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Root Cause Analysis 

 Root cause and systems analysis 
 It is not about placing blame

 Used to answer why a problem occurs
 Goal is to not just treat symptoms, but to fix the 

underlying cause 

 As humans our natural bias is to go for the 
quick fix.  This process uses established tools to 
force you to look at underlying causes 

 Uses a range of tools from human factors and 
safety science. (Peerally, et al.  2016) 

 Determine what the problem is
 Collect data 
 Identify possible causes
 Identify the root causes
 Recommend and implement solutions 
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 On my last NNP evaluation I got a horrific 18% 
on the frequency that I complete one of the 
hospital goals.  

 Percentage of discharges completed by 11am

 What do you see happening?
 What are the specific symptoms? 

 What proof do you have that the problem 
exists?

 How long has the problem existed?
 What is the impact of the problem? 

 Analyze the situation. Best done as a group 
project, get together, make sure the people 
most familiar with the problem are there.  

 Problem:  Tami’s evaluation is not perfect 
 What do you see happening?

Is Tami a slacker?
 Symptoms:

 Hospital evaluation
 Good news:  No parental complaints

 Collect data:
 Well in this case they already have a very specific 

measure of the outcome.
 Is this solely a measure of Tami’s performance?
 How does Tami perform compared to the other NNPs?

 Looks at different perspectives  What sequence of events leads to the problem?
 What conditions allow the problem to occur?
 What other problems surround the occurrence 

of the central problem?

 Don’t just come up with one or two factors.  
Try to list them all…….
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 Physical causes
 Human causes
 Organizational / systems causes 

 Appreciation
 Similar to the 5 whys 
 Ask…So what?  What are the implications of this 

fact, why is the fact important? 
 Can restrict you to one line of thinking 

 The 5 whys (a six sigma technique,    isixsigma.com )

 Drill down
 Cause and effect diagrams 

 Appreciation
 Developed by the military
 Similar to the 5 whys 
 Ask…So what?  What are the implications of this 

fact, why is the fact important? http://www.microsofttraining.net/article-
806-problem-solving-using-appreciation-technique.html

 Ask “so what” repeatedly 
 Can restrict you to one line of thinking (Mindtools.com)

 Breaks a complex 
problem into 
progressively smaller 
parts

 Identifies all of the 
potential causes

 Start by writing the 
problem at the left side 
of a page, then list the 
causes, then do the 
same for all of the 
individual causes 

CausesProblem

Late 
discharges

Tami does not 
perceive this as a 

priority 

Other orders a 
priority 

Tpn and feeds need to be 
written by 1pm 

Physician does 
not round until 

late 

Need to see sickest patients 
first

Safety meeting 

Some discharge 
screens not done

Some cannot be done until  
close to  dc 

Some discharge 
teaching not done

Let’s not go there

Parents not 
presetn Parents have returned to work 

 Ishikawa diagram or fishbone
 Can be used for a root cause
 Can be used to uncover bottlenecks
 Can help identify where and why a process/system 

isn’t working 

https://www.isixsigma.com/tools
-templates/cause-effect/cause-
and-effect-aka-fishbone-diagram
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 Why does this exist?
 What is the real reason the problem occurred?  

 What can you do to prevent the problem?
 How will the solution be implemented?
 Who will be responsible?

 !!! What are the risks of 
implementing the solution?  !!!
 Consider an impact analysis or FMEA (failure mode 

and effects analysis)  
 Kaizen (continuous improvement model) 

 An improvement failure 
or an improvement 
success?

 No team was ever formed
 Efforts were individual
 My next evaluation I 

accomplished discharges 
by 11 am 30% of the time
 The hospital says this is 

still not acceptable
 I say I have had an over 

50% improvement in 
performance.  Root cause:  Employee does not 

perceive that this is her problem 

 The unhealthy quest for “the” root cause.
 Its name implies a single cause 

 Questionable quality of RCA investigations
 Political hijack
 Poorly designed or implement risk controls
 Poorly functioning feedback loops
 Disaggregated analysis focused on single organizations 

and incidents
 Confusion of blame
 The problem of many hands 

 Peerally MF, Carr S, Waring J, & Dixon-Woods M. (2016) The problem with root 
cause analysis.  BMJQ, not yet in print.  

 Shadman KA, Wald ER, Smith W, Coller RJ  (2016).  
Improving Safe Sleep Practices for Hospitalized 
Infants.  Pediatrics 138(3).
 “a multidisciplinary team developed intervention strategies 

based on root cause analysis and implemented changes using 
interative PDSA cycles”    They improved nursing performance, 
but not caregiver practices after discharge.  

 McCoy J, Tichon T, & Narvey M. (2016).  Reducing 
CBC clotting rates in the neonatal patient care areas.  
BMJQ.  
 “Process mapping and a root cause analysis determined that an 

educational intervention was required to optimize blood 
collection skills of front-line nurses”  They decreased clotting 
rates by half when education what integrated into orientation 
and competencies.  
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