joint Commission-Compliant Root
Cause Analysis

A robust RCA process, compliant with Joint Commission standards, typically involves these
key steps:

1. Defining the Event and Gathering Data:

Clear Definition: Begin with a precise description of the event, including dates, times,
individuals involved, and any immediate consequences. This clarity is paramount. Vague
descriptions hinder the RCA process.

Data Collection: Gather comprehensive data from multiple sources, including medical
records, incident reports, staff interviews, and equipment logs. Don't rely solely on one



source; triangulation of information is essential to ensure accuracy and completeness.
Timeline Creation: Develop a detailed timeline of events leading up to and following the
adverse event. This visual representation aids in identifying critical junctures and
potential contributing factors.

1. Identifying Contributing Factors:

Brainstorming: Use structured brainstorming techniques like the "five whys" to
systematically delve into the underlying causes. Don't stop at the first answer; keep asking
"why" until you reach root causes.

Cause-and-Effect Diagrams (Fishbone Diagrams): These diagrams are valuable tools for
visually representing the contributing factors and their interrelationships. They provide a
structured way to brainstorm potential causes and their connections.

Human Factors Analysis: Consider human factors that may have contributed, such as
fatigue, workload, communication breakdowns, or inadequate training. Human error is
often a symptom of a larger systemic issue.

1. Determining Root Causes:

This is arguably the most crucial step. Root causes are those underlying factors that, if
addressed, would prevent the event from recurring. It's vital to differentiate between
contributing factors and the root causes themselves. Often, root causes are systemic
weaknesses within the organization's processes or infrastructure.

1. Developing and Implementing Corrective Actions:

Actionable Solutions: Based on the identified root causes, develop specific, measurable,
achievable, relevant, and time-bound (SMART) corrective actions. These should address
the systemic issues, not just the symptoms.

Implementation Plan: Create a detailed implementation plan outlining who is responsible
for each action, deadlines, and resources required. This plan needs to be comprehensive
and assigned clear accountability.

Monitoring and Evaluation: Regularly monitor the effectiveness of the implemented
corrective actions and make adjustments as needed. A follow-up review is crucial to
ensure changes are sustainable and effective in preventing future incidents.

1. Documentation and Reporting:



Maintain meticulous documentation throughout the entire RCA process. This
documentation is critical for both internal review and potential external audits by
regulatory bodies like the Joint Commission. The final report should clearly articulate the
event, contributing factors, root causes, corrective actions, and the implementation plan.

Common Pitfalls to Avoid in RCA

Premature Closure: Rushing the process to quickly "check the box" without thoroughly
investigating all potential causes.

Blame Culture: Focusing on individual blame rather than systemic issues.

Insufficient Data: Relying on incomplete or biased information.

Lack of Follow-up: Failing to monitor the effectiveness of implemented corrective actions.
Ineffective Communication: Poor communication among team members involved in the
RCA process.

Best Practices for Effective Joint Commission-Compliant
RCA

Multidisciplinary Teams: Utilize teams comprising representatives from various
departments and disciplines to gain diverse perspectives and expertise.

Structured Methodology: Employ a standardized RCA methodology to ensure consistency
and thoroughness.

Regular Training: Provide regular training to staff on RCA methodology and best
practices.

Proactive RCA: Conduct RCAs not just after adverse events, but also after near misses to
identify and address potential risks before they escalate.

Continuous Improvement: Integrate RCA findings into ongoing quality improvement
initiatives.

Sample Root Cause Analysis Report Outline

Name: RCA Report: Medication Error Incident - October 26, 2024
Contents:

Introduction: Brief description of the medication error, including date, time, patient
details, and immediate consequences.

Methodology: Description of the RCA methodology used.

Timeline of Events: Detailed chronological sequence of events leading to the medication
error.

Contributing Factors: List of identified contributing factors, with supporting evidence.
Root Cause Analysis: Identification of the underlying root causes.

Corrective Actions: Specific, measurable, achievable, relevant, and time-bound actions to
address root causes.

Implementation Plan: Details of implementation, including responsibilities and timelines.
Monitoring and Evaluation Plan: How the effectiveness of corrective actions will be
monitored and evaluated.



Conclusion: Summary of findings, recommendations, and next steps.

Detailed Explanation of Each Section of the Sample
Report:

Each section of the sample report needs detailed elaboration to create a comprehensive
document. For example, the "Contributing Factors" section might include human factors
like fatigue, system failures such as inadequate labeling of medications, and procedural
weaknesses in the medication administration process. Similarly, the "Root Cause Analysis"
section would delve into the underlying causes behind these contributing factors,
potentially identifying weaknesses in staffing levels, training programs, or medication
management protocols. The "Corrective Actions" section might then suggest solutions
such as improved staffing ratios, enhanced training on medication administration, and a
review and revision of medication management protocols. Each point would be supported
by evidence and data.

FAQs

1. What is a sentinel event? A sentinel event is an unexpected occurrence involving
death or serious physical or psychological injury, or the risk thereof.

1. Is RCA mandatory for all incidents? While not all incidents require a full RCA, the
Joint Commission expects a thorough investigation for any event that poses a
significant risk to patient safety.

1. Who should be involved in an RCA? A multidisciplinary team, including clinicians,
administrators, and potentially external experts, should be involved.

1. How long should an RCA take? The timeframe varies depending on the complexity of
the event, but it shouldn't be rushed.

1. What if the root cause is human error? Human error is often a symptom of a larger
systemic problem; the RCA should focus on identifying and correcting those systemic
issues.



1. How are RCA findings used for improvement? Findings inform changes in policies,
procedures, and training programs to prevent future incidents.

1. What are the consequences of failing to conduct a proper RCA? Failure to conduct
thorough RCAs can lead to accreditation issues and potentially legal ramifications.

1. How can I ensure my RCA is Joint Commission compliant? Follow established RCA
methodologies, ensure comprehensive data collection, and clearly document the
entire process.

1. Are there any specific software tools for RCA? Yes, various software solutions
support root cause analysis, offering features such as flowcharting, data analysis,
and report generation.

Related Articles:

1. Joint Commission National Patient Safety Goals: An overview of the Joint
Commission's goals and how RCA contributes to their achievement.

1. The Five Whys Technique in Healthcare: A detailed explanation of this essential RCA
tool and its application.

1. Human Factors Engineering in Healthcare: Exploring how human factors contribute
to adverse events and how to mitigate them through RCA.

1. Failure Mode and Effects Analysis (FMEA) in Healthcare: Comparing and contrasting
FMEA with RCA.

1. The Importance of Communication in RCA: Highlighting the role of effective



communication in successful RCA investigations.

1. Using Fishbone Diagrams for Root Cause Analysis: A guide to creating and
interpreting fishbone diagrams in RCA.

1. Developing Effective Corrective Actions in RCA: Strategies for formulating and
implementing actionable corrective actions.

1. The Role of Technology in RCA: Exploring how technology can enhance the RCA
process.

1. Improving Patient Safety Through Root Cause Analysis: Discussing the overall impact
of RCA on improving patient safety.

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

joint commission root cause analysis: Root Cause Analysis in Health Care Joint
Commission Resources, Inc Staff, 2005-05-01

joint commission 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.

joint commission 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.

joint commission 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.

joint commission 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.

joint commission root cause analysis: 2022 Hospital Compliance Assessment Workbook Joint
Commission Resources, 2021-12-30

joint commission root cause analysis: The Value of Close Calls in Improving Patient
Safety Joint Commission Resources, Inc, 2011 Because close calls, often termed near misses, don't
raise the same concerns about malpractice liability and may be less emotionally charged than errors
that cause serious harm, they are a unique source of learning for individuals and organizations
striving to keep patients safe. This book tells how to take advantage of these lessons to prevent
today's close call from turning into tomorrow's catastrophic event. Special Features: * Foreword by
human error expert James Reason, Ph.D. * Authoritative tutorials on what the literature tells us
about the concept of close calls and their identification, relationship with errors, and use in
assessing and improving the safety and reliability of health care. * 15 detailed case studies from a
variety of clinical disciplines and specialties to show how health care organizations use close calls to
identify and solve patient safety problems

joint commission root cause analysis: Medical Device Use Error Michael Wiklund, Andrea
Dwyer, Erin Davis, 2016-01-06 Medical Device Use Error: Root Cause Analysis offers practical
guidance on how to methodically discover and explain the root cause of a use error-a mistake-that
occurs when someone uses a medical device. Covering medical devices used in the home and those
used in clinical environments, the book presents informative case studies about the use errors

joint commission 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.

joint commission root cause analysis: Root Cause Analysis Basics Candace J. Hamner,
Kurt A. Patton, 2008 Root Cause Analysis Basics: A Resource Guide for Healthcare Managers
Candace J. Hamner, RN, MA; Kurt A. Patton, MS, RPh What happened? Why did it happen? How can
we make sure it doesn't happen again? YOU HAVE QUESTIONS. You need Answers. Root Cause
Analysis Basics: A Resource Guide for Healthcare Managers is here to help! By answering these
basic questions, an effective root cause analysis (RCA) can boost patient safety, streamline
processes, and prevent future problems. The Joint Commission requires accredited facilities to
conduct an RCA when a sentinel event or near miss occurs because the process gets results . . . but
only if everyone is willing to learn from mistakes and follow through with recommended plans of
action. Our experts have put their years of RCA experience to work for you. This valuable guide will
explain how to conduct an RCA that works and how to develop and implement effective follow-up
steps that everyone can take to prevent future problems. You'll learn: What goes into the RCA
process Who to enlist for your RCA team Tips for creating a blame-free atmosphere to foster open
communication How to identify all the root causes of an incident Ways to report your results and
ensure that necessary changes are made Take a look at the table of contents Introduction: What is
an RCA? Chapter 1: Getting started Chapter 2: Conducting an effective RCA Chapter 3: Forming
your RCA team Chapter 4: Getting to the real issues Chapter 5: Presenting your findings Chapter 6:
Measuring improvement and planning next steps Chapter 7: Ensuring RCA success Don't wait until
something goes wrong--get the root cause analysis information you need right now! This easy to use
resource is accompanied by a customizable CD-ROM that will assist you in: Boosting patient safety
Streamlining processes Preventing future problems

joint commission 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/

joint commission root cause analysis: To Err [s 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

joint commission root cause analysis: Keeping Patients Safe Institute of Medicine, Board
on Health Care Services, Committee on the Work Environment for Nurses and Patient Safety,
2004-03-27 Building on the revolutionary Institute of Medicine reports To Err is Human and
Crossing the Quality Chasm, Keeping Patients Safe lays out guidelines for improving patient safety
by changing nurses' working conditions and demands. Licensed nurses and unlicensed nursing
assistants are critical participants in our national effort to protect patients from health care errors.
The nature of the activities nurses typically perform &€ monitoring patients, educating home
caretakers, performing treatments, and rescuing patients who are in crisis a€ provides an
indispensable resource in detecting and remedying error-producing defects in the U.S. health care
system. During the past two decades, substantial changes have been made in the organization and
delivery of health care a€ and consequently in the job description and work environment of nurses.
As patients are increasingly cared for as outpatients, nurses in hospitals and nursing homes deal
with greater severity of illness. Problems in management practices, employee deployment, work and
workspace design, and the basic safety culture of health care organizations place patients at further
risk. This newest edition in the groundbreaking Institute of Medicine Quality Chasm series discusses
the key aspects of the work environment for nurses and reviews the potential improvements in
working conditions that are likely to have an impact on patient safety.

joint commission root cause analysis: Optimizing Patient Flow Eugene Litvak, 2018
Optimizing patient flow : advanced strategies for managing variability to enhance access, quality,
and safety offers readers innovate techniques for maximizing patient flow and improving operations
management while providing clear examples of successful impementation. This all-new book can
help health care organizations to reduce and manage variability, thereby increasing the reliablity of
systems and processes and improving health care quality and safety.

joint commission root cause analysis: Understanding Patient Safety, Second Edition
Robert Wachter, 2012-05-23 Complete coverage of the core principles of patient safety
Understanding Patient Safety, 2e is the essential text for anyone wishing to learn the key clinical,
organizational, and systems issues in patient safety.The book is filled with valuable cases and
analyses, as well as up-to-date tables, graphics, references, and tools -- all designed to introduce the
patient safety field to medical trainees, and be the go-to book for experienced clinicians and
non-clinicians alike. Features NEW chapter on the critically important role of checklists in medical
practice NEW case examples throughout Expanded coverage of the role of computers in patient
safety and outcomes Expanded coverage of new patient initiatives from the Joint Commission

joint commission root cause analysis: Joint Commission International Accreditation
Standards for Long Term Care Joint Commission International, Joint Commission Resources, 2012
This manual includes JCI's updated requirements for long term care organizations effective 1 July
2012. All of the standards and accreditation policies and procedures are included, giving long term
care organizations around the world the information they need to pursue or maintain JCI
accreditation and maximize resident-safe care. The manual contains Joint Commission
International's (JCI's) standards, intent statements, and measurable elements for long term care



organizations, including resident- centered and organizational requirements.

joint commission 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.

joint commission root cause analysis: Textbook of Patient Safety and Clinical Risk
Management Liam Donaldson, Walter Ricciardi, Susan Sheridan, Riccardo Tartaglia, 2020-12-14
Implementing safety practices in healthcare saves lives and improves the quality of care: it is
therefore vital to apply good clinical practices, such as the WHO surgical checklist, to adopt the
most appropriate measures for the prevention of assistance-related risks, and to identify the
potential ones using tools such as reporting & learning systems. The culture of safety in the care
environment and of human factors influencing it should be developed from the beginning of medical
studies and in the first years of professional practice, in order to have the maximum impact on
clinicians' and nurses' behavior. Medical errors tend to vary with the level of proficiency and
experience, and this must be taken into account in adverse events prevention. Human factors
assume a decisive importance in resilient organizations, and an understanding of risk control and
containment is fundamental for all medical and surgical specialties. This open access book offers
recommendations and examples of how to improve patient safety by changing practices, introducing
organizational and technological innovations, and creating effective, patient-centered, timely,
efficient, and equitable care systems, in order to spread the quality and patient safety culture among
the new generation of healthcare professionals, and is intended for residents and young
professionals in different clinical specialties.

joint commission root cause analysis: Patient Safety and Hospital Accreditation Sharon Ann
Myers, 2011-12-20 Print+CourseSmart

joint commission root cause analysis: Healthcare Hazard Control and Safety
Management James T. Tweedy, 2005-06-24 Surpassing the standard set by the first edition,
Healthcare Hazard Control and Safety Management, Second Edition presents expansive coverage
for healthcare professionals serving in safety, occupational health, hazard materials management,
quality improvement, and risk management positions. Comprehensive in scope, the book covers all
major issues i

joint commission root cause analysis: The Joint Commission Big Book of Checklists Joint
Commission Resources Staff, 2016

joint commission root cause analysis: Assuring Continuous Complicance with Joint
Commission Standards John P. Uselton, Patricia C. Kienle, Lee B. Murdaugh, 2010 Maintaining
continuous compliance with Joint Commission standards fosters safe, high-quality care and assures
readiness for a survey at any time. The 8th edition of Assuring Continuous Compliance with Joint
Commission Standards: A Pharmacy Guide provides expert help in assuring that your pharmacy is
compliant. The authors have helped hundreds of hospital pharmacies comply with Joint Commission
standards and prepare for surveys. Benefit from their unique perspective in this latest edition of the
indispensable guide to fostering high-quality patient care by incorporating Joint Commission
standards into everyday practice. New to this edition: * Current with the new 2010 National Patient




Safety Goals. * Changes in Joint Commission standards renumbering. * All forms are completely
updated.

joint commission root cause analysis: Public Health Behind Bars Robert Greifinger,
2007-10-04 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.

joint commission root cause analysis: Meeting Accreditation Standards: A Pharmacy
Preparation Guide John P Uselton, Patricia Kienle, Lee B. Murdaugh, 2019-12-31 Meeting
Accreditation Standards: A Pharmacy Preparation Guide is the only book to cover all the latest major
accreditation standards. Highlights include: Major changes including revised survey processes and
streamlined standards to emphasize CMS’s focus on safety and improving the quality of patient care
New chapters for the fourth accreditation organization CIHQ, Antimicrobial Stewardship, and Pain
Management Addresses the standards and requirements effective from July 2019 to the extent that
they are known Contains the most up-to-date medication management (MM) standards and
requirements and the medication-related 2019 NPSGs and their requirements

joint commission root cause analysis: Preventing Medication Errors Institute of Medicine,
Board on Health Care Services, Committee on Identifying and Preventing Medication Errors,
2006-12-11 In 1996 the Institute of Medicine launched the Quality Chasm Series, a series of reports
focused on assessing and improving the nation's quality of health care. Preventing Medication Errors
is the newest volume in the series. Responding to the key messages in earlier volumes of the
seriesa€To Err Is Human (2000), Crossing the Quality Chasm (2001), and Patient Safety
(2004)a€this book sets forth an agenda for improving the safety of medication use. It begins by
providing an overview of the system for drug development, regulation, distribution, and use.
Preventing Medication Errors also examines the peer-reviewed literature on the incidence and the
cost of medication errors and the effectiveness of error prevention strategies. Presenting data that
will foster the reduction of medication errors, the book provides action agendas detailing the
measures needed to improve the safety of medication use in both the short- and long-term. Patients,
primary health care providers, health care organizations, purchasers of group health care,
legislators, and those affiliated with providing medications and medication- related products and
services will benefit from this guide to reducing medication errors.

joint commission root cause analysis: Guidelines for Preventing Workplace Violence for
Health-care and Social-service Workers , 2003

joint commission root cause analysis: The Compliance Guide to the Joint Commission
Leadership Standards Sue Dill Calloway, Sue Dill Calloway, RN, Msn, Jd, 2014-12-22 The
Compliance Guide to The Joint Commission Leadership Standards Sue Dill Calloway, RN, MSN, JD
The Compliance Guide to The Joint Commission Leadership Standards provides accreditation
professionals with in-depth guidance on how to prepare leadership and staff to comply with the
accreditor's Leadership standards. The book breaks down the Leadership chapter standard by
standard and provides hospitals with a plethora of tools and policies to train leaders and staff on the
roles they play in compliance, patient safety, and quality efforts. This book provides: Clear
explanations of the Leadership standards How-to strategies for developing and implementing a
leadership plan Tips for creating a culture of safety Three customizable and downloadable
PowerPoint training presentations Updated tools and policies to help compliance Table of Contents:
Chapter 1: The Leadership Session During the Survey and Introduction Chapter 2: The Leadership
Standards Chapter 3: Leadership Relationships Chapter 4: Hospital Culture and System
Performance Chapter 5: Operations Appendix: Tools and Samples Assessment of Community Health
Needs Outline for a Leadership Plan Seven Steps for a Single Level of Care Scope of Services
Criteria--Clinical Departments Checklist Scope of Services Criteria--Nonclinical Departments
Checklist Sample Format for a Performance Improvement Plan Sample Patient Safety Plan Sample
Organizational Chart Sample Bylaws of the Board of Trustees Sample Complaint/Grievance Review



Sample Capital Expenditure Request Form Sample Organ, Tissue, Eye Procurement Policy and
Procedure Sample Quality Management Plan Sample Quality Management Forms: Process
Improvement QAPI Summary Sample Quality Management Forms: Quality Management Department
Decision-Making Tools Sample Quality Management Forms: Quality Review Department Request for
Consideration for a TQM Team Sample Quality Management Forms: Rapid Cycle Improvement
Worksheet Patient Safety Report Card to the Board Patient Safety Plan Incident Reporting
Administrative Policy Incident Reporting Administrative Policy: Incident Report Addendum Incident
Reporting Administrative Policy: Adverse Drug Event--1V Infiltration Incident Report Incident
Reporting Administrative Policy: Equipment Malfunction Incident Report Incident Reporting
Administrative Policy: Medication Error Incident Report Incident Reporting Administrative Policy:
Miscellaneous Incident Report Incident Reporting Administrative Policy: Patient/Visitor Fall Incident
Report Root Cause Analysis Incident Investigation Tool Three PowerPoint presentations to help you
train leadership and staff

joint commission root cause analysis: Surgical Patient Safety: A Case-Based Approach
Philip F. Stahel, 2017-10-06 Put patient safety at the center of your surgical protocol—with this
essential case-based guide Despite many advances in the practice of surgery, surgical complications
continue to cause significant patient morbidity and mortality. Now more than ever, it is the
responsibility of every surgeon to take the lead in understanding and mitigating complications and
adverse events. Surgical Patient Safety: A Case-based Approach is your blueprint for putting this
goal within reach. This timely resource gives you all the insights needed to effectively manage
patient safety, covering everything from sharpening communication skills to establishing shared
decision-making with patients and their families. Supplementing this important content are
numerous case-based examples and exercises, supported by color illustrations, tables, figures,
radiographs, and algorithms. Taken as a whole, this new textbook represents a one-stop, hands-on
patient safety primer that no other sourcebook can match. Surgical Patient Safety represents a vital
call to action—one designed to inspire a physician-driven initiative fostering a global culture of
patient safety. Features * The latest practical patient safety tools for surgeons in training, including
surgical safety checklists, intraoperative “rescue” strategies, and the global implementation of new
regulatory compliance guidelines ¢ Case-based scenarios examining technical challenges and
bail-out options in the operating room ¢ Bulleted “pearls and pitfalls” that take you through the
decision-making process for diagnostic work up and revision of specific complications ¢ Insights
from renowned experts that explain how to handle malpractice lawsuits; navigate the modern
dangers of electronic health records; apply the pragmatic “IKEA approach” for patient advocacy;
and much more * A must-read for all practicing surgeons, independent of the surgical subspecialty

joint commission root cause analysis: Root Cause Analysis (RCA) for the Improvement of
Healthcare Systems and Patient Safety David Allison, CPPS, Harold Peters, P.Eng., 2021-08-23 The
book follows a proven training outline, including real-life examples and exercises, to teach
healthcare professionals and students how to lead effective and successful Root Cause Analysis
(RCA) to eliminate patient harm. This book discusses the need for RCA in the healthcare sector,
providing practical advice for its facilitation. It addresses when to use RCA, how to create effective
RCA action plans, and how to prevent common RCA failures. An RCA training curriculum is also
included. This book is intended for those leading RCAs of patient harm events, leaders, students, and
patient safety advocates who are interested in gaining more knowledge about RCA in healthcare.

joint commission root cause analysis: Management and Leadership - A Guide for Clinical
Professionals Sanjay Patole, 2015-01-05 This book will provide anyone with an interest in the clinic
with a basic guide on those things that are not taught during medical school or any other pre-clinical
trainings. The line-up of authors was carefully assembled to include experts in all respective fields to
give this volume the authority it requires to be a relevant text for many.

joint commission root cause analysis: Joint Commission Survey Coordinator's Handbook
Patricia Pejakovich, 2008

joint commission root cause analysis: Joint Commission International Accreditation




Standards for Home Care Joint Commission International, Joint Commission Resources, 2012 This
manual includes JCI's updated requirements for home care organizations effective 1 July 2012. All of
the standards and accreditation policies and procedures are included, giving home care
organizations around the world the information they need to pursue or maintain JCI accreditation
and maximize patient-safe care. The manual contains Joint Commission International's (JCI's)
standards, intent statements, and measurable elements for home care organizations, including
patient-centered and organizational requirements.

joint commission root cause analysis: Patient Safety in Surgery Philip F. Stahel, Cyril
Mauffrey, 2014-08-20 In general, surgeons strive to achieve excellent results and ideal patient
outcomes, however, this noble task is frequently failed. For patients, surgical complications are
analogous to “friendly fire” in wartime. Both scenarios imply that harm is unintentionally done by
somebody whose aim was to help. Interestingly, adverse events resulting from surgical interventions
are more frequently related to system errors and a communication breakdown among providers,
rather than to the imminent threat of the surgical blade “gone wrong”. Patient Safety in Surgery
aims to increase the safety and quality of care for patients undergoing surgical procedures in all
fields of surgery. Patient Safety in Surgery, covers all aspects related to patient safety in surgery,
including pertinent issues of interest to surgeons, medical trainees (students, residents, and fellows),
nurses, anaesthesiologists, patients, patient families, advocacy groups, and medicolegal experts.

joint commission root cause analysis: Root Cause Analysis and Improvement in the
Healthcare Sector Bjgrn Andersen, Marti Beltz, 2009-11-09 Healthcare organizations and
professionals have long needed a straightforward workbook to facilitate the process of root cause
analysis (RCA). While other industries employ the RCA tools liberally and train facilitators
thoroughly, healthcare has lagged in establishing and resourcing a quality culture. Presently, a
growing number of third-party stakeholders are holding access to accreditation and reimbursement
pending demonstration of a full response to events outside of expected practice. An increasing
number of exceptions to healthcare practice have precipitated a strong response advocating the use
of proven quality tools in the industry. In addition, the industry has now expanded its scope beyond
the hospital walls to many ancillary healthcare facilities with little experience in implementing
quality tools. This book responds to the demand for a RCA workbook written specifically for
healthcare, yet still broad in its definition of the industry. This book contains everything that the
typical RCA leader in healthcare requires: A text specific to healthcare, but using the broadest
definition of the industry to include not only acute care hospitals, but rehabilitation facilities,
long-term care facilities, outpatient surgery centers, ambulatory services, and general office
practices. A workbook-style format that walks through the process, step-by-step. Straightforward
text without “sidebars,” “tables,” and “tips.” Worksheets are provided at the end of the book to
reduce reader distraction within the text. A wide range of real-world examples. Format for use by
the most naive of users and most basic of processes, as well as a separate section for more advanced
users or more complex issues. Templates, both print and electronic, included for the reader’s use.
Ready-to-use educational materials with scripting to enable the user to train others and garner
support for the use of the techniques. Background text for users in leadership to understand the
tools in the larger context of healthcare improvement. Up-to-date information on the latest in the use
of RCA in satisfying mandatory reporting requirements and slaying the myth that the process is
onerous and fraught with barriers. Background text and tools/process are separated to facilitate the
readers’ specific needs. Healthcare leaders can appreciate the current context and requirements
without wading through the actual techniques; end-users can begin learning the skills without
wading through dense administrative text. Language and tone promoting the use of the tools for
improvement of processes that have experienced exceptions, as opposed to assigning blame for
errors. Attention to process ownership, training, and resourcing. And, most importantly, thorough
description of the improvement process as well as the analysis.

joint commission 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.

joint commission root cause analysis: Front Line of Defense Joint Commission Resources,
Inc, 2007 Includes examples of adverse events, medical errors, and 'near misses' within a variety of
health care settings to help you identify possible root causes of adverse events and medical errors
and strategies nurses can use to prevent adverse events. This title helps to create a safer, more
efficient environment.

joint commission root cause analysis: Patient Safety Handbook Barbara J. Youngberg, 2013
Examines the newest scientific advances in the science of safety.

joint commission root cause analysis: Pain Management and the Opioid Epidemic National
Academies of Sciences, Engineering, and Medicine, Health and Medicine Division, Board on Health
Sciences Policy, Committee on Pain Management and Regulatory Strategies to Address Prescription
Opioid Abuse, 2017-09-28 Drug overdose, driven largely by overdose related to the use of opioids, is
now the leading cause of unintentional injury death in the United States. The ongoing opioid crisis
lies at the intersection of two public health challenges: reducing the burden of suffering from pain
and containing the rising toll of the harms that can arise from the use of opioid medications. Chronic
pain and opioid use disorder both represent complex human conditions affecting millions of
Americans and causing untold disability and loss of function. In the context of the growing opioid
problem, the U.S. Food and Drug Administration (FDA) launched an Opioids Action Plan in early
2016. As part of this plan, the FDA asked the National Academies of Sciences, Engineering, and
Medicine to convene a committee to update the state of the science on pain research, care, and
education and to identify actions the FDA and others can take to respond to the opioid epidemic,
with a particular focus on informing FDA's development of a formal method for incorporating
individual and societal considerations into its risk-benefit framework for opioid approval and
monitoring.

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