
Root Cause Analysis: 

A Building Block for 
Performance Improvement 

Kathie Nichols BSN, RN, CRRN 

Lake Superior Quality Innovation 

Network 

May 14, 2015    2:00-3:00 PM CT 

Lake Superior Quality Innovation 
Network (LSQIN) 

Lake Superior Quality Innovation Network serves 
Michigan, Minnesota, and Wisconsin under the Centers 
for Medicare & Medicaid Services Quality Improvement 
Organization Program 

1 

Objectives 

•	 Identify how Root Cause Analysis (RCA) is a 
valuable tool for Quality Assurance 
Performance Improvement (QAPI) 

•	 Identify the steps in the RCA process 

•	 Access and use the RCA Toolkit for Long-Term 
Care 
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What Is RCA? 

•	 A structured and facilitated team method to 
investigate and analyze problems or events 

and develop actions to prevent them from 
happening again 

•	 Tool for quality improvement 

•	 RCA methods used in health care focus on 

process and systems, not  individuals 
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Value of RCA 

•	 Engages staff in understanding why events 

occur 

•	 Avoids choosing a “quick fix” 

•	 Promotes culture change through encouraging 

a non-punitive approach to improvement 

•	 A foundation for QAPI 

•	 Guides teams to measure the impact of 

changes made as the result of an RCA 

•	 Improves resident safety and quality of care 
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Two Approaches 

Focus on individual errors 

Individual blame 

Punishing errors 

Expectation of perfect 

performance 

Solutions tend to be 

disciplinary or focused on 

training 

Focus on conditions/systems 

that allow errors to happen 

Change systems 

Learn from errors 

Expectation of professional 

performance in a system that 
compensates for human 

limitations 

Solutions might include training, 
equipment, cultural change, 

staffing, process change, etc. 
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Systems and Processes
 

Process 

• The steps to be followed 

• Often guided by policies and procedures 

System – the combination of 

• Processes 

• People/culture 

• Environment/equipment 
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Systems Thinking 

•	 Belief that the parts of a system can be best 
understood through how they relate to each other, 
rather than in isolation 

•	 Requires critical thinking skills to analyze, 

synthesize, and evaluate information 
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Most Important Tools in 
RCA? 

•	 Critical thinking skills 

•	 A non-judgmental attitude 

•	 The desire to understand why 

•	 A belief that we can always do better 
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RCA Concept Of Error
 

• Error does not imply fault 

• Error is the result of something 

• Errors are predictable 
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Non-Punitive Culture 

•	 People make errors all the time 

•	 It’s inappropriate to punish them 

•	 Mistakes are most often the result of a faulty 

system 

•	 The system or process has to change to prevent 
mistakes 

•	 The culture has to be open to people sharing their 
mistakes and near misses 
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Predicting Human Error 

Activity Probability 

Misreading a label 0.003 

Simple math error with self-checking 0.03 

Monitor or inspector fails to detect error 0.1 

Error in high stress situation requiring rapid action 0.25 

– or multiple actions are occurring rapidly 
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Creating a Non-Punitive Culture
 

To avoid blaming the individual when using RCA, 
we must focus our attention on systems and 
processes rather than individual action 

• Policies/procedures 

• Work environment and equipment 

• Communication 

• Education/training 
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Creating a Non-Punitive 
Culture 

•	 Avoid hind-sight bias 
― Hind sight is 20/20 

•	 Understand why actions made sense at the 
time
 

•	 Understand all potential outcomes cannot 

be realized
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Creating a Non-Punitive Culture 

•	 Avoid reliance on memory and vigilance
 

―Use protocols and checklists
 

•	 Simplify processes 

•	 Standardize procedures to reduce 

unintended variation
 

•	 Use constraints and forcing functions 

• e.g., car won’t lock until lights turned off 
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Creating a Non-Punitive Culture
 

The point of the RCA process is to understand why 
people did what they did – not to judge them for 

what they did not do 

Getting inside the tunnel allows us to fully 
understand why individual actions were felt to be 

reasonable at the time. 
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Goal of RCA 

Determine why something happened and 
prevent it from happening again 
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RCA Process 

•	 Identify the event 

•	 Select the team 

•	 Describe the event – where did the breakdowns 

occur 

•	 Identify all factors 

•	 Identify root causes and contributing factors 

•	 Create change by designing and implementing 
process and system changes 

•	 Measure to determine results 
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Root Cause Analysis Toolkit for Long Term Care 

•	 Background 

•	 http://www.stratishealth.org/providers/rca­

toolkit/index.html 
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Identify the Event 

What triggers an RCA? 

•	 Unexpected events with serious outcomes 

•	 Repeating incidents 

•	 Near miss or good catch 

20 

http://www.stratishealth.org/providers/rca


Case Study
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Select team 



Describe the event



Identify all the factors

Flowcharting Example

Flowcharting Example



Fishbone Worksheet
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“Five Whys” Example 
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Identify root cause 
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Identify root cause
 

Identify the root cause 

•	 Would the event have occurred, if this cause had 
not been present? 

•	 Will the problem recur if this cause is corrected or 
eliminated? 

If “no” is the answer to both questions, the team 

has found the root cause 

If “yes” is the answer to either question, the team 

needs to do further analysis 
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Change and measure
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Corrective Action Plan 

Historically the weakest link to the process 

Often teams conclude solutions based on: 

• Recognition of warning signs 

• Training/education 

• Asking clinicians to “be more careful” 
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Corrective Actions 

Do the Actions meet the following?: 

• Address the root cause 

• Specific 

• Easily understood 

• Developed by process owners 

• Feasible – pilot testing helpful (PDSA) 

• Measurable 

38 



Corrective Action Plan
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Corrective Actions 

•	 Not meant to be short term fixes 

•	 Tightly link to the identified root causes (and 
contributing factors, if appropriate) 

• Training only used if lack of knowledge or skill is 
clearly identified 

• Corrective action is aimed at the identified gap in 
the process, not somewhere else is the process 

•	 Avoid unintended consequences 
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Corrective action plan 

41 



PDSA Worksheet Example
 

Communicate and Sustain
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Communicate and Sustain 
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RCA Toolkit for Long Term 
Care 

http://www.stratishealth.org/providers/rca­
toolkit/index.html 
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Questions? 

Kathie Nichols 

knichols@stratishealth.org 

952-853-8590 
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This material was prepared by the Lake Superior Quality 

Innovation Network, under contract with the Centers for 

Medicare & Medicaid Services (CMS), an agency of the 

U.S. Department of Health and Human Services. The 

materials do not necessarily reflect CMS policy. 

11SOW-MI/MN/WI-C2-15-78 050715 

mailto:knichols@stratishealth.org
http://www.stratishealth.org/providers/rca



