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Risk Resources

Event Reporting and Root Cause Analysis

Agency for Healthcare Research and Quality

e Patient Safety Primer: Reporting Patient Safety Events
e Patient Safety Primer: Root Cause Analysis

e Patient Safety Primer: Strategies and Approaches for Investigating Patient Safety Events

American Nurse

¢ Adverse Event Reporting and Root Cause Analysis

American Society for Quality
e What Is Root Cause Analysis (RCA)?

Betsy Lehman Center

e Root Cause Analyses and Actions

BMC Health Services Research

e Team Experiences of the Root Cause Analysis Process After a Sentinel Event: A Qualitative
Case Study
Centers for Medicare & Medicaid Services

e Guidance for Performing Root Cause Analysis (RCA) with Performance Improvement Projects
(PIPs)

e QAPI at a Glance: A Step by Step Guide to Implementing Quality Assurance and Performance
Improvement (QAPI) in Your Nursing Home

Institute for Healthcare Improvement

e RCAZ2: Improving Root Cause Analyses and Actions to Prevent Harm

e Success Cause Analysis: Learning from What Works to Advance Safety
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https://psnet.ahrq.gov/primer/reporting-patient-safety-events
https://psnet.ahrq.gov/primer/root-cause-analysis
https://psnet.ahrq.gov/primer/strategies-and-approaches-investigating-patient-safety-events
https://www.myamericannurse.com/adverse-event-reporting-and-root-cause-analysis/
https://asq.org/quality-resources/root-cause-analysis
https://www.youtube.com/watch?v=gW2WW_h2qPo
https://bmchealthservres.biomedcentral.com/
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-023-10178-3
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-023-10178-3
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/qapiataglance.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/qapiataglance.pdf
https://www.ihi.org/resources/tools/rca2-improving-root-cause-analyses-and-actions-prevent-harm
https://www.ihi.org/insights/success-cause-analysis-learning-what-works-advance-safety
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MedPro Group
e Checklist: Event Reporting and Root Cause Analysis

¢ Continuing Education On-Demand Webinar: Effective Event Investigation and Root Cause
Analysis

e Managing and Learning From Medication Mishaps in Healthcare Practices

Minnesota Department of Health

¢ Root Cause Analysis Toolkit

New South Wales Government/Clinical Excellence
Commission

e Serious Adverse Event Review: Root Cause Analysis Toolkit

Patient Safety in Surgery

¢ How to Perform a Root Cause Analysis for Workup and Future Prevention of Medical Errors: A
Review

e Significance of Incident Reports by Medical Doctors for Organizational Transparency and
Driving Forces for Patient Safety

Pennsylvania Patient Safety Network

¢ Root Cause Analysis

Six Sigma

e Importance of Root Cause Analysis in Healthcare Industry

StatPearls

¢ Incident Reporting

e Root Cause Analysis and Medical Error Prevention

The Joint Commission

¢ Framework for Root Cause Analysis and Corrective Actions
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https://www.medpro.com/documents/10502/2899801/Checklist_Event+Reporting+and+Root+Cause+Analysis.pdf
https://www.medpro.com/effective-event-investigation-rca
https://www.medpro.com/effective-event-investigation-rca
https://www.medpro.com/managing-learning-from-medication-mishaps-culture-of-safety
https://www.health.state.mn.us/facilities/patientsafety/adverseevents/toolkit/index.html
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0009/606735/Root-cause-analysis-toolkit.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5031337/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5031337/
https://pssjournal.biomedcentral.com/articles/10.1186/s13037-020-00240-y
https://pssjournal.biomedcentral.com/articles/10.1186/s13037-020-00240-y
https://patientsafety.pa.gov/pst/Pages/Root_Cause_Analysis/hm.aspx?t=overview
https://www.6sigma.us/rca/root-cause-analysis-importance-in-healthcare-industry/
https://www.ncbi.nlm.nih.gov/books/NBK560498/
https://www.ncbi.nlm.nih.gov/books/NBK570638/
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/rca_framework_101017.pdf
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U.S. Department of Veterans Affairs, VHA National Center for
Patient Safety

¢ Guide to Performing a Root Cause Analysis
¢ Root Cause Analysis

e Root Cause Analysis Tools

Victoria Department of Health

¢ Clinical Incident Investigations — Root Cause Analysis

World Health Organization

e Knowledge Is the Enemy of Unsafe Care: Root Cause Analysis

MedPro Group is the marketing name used to refer to the insurance operations of The Medical Protective Company,
Princeton Insurance Company, PLICO, Inc. and MedPro RRG Risk Retention Group. All insurance products are
underwritten and administered by these and other Berkshire Hathaway affiliates, including National Fire & Marine
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https://www.patientsafety.va.gov/docs/RCA_Guidebook_10212020.pdf
https://www.patientsafety.va.gov/professionals/onthejob/rca.asp
https://www.patientsafety.va.gov/docs/joe/2014%20RCA%20Tools%20FINAL%20Formatted%20REV10%202016.pdf
https://www.health.vic.gov.au/quality-safety-service/clinical-incident-investigations-root-cause-analysis
https://cdn.who.int/media/docs/default-source/patient-safety/curriculum-guide/resources/ps-curr-handouts/course05a_handout_root-cause-analysis.pdf

