Root Cause Analysis Matrix

Minimum Scope of Root Cause Analysis for Specific Types of Sentinel Events - June 2002

Note: Updates are highlighted in red.

Detailed inquiry into these areas is expected when conducting a root cause analysis for the specified type of
sentinel event. Inquiry into areas not checked (or listed) should be conducted as appropriate to the specific event

under review.
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1. Includes the process for assessing patient's risk to self (and to others, in cases of assault, rape, or homicide where a
patient is the assailant).

Includes search for contraband.

3. Includes supervision of physicians -in-training.

4. Includes furnishings; hardware (e.g., bars, hooks, rods); lighting; distractions .
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