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Abstract

Root Cause Analysis (RCA) has been widely used as a structured approach
to investigate patient safety incidents. RCA helps identify what, how, and why
something happened, therefore preventing recurrence of incidents. Since many
quality tools can be used during RCA, various formats of RCA exist. If RCAs
are performed incorrectly or incompletely, they are likely to produce unusable
results. To address this issue, RCA software has been developed. The use
of RCA software in investigating patient safety incidents may offer several
advantages, such as potential reduction in learning time, shortening of the
analytic process, facilitation of collection, analysis, and presentation of data
and production of meaningful RCA reports. We introduced six healthcare RCA
software and compared characteristics. Results from this study will enable the

RCA team to choose proper RCA software.
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(F) Example of Cause Map

Figure 1. Comparison of Root Cause Analysis softwares

Table 1. Summary of RCA softwares functions

Criteria TapRooT® RealityCharting® PROACT® Causelink® CDT Cause Mapping
Report incidents \Y%
Compose RCA team v v v v
Define problem \% \% \ \4 A\
Analyze causes SnapCharT® Cause and effect Logic Tree Cause and effect  Cause and Cause Map
Root Cause Tree® diagram diagram effect diagram
Develop & evaluate Corrective \Y% \Y% \Y% \Y%
Corrective action Action Helper®
Create final report \Y% \Y% \Y% \Y
Provide database facility A% \Y% Y% \Y \Y%
Track solutions \4 \4 \4 \%
Difficulty to Use Medium Medium High Medium Medium Low
Type of purchase Annual fee Charged Annual fee Charged Free No software to
(TapRooT® VI) per person (Healthcare) per person purchase
(Version 7.9) (Desktop)
Provide 30—day trial \Y% A% A%

RCA, Root Cause Analysis; CDT, Casual Diagramming Tool
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