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Analysing Information



What are the Issues/Problems

What are the Care Delivery and Service Delivery Problems?

(CDPs and SDPs)

ÅSome will jump out immediately

ÅOthers emerge, particularly if a multi professional team is 

involved in problem identification

ÅConvene multidisciplinary review meeting



Care Delivery

Problem

(CDP)

i. care deviated beyond safe limits of practice
ii  the deviation had a direct or indirect effect on 

the eventual adverse outcome for the patient

ÅFailure to monitor, observe or act

ÅIncorrect decision or action

ÅNot seeking help when necessary

Problems that arise in the process of 

careéusually actions or omissions by staff



Care Delivery Problems

ÅAre associated with a person or team e.g. the patientôs GP, 

the pharmacist, midwife X, the crash team etc

ÅAre specific actions or omissions e.g. óthe nurse failed to 

communicateô é., rather than ócommunication failureô

ÅBoth CDPs and SDPs are about something that happened or 

should have happened - so expect them to use a verb



Service

Delivery

Problem

(SDP)

ÅFailure to undertake environmental risk assessment 

ÅFailure to implement safe systems 
(eg: Failure to display an emergency number on new telephones)

éGenerally associated with decisions, 

procedures and systems that are part of the 

process of service delivery.

Acts or omissions identified during analysis as 

causativeé but not associated with direct care 

provision.



Service Delivery Problems

ÅAre associated with problems that are nameless e.g. the 

Trust, the management, óthe powers that beô 

ÅAre specific actions or omissions e.g. óthe Trust board 

failed to implement the new policy effectivelyô, óthe  

management team didnôt inform the staff of the changesô

ÅBoth CDPs and SDPs establish WHAT went wrong, before 

you can go on and determine WHY it went wrong.



Mapping the information

RCA 

Tools

Brain 
writing

Nominal 
Group 

Technique

Change 
Analysis

Brain-
storming/ 
Thought 
Showers



Nominal Group Technique (NGT)

ÅWhat is NGT?

ÅIt is a form of brainstorming in which all participants have the 

same vote when selecting problems or solutions

ÅWhen to Use NGT?

ÅTo generate ideas from the whole group

ÅTo gain consensus about which ideas to pursue in the 

analysis



Change Analysis

ÅChange Analysis Identifies:

Å All changes (either perceived or observed) 

Å All factors related to the change(s)



Change Analysis - 6 Steps

1. Identify the problem/cause

2. Describe an event-free or no-problem situation. 

3. Compare the two. 

4. List the differences

5. Analyse the differences

6. Record change(s)



Group Work: Problem Identification

Identify the problems (CDPs / SDPs) within the 

case study using NGT.



Analysing Information & Exploring Problems 



Multidisciplinary Review Meeting 

Scopeé

ÅConfirm that no critical issues have been omitted

ÅAgree and prioritise the problems (CDP/SDP) 

ÅIdentify and analyse the contributory factors associated 

with each of the CDP/SDPs identified

ÅIdentify the root causes

ÅGenerate failsafe improvement strategies



Analysing Information & 

Exploring the Problems

Contributory Factors?

ÅContributory, influencing or causal factors are things that 

contributed to the incident. 

ÅContributory factors can vary in their significance of impact 

on the CDP/SDP.

ÅContributory factors can have both a negative and positive 

impact.



RCA tools to aid problem exploration

RCA 

Tools

Contrib. 
Factors & 

Fish Bone 
Diagrams

5 Whys

Technique

Run Charts

Cause & 
Effect 

Diagrams



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



Patient factors





Five Whys

ÅTool that enables investigator(s) to delve deeper into 

asking ówhyô for each CDP/SDP to identify causes

ÅBest suited to simple and non-complex problems

ÅQuick and easy to use

Å3 ï5 ï7 whys?



Diagrammatic Example of 5 Whys Technique

SHO was not informed that patient had 

fallen

Primary nurse not informed in her 

induction to the ward of the usual practice 

for a doctor to make a physical exam after 

a fall

No policy or procedure in place

Primary nurse had not told him

No information on this included in 

induction programme

ROOT CAUSE

On call SHO did not carry out physical 

exam of patient following fall on ward 

(patient had fractured femur)

Why?

Why?

Why?

Why?

Why?



Run Charts

Purpose

Å To identify trends and patterns in a process, over a specific 

period of time.

How to Construct Run Charts

Å Decide what the chart will measure (what data / what period).

Å Draw graph

Å Plot the data points

Å Plot a line that denotes the average of points

Å Evaluate chart to identify meaningful trends

Å Investigate the findings



Frequency of Restraint in A&E
Run Chart Example:

A     M    J    J    A    S    O    N    D    J    F    M    A 
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8

6

4

2

Months



Cause and Effect Chart

Purpose: 

ÅTo present a clear picture of the many causal relationships 

between outcomes and the contributory factors in these 

outcomes.

ÅThe event is plotted as a timeline and then the problems 

(CDP/SDP), contributory factors, questions and (ultimately 

root causes) are all mapped onto one chart
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The Whole Cause and Effect Chart


