Commissioning Incident Root Cause Analysis (RCA) Report
The information provided in this RCA report will remain confidential. Please return this Report to SWSPHN within 35 calendar days of initial notification of the incident by email to: contracts@swsphn.com.au 
Instructions to complete an RCA Report can be found in the Commissioning Incident Management Policy and Appendix 1. Contact the SWSPHN Commissioning Team on (02) 4632 3000 if you have questions regarding this process. 
Category 1 and Category 2 Clinical and Corporate Incidents
	Service Provider Name:
	
	Service Address:
	
	Incident Number:
	

	Date of Incident:
	
	SWSPHN Notification Form Date:
	
	RCA Report Date:
	




Section 1: Description of the Incident that was Investigated.
Provide a detailed chronological account of the Category 1 or Category 2 incident.
	




























	

	

	

	




Section 2: Contributing Factors and Root Causes
Contributing factor and root cause statements must clearly address why the incident occurred, with a focus on processes and systems, not individuals. Each root cause identified must be addressed in the action plan. 
	What were the contributing factors and root causes? Provide details
	Provide supporting data and how it was gathered

	
	














[bookmark: _Toc140764292][bookmark: _Hlk141259626]Section 3: Risk Reduction Action Plan
Where a cause has been identified in Section 2, a corresponding action is to be identified to reduce the recurrence of the incident. Actions can be classified as eliminating, controlling or accepting the risk. 
· Eliminate: strong actions to eliminate risk and simplify processes, standardise processes.
· Control: medium action to control the risk which may include, checklists, increased staffing, cognitive aids, etc.
· Accept: the risk is accepted, and risk minimisation strategies are implemented. For example, implement a new procedure, training in absence of knowledge deficit, warnings and labels.
Performance measures should be specific and quantifiable. Use percentages, thresholds and timeframes whenever possible.
	Causation
	Recommended Action
	Completion Due Date
	Future Risk level
	Action Owner
	
Action Oversight
	Performance Measure
	Completion Date
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Appendix 1
Root Cause Analysis (RCA) – Report Completion Instructions
Root Cause Analysis (RCA) is a process analysis used to learn as much as possible about the causes contributing to an incident. RCA investigates what happened, why it occurred and what can be done to prevent it from happening again.
RCA is to be performed on Category 1 and Category 2 incidents where this has been requested by SWSPHN following the Incident Notification.
The RCA investigation process should be started as soon as possible after an incident has occurred and the report submitted to South Western Sydney PHN within 35 calendar days from the initial notification.
The following process is a suggested framework for conducting Root Cause Analysis (RCA). Please note however, that the process may vary depending on the complexity of the case.
Step 1 – Construct a detailed chronology of what happened (Section 1)
Create a detailed chronologically of what happened, where, when and the impact. Gather information and evidence, such as incident reports, data, observations, timelines and input from those involved, to ensure accuracy.
Step 2 – Determine potential contributing factors (Section 2)
Consider all the potential contributing factors to what occurred. Contributing factors for consideration may include, but are not limited to:
· Communication
· Knowledge, skills and competency
· Work environment
· Consumer factors
· Equipment
· Policies, procedures and guidelines
· Safety mechanisms
Step 3 – Develop causation statements (Section 2)
Having collected the data, and analysed the potential contributing factors, causation statements can be developed using ‘5 Why’s’ methodology. Causation statements must clearly address why something occurred, with a focus on process and system vulnerabilities, not individuals. The team is to ask ‘why’ at each step in the chronology of what happened and the potential contributing factors. Continue asking ‘why’ a further four times. These are the root causes, and these causations should be linked to the outcome.

5 Whys Diagram
Step 4 – Develop a Risk Reduction Action Plan (Section 3)
The causal statements developed in the RCA investigation need to be converted into risk statements. This should be done in conjunction with staff responsible for organisation risk management.
The risk reduction action plan should include a description of: 
· Who is accountable for the risk? 
· What action is to be taken? 
· The level of future risk once the action has been taken (low, medium, high and extreme)
· Who is responsible for the action? 
· When is the action to be completed by? 
· A measurable performance target 
The risk reduction plan should summarise what the Service Provider will undertake to change or monitor because of the incident.  The plan may consider the following:
· Consumer perspective including suggestions for improvements from consumer and support persons.
· Workforce perspectives, such as frontline clinicians, including suggestions for improvements from the workforce.
· SMART (Specific, Measurable, Achievable, Realistic and Time-Bound) formatting of recommendations.
· Whether the incident and recommendations have relevance for other areas of the organisation, and how this will be recorded.
· Methods for ongoing monitoring to endure the recommendations are addressed within the agreed timeframe.
It is recommended for implementation of recommendations, quality improvement methodologies such as Plan-Do-Study-Act cycle are used.
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