
 
 
 
 
 
 
 
 
 
 
 

 

Quality & Safety Scoop: 
Cause analysis – when does it become an RCA and what does it mean? 

 
By Bridget Norton, M.D., MBA, Children’s Chief Quality & Safety Officer 
 
When an Eye on Safety event is reported in RLDatix,or communicated to Performance 
Improvement (PI) or Administration by area leadership, a cause analysis is considered. Cause 
analysis focuses on the process and system deviations that need to be improved in order for all 
of us perform to the best of our ability and to provide the highest quality care for our patients. 
The kind of cause analysis to conduct is the first question. The level of harm to the patient and 
the potential for system-wide spread of the issue drive the determination of whether the event 
is reported as Apparent Cause Analysis (ACA), Common Cause Analysis (CCA) or Root Cause 
Analysis (RCA). 
 
If the safety event is a precursor event that reached the patient with minimal or no harm, an 
Apparent Cause Analysis (ACA) can be completed at the unit level. This is what happens with 
each hospital acquired condition (HAC) event that occurs, such as a CLABSI, to evaluate where 
the system may have broken down and allowed the HAC to occur. 
 
When there is a trend in events noted, or there are a group of similar events that need to be 
reviewed, a Common Cause Analysis (CCA) can be performed. Grouping multiple smaller 
events together may allow for the identification of factors that are common to all the events 
across the organization rather than specific to an area or unit and therefore may give an 
indication of the depth and breadth of system issues.   
 
If an event resulted in more serious harm, more than one unit or department is involved, 
and/or there is concern that an event may meet criteria for a Serious Safety Event (SSE) then a 
Root Cause Analysis (RCA) is performed. The definition of an SSE is “a deviation from generally 
accepted practice standard that reached the patient and resulted in moderate or severe 
temporary or permanent harm.”   
 
All RCAs are facilitated by the PI department. PI follows the three-meeting model developed by 
Healthcare Performance Improvement (HPI) involving executive leadership and subject matter 
experts. The first meeting includes PI representatives and executive leadership, takes place 
within 24-48 hours of event notification, and determines what facts are known and what 
immediate steps must be taken. Things such as immediate safety concerns, sequestering 
equipment and disclosure are addressed. If the decision is that a complete RCA is warranted 
then PI completes a full chart review and interviews all involved staff in order to compile a 



 

 

detailed timeline of events. Part of this process involves the 5 Why’s: asking “why” five times to 
identify any process deviations and get to the root causes of the safety event.   
At meeting two, the timeline is reviewed with the team, including all involved clinical staff, for 
accuracy and discussion of the root causes identified. Additionally, at the end of meeting two 
there is a discussion among the entire group to determine whether or not the event meets the 
criteria for and SSE and if it does, then it is classified at that time. The third meeting finalizes the 
action plan to address these root causes and assigns each task to an owner with dates for 
completion.  
 
If a potential individual performance issue is identified during the RCA process, those 
elements are excluded from the discussion and referred for PPEC screening as appropriate. 
 

 

 


