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Root Cause Analysis (RCA) Team Process

Decision to do
RCA
(based on SAC, etc)

Immediate Actions
as Required (Q8)

'

Charter/Appoint
Team (Q9)

Just In time
Training for
Team
' ‘ N
Establish Sequence
of Events (Q10)
(First Draft)

\ * Wy,
r ™~
Identify Information
Gaps (Q10)

L >

Y

Specify Information
RequiredWho is
Responsible to Get IV
Timeline for Acquinng
{Q11)

-

Use Trage
Questions' and
RC / Contributing
Factor Interview
Tools to Frame
Questions

Provide
Feedback to

a ~

Identify Whal was Leamed &

Reporter (Q17)

Develop Action Plan
(First Draft)

/

Identify Carrective Actions That
Woere Instituted Due to a Similar
Eventin the Past (Q16)

. vy

t

r ™

|dentify Root Cause/
Contributing Factors (Q15)

L =

!

Final Version of
Sequence of
Events (Q14)

Synthesize
Information
Acquired and
Review Using
Triage Questions
and Other
Resources

As Needed

{

Conduct Fact Finding:
Interviews, Chart
Reviews, & Literature
Reviews (Q12, Q13)

Who Needs to Know (Q18)

e 2

Y

i A
Create Action Plan for
Director's Concur/
Non-concur (Q19)

Pt

lterate and Record as
Necessary (Q19)

r )

Determine Approximate
Cost of RCA (Q20)

, o >y

|

- N

Create List of Tools &
Relevant Documents (Q21)

p-

v

Final RCA and
Action Plan Sign-
off (Q22)

RCA Advisor
Conducts Follow-up

Key
@ = Analysis
[T T] = Activity
a = Document
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Monitoring Patient Alarms in ICU Isolation Room
Process Flow Diagram

1 2 3 4
Patient is being Conn_ect lo necessary = TR Tiarversbs
Transferred to ICU »| physiclogical manitar micien Almns Pt 8
Isolation Room pprop

and equipment

Sub Process Steps
A Apply transfer
acceplance checklist
B. Determine type of
isolation and post

C. Determine
parameters to be
monitared

D. Gather and calibrate
monitar and
accessories (e.g.
transducers)

Sub Process Steps

A. Don Personal
Protective Equipment

B. Connect ta ventilator
if apprapriate

C. Connect monitoring
devices to patient

D. Set Alamn parameters
as appropriate

E. Test Alamn Broadcast

Sub Process Steps

A. Periodically check
monitor status

B. Respond to alarms

Sub Pracess Steps
A. Verify validity of
alamm

B. Recannect
equipment (if
necessary)

C. Medically intervene
(if necessary)

D. Silence alarm
E. Readjust alanm
parameters (if
necessary)
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Sub Process Flow Diagram

3A

Periodically

3B

Respond to

check monitar
status

Failure Mades

3A1 Did not check status
3A2 Misread or
misinterpret

3A3 Partially check

alams

Failure Modes

3B1 Did nat respond
3B2 Respond slowly

ar late
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