Conducting a Root Cause Analysis

· Organize a Team

· Those closest to the process

· Key Stakeholders

· Sentinel Event Response Team

· Define the Problem (Define the Event - What Happened?)

· Details regarding the event discussed in team setting with all appropriate parties present

· Focus on process / systems not individuals

· Study the Problem (Minimum Scope of Root Cause Analysis - Intensive Assessment)

· Determine which areas/issues will be reviewed

· Determined what happened (Flow Chart the process)

· As it happened & as designed

· Identify contributing process factors (Risk Points) in the process

· Identify contributing causes and root causes (Brainstorm a Cause List)

· Contributing Cause = Event would have occurred anyway

· Root Cause = Event would not have occurred if something was done or was not done

· Gather / Collect data (Peer Review, Surgical Data, Physician QA, Incident Reports, etc,)

· Conduct a literature search for similar cases, issues, best practices

· Got to the URL http://igm-01.nlm.nih.gov           Internet Grateful Med (Select MedLine)    

· Design and implement any interim changes that need to be made to a process

· Explore and identify Risk Reduction Strategies (Action Plan Steps)

· What are we going to do to prevent such an event from occurring in the future?

· How are we going to do it?

· What is the acceptability of the Action Plan Steps?

· When are we going to implement the Action Plan Steps?

· What training and education will be required?

· How will we measure the effectiveness of the Action Plan Steps?

· Complete the Framework Document and Action Plan (Last)

· Communicate results of the Root Cause Analysis

