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A “root cause” is the fundamental issue or primary reason for an incident. It represents the earliest point at which action could have been taken to significantly reduce the chance of the incident happening. The goal of the Root Cause Analysis (RCA) is to identify systemic gaps or breakdowns in processes and systems, and to address these gaps. This strengthens workplace well-being, improves the quality of client care, and helps prevent similar incidents from occurring in the future. 

Preparation for the RCA: The RCA tool below provides structured framework for completing the RCA. Review teams should consist of multidisciplinary staff members from all relevant departments. At the outset, identify the RCA Lead, Facilitator, and Participants. Schedule at least one meeting with a minimum meeting time of 2 hours to work through the steps.

RCA Sections:  

1. Summary of the Incident: Explain in detail what happened to the best of the group’s knowledge. It is recommended that the incident being reviewed be documented in a flow diagram or timeline format to clearly outline the sequence of events. Gather information by interviewing staff involved, reviewing medical records, examining relevant policies and procedures, and consulting any other appropriate sources. Ask participants to come to the RCA meeting prepared with a basic description of the incident from their perspective, including dates, actions taken, and processes involved.

2. Participants: List the participants involved in the RCA. While participants may include individuals directly involved in the incident, the team must also include staff who are knowledgeable about the systems and processes being analyzed. Do not use personal names. Identify participants only by position and title. 
 
3. Systems & Processes: Identify the systems and processes that will be analyzed during the RCA. These are typically defined by organizational policies and procedures. Some examples are included in the tool, but the team should identify all systems and processes that are relevant to the specific incident under review. 

4. Steps:  Break down each system or process into the steps involved – Having the relevant workflow on hand is helpful, as it allows the team to identify where gaps may exist. it is helpful to have a workflow on hand for each system or process. This can assist in uncovering gaps Identify the processes involved and the opportunities for interventions. 

5. Findings: Identify any gaps found in the system or process design. How did the design of the system or process compare to the real event?  It can help to think about what the system or process would “ideally” look like. After identifying each potential contributing factor, consider: Would this event have happened if this factor had/ had not been present? 

6. Root Cause: Identify whether each finding is a “root cause” via “yes” or “no”. For each finding, complete a detailed analysis. Even when a finding is not a root cause on its own, it may still have underlying contributing factors (“roots”) that need to be addressed

7. Action Taken: Indicate whether actions will be taken to address the issues that are identified as a root cause. This includes documenting decisions made by the team regarding which findings require intervention.

8. Action Plan: Describe the planned actions to address each confirmed root cause. This section outlines the issues that are being targeted, the strategies or interventions that will be implemented, and the measures that will be used to assess whether the plan is effective.
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