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Course Overview

Å What is RCA?

Å Why do an RCA

Å The theory underpinning the RCA process

Å The process of RCA

Å Overview of RCA Tools

Å Some Practice using the tools

Å Solution Generation

Å Incident Decision Tree



National Patient Safety Agency

ÅEstablished July 2001

ÅSpecial Health Authority

ÅPurpose

Åto implement and operate a new national system for 

learning from patient safety incidents in all sectors of 

the NHS with one core purpose ïto improve patient 

safety by reducing the risk of harm through error. 

(source: Building a Safer NHS for Patients)



About the NPSA

ÅNot a regulatory body

ÅNo performance management

ÅNo disciplinary powers

ÅShare information

Å Issue alerts/advice/rapid responses on good practice

ÅCollaborate with World Health organisation



Seven Steps to Patient Safety

ÅStep 1 - Build a safety culture

ÅStep 2 - Lead & support your staff

ÅStep 3 - Integrate risk management activity

ÅStep 4 - Promote reporting

ÅStep 5 - Involve & communicate with patients & public

ÅStep 6 - Learn & share safety lessons

ÅStep 7 - Implement solutions to prevent harm



What do we mean by Patient Safety?

Any unintended or unexpected event(s) that could have or 

did lead to harm for one or more people receiving NHS 

funded healthcare

The processes by which an organisation reduces the risk 

and occurrence of harm to patients as a result of their 

healthcare

What is a Patient Safety Incident (PSI)?
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What is RCA?

ÅRCA is a structured investigation that aims to identify the 

true cause(s) of a problem, and the actions necessary to 

eliminate it. 
(Anderson and Fagerhaug 2000)



Why do an RCA?

ÅThere is a need to learn from patient safety incidents

ÅSystem failures can lead to Human errors.

ÅEvidence from óhigh reliabilityô industries demonstrates that 

systematic investigation can expose system failures. 



Why is Patient Safety important?

ÅModern health care is complex ïrisks increase

Å Increased volume of work

ÅOlder and sicker patients

ÅComplex interventions and technology

ÅCost constraints ïefficiency

ÅWorkforce pressures

ÅChanging expectations

ÅIndemnity and litigation costs take money away from direct 

care



Some quotes from the Patient Safety 

Congress

ÅóOur challenge is to implement safer practicesétrue 

change is from the bottom upô

Åócreating a non-punitive environment is difficult but 

we know that the first principle of patient safety is 

donôt punish people for making mistakesô

ÅLucien Leape, April 30th 2009



WHAT

happened
HOW it

happened
WHY it

happened

Unsafe Act 

(CDP/SDP)
Human 

Behaviour

Contributory 

Factors

Solution Development & Feedback

(Care/Service 

Delivery Problems)

Basic elements of a good RCA investigation



Fact-finding Analysis Conclusions

Who

ÅMulti disciplinary team

ÅSenior management input

ÅExperts

- Clinical 

- RCA investigators etc.

Only once all 

facts have 

been gathered

Develop targeted 

failsafe solutions/

recommendations

Analysis ConclusionsAnalysis Conclusions

Management of Investigation



In conclusion

ÅóWe must stop blaming people and start looking at our 
systems. 

ÅWe must look at how we do things that cause errors and 
keep us from discovering themé..before they cause 
further injuryô

Lucian Leape

Error in Medicine

JAMA 1994 : 272 1851-1857
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Why things go wrong



Understanding adverse incident causes

Person centred approach

Individuals who make errors 

are ócareless, at fault, recklessô

Blame and punish

Remove individual = improve 

safety

System approach

Poor organisational design 

sets people up to fail

Focus on the system rather 

than the individual

Change the system = improve 

safety



What is Human Error?

ñWe all make errors 

- irrespective of how much 

training and experience we possess, 

or how motivated we are to do it right.ò 

(in Reducing error and influencing behaviour - HSG48)



Human Behaviour éé

ÅThere are good reasons why we behave as we do



Rasmussenôs Skill, Rule and Knowledge 

(SRK) Model
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How do accidents happen?

Patient Safety 

Incident

Organisation & Process

- Deficiencies

Prior conditions

- Basic causes 

(contributory factors)

Multiple Defences

ñUnsafeò acts (CDP/SDP)

- Active failures (SRK 

errors)

Hazards

Successive layers of defences, barriers and safeguards



Contributory Factors

ÅPatient factors

ÅIndividual factors

ÅTask factors

ÅCommunication factors

ÅTeam & Social factors

ÅEducation & Training factors

ÅEquipment and Resource factors

ÅWorking Condition factors

ÅOrganisational & management factors
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Types of Violation

1. Routine 

ÅInvolve regularly performed short-cuts between task-related 
points, which are accepted locally, and sometimes by 
management. 

ÅThey generally occur due to the system, procedure or task 
being poorly described or designed.

ÅEveryday example of a routine violation

ÅNot using indicator when turning off a main road into a side 
road in a  familiar area

ÅHealthcare example of a routine violation

ÅIdentities of long-term patients not checked because 
ñeveryone knows who they areò.



Types of Violation

2. Reasoned Violations

ÅOccasional, deliberate deviations from protocol or procedure 

where the violation is for good reason.

ÅIt is important to ensure staff are not unfairly disciplined for an 

act that was reasoned and had good intent.          Adams (2002)

ÅEveryday example of a routine violation

ÅA car driver driving through a red light, because his 

passenger is in the final stages of labour.

ÅHealthcare example of a routine violation

ÅTheatre team do not scrub and gown up for an emergency life 

saving operation, but later the patient develops an infection.



Types of Violation

3. Reckless Violations 

ÅDeliberate deviations from accepted behaviour. 

ÅThe reason is often questionable and harm is generally a 
foreseeable consequence. 

ÅHowever, harm is never intended. 

ÅThese are not accepted practices & usually involve an active 
lack of care.

ÅEveryday example of reckless violations

ÅUsing a óhands onô mobile-phone whilst driving at speed

ÅHealthcare example of reckless violations

ÅA health professional administers blood for transfusion 
without checking.  



Types of Violation

4. Malicious Violations 

ÅDeliberate deviations from the protocol and include acts of 
sabotage. 

ÅThe perpetrator intends to cause harm or damage, whilst 
uncommon, the outcome from these type of violations is often 
devastating.

ÅEveryday example of reckless violations

ÅVandals throwing bricks and stones at the new Jaguar XK8
parked in the station car park

ÅHealthcare example of reckless violations

ÅThe Beverley Alitt and Harold Shipman cases, where patients 
were intentionally harmed by the perpetrators.



Mistakes

1. Knowledge based mistake 

Åa novel situation for which your training and experience have not 
prepared you

Example: layperson delivering a baby in an emergency

2. Rule based mistake

Åa relatively familiar problem, but you apply the wrong pre-
packaged solution 

Example: washing lambs wool jumper on standard hot wash
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Slips and Lapses

1. Lapses 

Åskill based - memory failures

Example: turning up for a regular meeting that was actually cancelled 

that week

2. Slips 

Åskill based ïattention failures

Example: pouring milk into a herbal tea drink



ñThe single greatest impediment to error 

prevention is that we punish people 

for making mistakesò

Dr Lucian Leape, Harvard School of Public Health



Getting Started

ÅWhich Patient Safety Incidents require an RCA?

ÅPSI causing death or severe harm

ÅFrequently occurring PSI 

ÅPrevented or No Harm PSI (Near Miss)



Getting started



Frequently Occurring Near Misses

HSG(96)

Prevented/No Harm incidents 

195

Minor injury

10

Severe

1


