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Abstract

Root cause analysis (RCA) is systematic process for identifying contributing
factors and root causes. It detects system—level vulnerabilities and prevents
them from occurring in the future. In many countries, RCA guidelines have
been developed and used for these purposes, and various practical tools are
suggested according to stages of RCA implementation. In Korea, adverse
events occur in 7.2—8.3 percent of inpatients according to studies conducted
in hospitals. However, frontline staffs are suffering from lack of knowledge
about RCA implementation. This study introduces RCA guidelines that may be

used in hospitals to improve the quality of medical care and patient safety.
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Table 1. Process for root cause analysis of The Joint Commission

P - ; Step 1 Organize a team
reparing for roo .
paring . 2 Define the problem
cause analysis
3 Study the problem
4 Determine what happened
o 5  Identify contributing process factors
Determining . o
. 6  Identify other contributing factors
proximate causes . .
7 Measure—collect and assess data on proximate and underlying causes
8 Design and implement immediate changes
9  Identify which systems are involved—the root causes
Identifying root causes 10 Prune the list of root causes
11 Confirm root causes and consider their interrelationships
12 Explore and identify risk reduction strategies
13 Formulate improvement actions
14 Evaluate proposed improvement actions
Designing and 15 Design improvements
implementing an 16 Ensure acceptability of the action plan
action plan for 17 Implement the improvement plan
improvement 18 Develop measures of effectiveness and ensure their success
19 Evaluate implementation of improvement efforts
20 Take additional action
21 Communicate the results

Source: Parker J. editor. The Joint commission. Root Cause Analysis in Health Care: Tools and Techniques. 5th ed. Illinois, USA: Oak

Brook; 2015.
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Table 2. Safety assessment code matrix
Severity
Catastrophic Major Moderate Minor
Frequent 3 3 2 1
Occasional 3 2 1 1
Probability
Uncommon 3 2 1 1
Remote 3 2 1 1

Source: Veterans Administration National Center for Patient Safety. Root Cause Analysis [cited 2017 Apr 10]. Available from:
https://www.patientsafety.va.gov/professionals/onthejob/rca.asp.
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Source: Canadian Patient Safety Institute. Incident Analysis [cited 2017 Mar 25]. Available from:

http://www.patientsafetyinstitute.ca/en/toolsResources/IncidentAnalysis/Pages/incidentanalysis.aspx.
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Table 3. Criteria for selecting an incident analysis method

Incident analysis methods

Criteria Comprehensive Concise Multi—incident
Safety assessment code 3 and some 2 1 and some 2 1, 2 and 3
. . . . Simple, complicated
Complexity level? Complicated, complex Simple, complicated
or complex
. . Team, unit/program,
. Team, unit/program, Team, unit/program, o
Area of impact o . o organization, system,
organization, system possible organization .
sector, industry
Context — internal and ) . .
High Low Low, medium or high
external pressures
Resources required/ . L X
. . Moderate to extensive Limited Moderate to extensive
available?
Timelines Weeks to months Hours to days Variable

1) Degree of agreement, certainty and number of interactions
2) Time, financial and human

Source: Canadian Patient Safety Institute. Incident Analysis [cited 2017 Mar 25]. Available from:
http://www.patientsafetyinstitute.ca/en/toolsResources/IncidentAnalysis/Pages/incidentanalysis.aspx.
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