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We introduced guidelines, cases, and educational materials that helped perform Root Cause Analysis (RCA), while
suggesting the limitations of RCAand ways to overcome them to make it more active in the Republic of Korea. By arranging
the existing major domestic and foreign literature on RCA, helpful information on RCA is provided to practitioners.
RCA utilizes several tools to find an incident’s systematic cause rather than a single methodology. Depending on the
institution, various guidelines for RCA are presented, and the RCA step suggested by The Joint Commission is often
used. Moreover, various software that help perform RCA, and the Korean RCA software provided by the Korea Institute
for Healthcare Accreditation can be used. Although many medical institutions perform RCA, dedicated patient safety
personnel have experienced difficulties in almost all stages of RCA. Therefore, efforts to clarify problems with RCA by
analyzing various cases are important. To successfully perform RCA, it is necessary to support the capacity building of
dedicated patient safety personnel and RCA teams, share RCA cases, utilize RCA software, and establish a patient safety
culture in medical institutions. For the potential effects of RCA to be properly demonstrated, its correct understanding
Is imperative.
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Table 1. The joint commission’s root cause analysis.

Phase Step

—_

Preparing for Root Cause Analysis . Organize a Team
2. Define the Problem

3. Study the Problem

Determining Proximate Causes 4. Determine What Happened

5. Identify Contributing Process Factors

6. Identify Other Contributing Factors

7. Measure-Collect and Assess Data on Proximate and Underlying Causes

8. Design and Implement Immediate Changes

Identifying Root Causes 9. Identify Which Systems Are Involved - The Root Causes

10. Prune the List of Root Causes

11. Confirm Root Causes and Consider Their Interrelationships

Designing and Implementing 12. Explore and Identify Risk Reduction Strategies
an Action Plan for Improvement
13. Formulate Improvement Actions
14. Evaluate Proposed Improvement Actions
15. Design Improvements
16. Ensure Acceptability of the Action Plan
17. Implement the Improvement Plan
18. Develop Measures of Effectiveness and Ensure Their Success
19. Evaluate Implementation of Improvement Efforts

20. Take Additional Action

21. Communicate the Results

Source. Joint Commission Resources. 2015.
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