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Field Safety Notice RA2014-096 

7-AUGUST-2015  

URGENT: Field Safety Notice 

FSCA identifier:  Product Field Action RA2014-096 

Type of Action:   Field Safety Corrective Action: Correction 

Description:       RIO Base Array 

Catalog #: 112220 

Lot Code: All 

Dear Distributor/ Risk Management: 

Incidences have been reported where the locking pin on the RIO Base Array (P/N 112220) may 
be damaged during assembly onto the RIO Base Array Connector (P/N 205143). The incidence 
of this issue is uncommon (only 0.15% of cases over the past 36 months) and, of the reported 
cases, all were successfully completed with no reported injury to the patient or OR staff.   

While the incidence of this issue is uncommon, it does potentially affect all sites with a RIO 
system.  We are therefore communicating this issue to all affected customer sites through 
letters to the OR Administrators. Our engineering team has provided a solution to this issue and 
a new RIO Base Array Connector and Base Array will be installed on the RIO system during 
regularly scheduled product maintenance. 

The RIO system can continue to be used while this action is in process, as the issue is readily 
identified during RIO set up. 

Our records indicate that you have received the above referenced product. Please assist us 

in meeting our regulatory obligation by: 

1. Please complete the attached acknowledgement form indicating that you have received this
Important Medical Device Correction letter, and return it to us.

2. The RIO system can continue to be used. The incidence of locking pin damage is uncommon
(0.15% of cases) and, in the event of occurrence, readily detectable, and can be timely
remediated by replacing the [locking pin] with one taken from another RIO Base Array.
Ensure that a second RIO Base Array is available during the pre-surgery check to remediate
and provide a timely solution should the uncommon issue occur and, in the event of
occurrence, return the damaged unit to MAKO Surgical Corp.

3. Complete the attached customer response form and return the form and any affected
devices to your local Stryker Representative.
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(Please complete this form even if you do not have any product to return.  This will preclude 
the need to Stryker to send any reminder notice) 

6. Please inform Stryker of any adverse events associated with the use of the subject
devices.

a. Comply with any local regulations concerning the reporting of adverse events to local
Competent Authorities.

Stryker® Orthopaedics maintains its commitment to developing, manufacturing and marketing 
the highest quality products for surgeons and patients. We apologize for any inconvenience this 
Field Safety Corrective Action may create and appreciate your cooperation with our request. 

If you have any further enquiries, please do not hesitate to contact the undersigned. 

Yours Sincerely, 
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STRYKER® ORTHOPAEDICS 

FIELD SAFETY CORRECTIVE ACTION ACKNOWLEDGMENT FORM 
 

 
 
August  7, 2015 
 
 

 
 
 
FSCA identifier:       Product Field Action - RA2014-096 
 
Description RIO Base Array 

 Catalog #: 112220 
 
Lot Code: All 
 
Type of Action:        Correction 
 

 
 
I have received the notification from Stryker® Orthopaedics dated August 7, 2015 stating that 
they initiated a Field Safety Corrective Action of the above referenced product. 
 
 
____________________________________  ______________________________ 
Representative       Date 
(Signature) 
 
 
 
_____________________________________   
Representative    
(Print)      
 
 

Please fax this signed and dated form to 1-855-251-3635 




