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Institute for RCA?

Healthcare % NPSF Improving Root Cause

National Patient Safety Foundation® Analyses a-nd ACthIlS
to Prevent Harm

'°,,\ Joint Commission International
Accredited Hospital

Root Cause Analyses and Actions

Explore the process of Root Cause Analyses and Actions (RCA?) and its’ role in driving improvement when
it comes to reviewing events that cause or may cause serious harm, and in developing and implementing
24 sustainable and measurable actions that prevent future harm to patients and staff.
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Steps in Conducting a Root Cause Analysis and Implementinga

A o A

Corrective Action Plan

Organize a team
Define the problem
Study the problem inarlsay
Determine what happened

Identify contributing process
factors

10.

Identify other contributing factors

Measure—collect and assess data
on proximate and underlying

causes MluFLaa

Design and implement immediate
changes

Identify which systems are
involved—the root causes

Prune the list of root causes

flavAulaasne'ls

11. Confirm root causes and consider
their Interrelationships

12. Explore and identify risk-reduction
strategies

13. Formulate improvement actions

14. Evaluate proposed improvement
actions

15. Design improvements

16. Ensure acceptability of the action
plan

17. Implement the improvement plan

18. Develop measures of effectiveness
and ensure their success

19. Evaluate Implementation of
Improvement efforts

20. Take additional action

21. Communicate the results
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