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Root Cause Analysis and patient safety, Why is 
it  important ? 

Today’s health-care context is highly complex. Care is often delivered in a 
pressurized and fast-moving environment, involving a vast array of 
technology and individual decisions and judgements by health-care staff. In 
such circumstances things can and do go wrong.  



Sometimes unintentional harm comes to a patient during a clinical 
procedure or as a result of a clinical decision. Errors in the process of care 
can result in injury. Sometimes the harm that patients experience is serious 
and sometimes people die. (World Health Organisation-World Alliance for 
Patient Safety)  



What is Root Cause Analysis? 
What is a Root Cause? 
The root or fundamental issue, is the earliest point at which action could 
have been taken that would have reduced the chance of the incident 
happening. 
 
What is Root Cause Analysis? 
Structured process using recognised analytical methods 
 
Enables you to ask the questions “How” and “Why” in an objective way to 
reveal all the causal factors that have led to a patient safety incident.  
 
Should be used to prevent similar incidents happening again, not to apply 
blame. 
 



Where does  RCA fit in? 

RCA  is part of a Safety and Quality process.  
It sits alongside incident reporting, patient safety education and training 
and feeds into an organisation’s Risk Management Strategy.  
It supports the organization to learn and develop 
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How Does RCA Work? 

Employee fell down 
Employee was careless 
Employee under time 
pressure 
Under time pressure 
because of overlapping 
delivery dates 
Delivery dates overlap 
because of poor 
communication between 
teams 
Poor communication exists 
because… 

Keep going further  
by asking “why?” 



The Root 

The root cause is typically not simply machine failure 
The root cause is more typically: 

Machine failure due to improper maintenance, contributed to by both 
difficulty of maintenance access and unclear procedures, each 
exacerbated by lack of procedure review because no management of 
change process….(can we go further?) 



EXERCISE 1 
Mary 

In groups consider what the causal 
factors might be! 



Root Cause Analysis 

To be effective a root cause analysis must : 
Include development of actions aimed at improving processes and systems; 
Ensure there is agreement as to how those improvements will be 
monitored and evaluated 
Be well documented (including all the activity from the point of 
identification to the process of evaluation).  
Engage those involved in the original incident 
Gain the support of those who can make the changes 



Human Error is Inevitable 
Two approaches to the problem of human fallibility exist: the 
person and the system approaches  
The person approach focuses on the errors of individuals, 
blaming them for forgetfulness, inattention, or moral weakness  
The system approach concentrates on the conditions under 
which individuals work and tries to build defences to avert 
errors or mitigate their effects  
High reliability organisations which have less than their fair 
share of accidents recognise that human variability is a force to 
harness in averting errors, but they work hard to focus on that 
variability and are constantly preoccupied with the possibility 
of failure  



SHSC processes 

Incident report 
48/72 hour report 
RoC or SI 
Levels of investigation 
Action planning 
Sharing the learning 



SHSC SI process 

Identify what happened and antecedents 
How far back do you go? 
Who do you involve/question? 
How much detail do you need? 
Where are all your sources of information? 
How much time do you have? 
What are your terms of reference? 
Have you spoken to family etc? 



SHSC SI process 

Start with a very basic timeline. 
Timeline: 

Tracks chronological chain of events.  
Allows the team to identify information 
gaps as well as problems in the process  
of care delivery. 

 



Exercise 2 
In your groups develop a mini-timeline using Client A as 

an example 



Example of five whys-I’ve just been given a parking ticket! Why ? 

I have just been given a 

parking ticket 

Parked in a 10 minute max 

parking zone and time 

expired 

Bakery had forgotten to 

extend maintenance contract 

The till was inoperative 
Till had not been serviced by 

manufacturers   

Why ? 

Why ? 

Why ? 

Why ? 

Why ? 

Held up in a queue at the local 

bakery  

Root Cause 



Error Types  

Violations involve deliberate 
deviations from some regulated 
code of practice or procedure, 
Reason. They occur because 
people intentionally break the 
rules.  



Exercise 3 
In pairs 

Can you think of one instance where you have made:  

1.  A Violation 

2.  A Mistake 

3.  A lapse 

4.  A slip 

 



WHAT HAPPENED?  
(Including the role of all individuals directly and indirectly involved, the 

setting for the event, and any impact or potential impact of the event that 
is relevant to patient care or the conduct of the practice) 

 
WHY DID IT HAPPEN?  

(Including description and discussion of the main and underlying reasons 
for the event occurring, where this is possible) 

 
WHAT HAVE YOU LEARNED?  

(Reflect on significant event and highlight personal and, if appropriate, 
team-based learning) 

 
WHAT CHANGES WILL YOU MAKE?  

(What action will be taken, where this is relevant or feasible, ensuring that 
all relevant individuals are involved, how will you monitor the changes) 



The Action Plan 

10 Steps to Setting SMART Recommendations/Action 

Making effective recommendations and actions to guide a team and 
organisation is very important for an investigator/leader to get right. Badly 
formulated recommendations and actions will steer an organisation in the 
wrong direction 



1.  When developing your initial recommendations sort out the difference 
between your objectives and aims, goals and/or targets before you start. 
Aims and goals relate to your aspirations, objectives are your battle-plan. 
Set as many objectives as you need for success. 
  
2.  SMART stands for Specific, Measurable, Achievable, Realistic and Timely. 
  
3.  Don't try to use that order M-A/R-S-T is often the best way to approach 
developing recommendations and actions. 
  
4. Measurable is the most important consideration. You will know that 
you've achieved your objective, because you have the evidence. Others will 
know too! Make sure you state how you will record and evidence your 
success. 



5. Achievable is linked to measurable. Usually, there's no point in starting a 
job you know you can't finish, or one where you can't tell if or when you've 
finished it. How can I decide if it's achievable? 
  
You know it is measurable. 
Others have done it successfully (before you, or somewhere else.) 
It's theoretically possible (i.e. clearly not 'not achievable') 
You have the necessary resources, or at least a realistic chance of getting 
them. 
You've assessed the limitations. 



6.  If it's achievable, it may not be realistic. If it isn't realistic, it's not 
achievable. You need to know: 
  
Who's going to do it? 
Do they have (or can they get) the skills to do the job? 
Where's the money coming from? 
Who is ultimately responsible? 
  
Realistic is about human resources, time, money, opportunity. 
  
7.  The main reason it's achievable, but not realistic is that it's not a high 
priority. Often something else needs to be done first, before you'll succeed. 
If so, set up two (or more) recommendations in priority order. 



8.  The devil is in the specific detail. You will know your recommendation is specific enough if: 
  
Everyone who's involved knows that it includes them specifically. 
Everyone involved can understand it. 
Your objective is free from jargon. 
You've defined all your terms. 
You've used only appropriate language. 
  
9.  Timely means setting deadlines. You must include one; otherwise your 
recommendation/action isn't measurable. But your deadlines must be realistic, or the task isn't 
achievable. T must be M, and R, and S without these your recommendations can't be top-
priority. 
  
10.  It is worth this effort! You'll know you've done your job well, and so will others. 
  



Exercise 4 
What are the barriers to moving from an SEA to an RCA? 



Discussion, feedback and questions? 


