
 
Root Cause Analysis LITE 

(RCA Lite) 
  
  
 
INTRODUCTION 
 
The root cause analysis “Lite” tool is designed to assist Ottawa Hospital teams to review an adverse event 
or near miss, identify root causes of the event and develop recommendations to reduce the likelihood of 
recurrence.  This tool is intended for those adverse events that do not require a Critical Incident Review 
(see corporate policy on Critical Incident Reviews – ADM IX 150.) 
  
 
DEFINITION 
  
Adverse Event (AE) - can be defined as 

• an unexpected or undesired incident directly associated with the care or services provided to the 
patient.   

• an injury that occurs during the process of providing health care and results in patient injury or 
death; 

• an adverse outcome for a patient including an injury or complication. 
  
Critical Incident (CI) - is an incident resulting in serious harm (loss of life, limb, or vital organ) to the 
patient, or the significant risk thereof (i.e. near miss). Incidents are considered critical when there is an 
evident need for immediate investigation and response. Please refer to the Critical Incident Review Policy 
and notify a Risk Management Consultant at 13377 if you suspect a CI has occurred.   
  
Near Miss (no harm event) - is an interception that prevents injury or harm to a patient and is an early 
warning sign for future similar mishaps that could result in patient/employee injury. 
 
  
ORGANIZING RCAs 
 
1. Determine The RCA Team 

 
Typically a team is comprised of the involved nurses, physicians, therapists, pharmacists, and any other 
care providers who directly participated in the event. Someone from within the group can be identified as a 
Facilitator to lead the review.  When such a team is created, it permits the healthcare professionals an 
opportunity to help create solutions to reduce the likelihood of a recurrence.  
 
The Facilitator should collaborate with the team to collect background facts in advance of the RCA.  
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2. Organize REVIEW 
 
The “lite” version of a RCA review generally takes 30 minutes to one hour. There are instances where a 
second meeting may be required.  

• reserve a comfortable room, conducive to open discussion,  
• extend invitations to identified team members.  

  
On the invitation, identify the objectives of the review, namely to  

• review and confirm sequence of events, 
• define contributing factors, 
• develop recommendations and  
• develop a measurement tool to assess if the recommended changes have had the desired effect 

(e.g. audit). 
  
3. GATHER information regarding the Incident 
 
Prior to the review, collect and review the following: 

• the chart  
• relevant policies and procedures  
• information from staff, gathered by interviews  
• relevant literature may be helpful to determine best practices and how others may have 

addressed a similar problem 
  
4. At the REVIEW 
 
The Facilitator ensures that:  

• the team members are aware of the principles of confidentiality and the need to respect the 
privacy of  the patient and the involved caregivers, 

• issues related to the care delivery system in which the event occurred are addressed, and not 
those related to the competencies of specific individuals,  

• the review is conducted in a non-blaming environment. 
   
Using the preliminary information collected by the Facilitator, the team: 

• confirms the facts and the sequence of events and  
• identifies what should have happened vs. what did happen, (a flowchart can be helpful to 

diagram the facts – see Sample – Figure A).  
 
  
 
 
 
 
 
 
 
 

Figure A.  
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5. Determine CONTRIBUTING FACTORS and ROOT CAUSES  
 
At this phase, the focus is on recognizing all system issues that may have contributed to the event.  From 
these contributing factors the root causes are identified. 
  

• The Root Cause is the earliest point where action could have been taken to prevent the event.  
To confirm this ask, “If this factor were eliminated or corrected, could this prevent a similar 
event?   

  
One method of drilling down to determine the contributing factors and ultimately the root cause is by 
repeatedly asking the question “Why did this happen” or “Why was this done?” The following is a  
Sample Problem statement:  
 

• You are on your way home from work and your car stops in the middle of the road  
• Why did your car stop? (I ran out of gas) 
• Why did it run out of gas? (I didn’t buy any gas on my way to work) 
• Why didn’t you buy any gas this morning? (I had no money) 
• Why didn’t you have any money? (I lost it in last night’s poker game.) 
• Why did you lose your money in last night’s poker game? (I’m not good at bluffing when I don’t 

have a good hand – that is the root cause of this event) 
  
So you can see that the “Root Cause” or the REAL problem is not “Running out of gas” – that is just the 
end product of a more “DEEPLY ROOTED problem. 
   
Root causes can be clustered on a Fish Bone Diagram (Figure B.) to identify the system areas of concern 
such as communication, training, fatigue, policies and others.  

Wrong dose  administered 
(10 mg  instead of 1 mg 
Morphine).

Communication Training Fatigue/ Scheduling

Barriers
Policies / 

Procedures

Incomplete EMS 
report

Use of trailing “0”

New “grad” reluctant to 
interrupt MD for 
clarification Busy ED & EMS 

System

No policy for 
independent double 
check of narcotics

Environment/ 
Equipment

 
 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 

 Figure B. 
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6. Develop ACTIONS and DETERMINE performance measurements 
 
Some types of actions have been found to be more beneficial and effective and are outlined in the 
Recommended Hierarchy of Actions (See Figure C.) 
  

Figure C.

Actions should: 
• target the elimination of the root 

causes, 
• offer a long-term solution to the 

problem, 
• not create new problems,  
• be objective and measurable  
• be achievable and reasonable.  
• have set time frames and  
• identify the most responsible 

person(s) for enacting the required 
changes 

  
Consider the following when developing 
recommendations: 

• who will be affected by the actions? 
• the likelihood of success 
• does it support TOH mission, vision, 

and values? 
• are there barriers to 

implementation? 
• costs 
• measurability 

  
At the time of the review the team can determine what performance measures will be used to best 
determine if the change will result in improvement, no change, or if indeed the change resulted in new 
problems.  Tools to assist with this step can be accessed at the following links (See Appendix A - 
Measurement Principles and Guidance; and Appendix B - presentation done by Ross Baker) 
  
 7.     Implement the Actions  
 
At the time of the review the “most responsible person” (MRP) for each action will agree to oversee the 
implementation of the recommended action and a target date.  Use the “Action Plan Template” (See 
Appendix C) to document care delivery problem, recommendations/plans, MRP, measurement, target date 
and the ongoing status of the items.  One person should be charged with maintaining and monitoring the 
Action Plan for completion 
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8. Measure/Evaluate the Effectiveness of the Actions 
 
This step is to be done using the agreed upon performance/measurement tool(s) (see #6 above).  If the 
desired changes have not occurred, there may be a need to revisit the proposed actions and develop new 
ones.  
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Appendix A 
Quality Improvement and Measurement: 

You can’t have one without the other 
 
The Model for Improvement was first published in 1992 and provides a framework for developing, testing 
and implementing changes to the way things are done that will lead to improvement. The model consists of 
two parts. The first, the ‘thinking’ part, consists of 3 fundamental questions that are essential for guiding 
improvement work. The second part, the ‘doing’ part, is made up of Plan, Do, Study, Act (PDSA) cycles that 
will help you make rapid change.   
 
The ‘thinking’ part includes 3 questions to assist you in framing your work: 

• Aim – What are we trying to accomplish? 
• Measures – How will we know that a change is an improvement? 
• Change – What changes can we make that can lead to an improvement? 

 
The ‘doing’ part is made up of the Plan-Do-Study-Act (PDSA) cycle.   

• Plan – Determine objectives, what are you going to do, who will be involved, where and when will it 
take place, what do you predict will happen and what are you going to measure in this cycle? 

• Do – Carry out plan, data are generated and collected in this step 
• Study – Analyze data, compare results to predictions, summarize what was learned. Include 

expected and unexpected results. 
• Act - Key indicators or measures are monitored; changes made and/or next cycle of PDSA is 

initiated 
 
Some principles for using data to support improvement in busy clinical settings include1: 

• Keep measurement simple (think big, but start small) 
• Use both qualitative and quantitative data 
• Seek usefulness, not perfection, in the measurement 
• Write down the operational definitions of measures  
• Measure small, representative samples 
• Use a balanced set of process, outcome and structure measures or indicators 

Process Measure: Provides a measure of activities and tasks undertaken to achieve program or 
service objectives 
Outcome Measure: For patient care teams that provide direct or indirect patient care, outcome 
indicators should be patient related and should measure those changes in the patients’ health 
status that can be attributed to preceding care and service (i.e. processes and structures). 
Structure Measure: Provides a measure for the type and amount of resources used by a health 
system or organization to deliver programs and services.  Examples of structure indicators relate to 
amounts of money, beds, supplies and buildings.

                                                 
1 Nelson EC, Splaine ME, Batalden PB, Plume SK. Building Measurement and Data Collection into Medical 
Practice. Ann Intern Med. 1998; 128:460-466 
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•Aim: What are we trying to accomplish?
•Measures: How will we know that a change is an improvement?
•Change: What changes can we make that will result in improvement?

Plan

DoStudy

Act

MODEL FOR IMPROVEMENT

Plan:  What, how, 
who, when, data?

Do: What is working or 
not working?

Study: did results lead 
to improvement?

Act: on results and 
what has been 
learned



Appendix B 
 
ROSS BAKER PRESENTATION  
(read down then over to second column, then on to next page) 
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Appendix C 

Action Plan  Template   
Patient Initials and MRN:  
Description of Incident:  
  
Date of Incident  
Date of the Review  

 

Issue Recommendations/Plan for 
Resolution 

Most Responsible   
Person 

Measurement  
(Most responsible person) 

Target 
Date Status 

1. Equipment Issues 

      

2. Work Environment Issues (staffing, scheduling, environment) 
       

3. Rules, Policies, Procedures & Protocols, Processes Issues 
      

4. Communication Issues 
      

5. Staff Factors (knowledge, skill) 
      

6. Patient Factors (condition, language, social factors) 
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