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iiiForeword

Foreword

This book is written for managers of healthcare services; doctors; 
management, specialist and staff nurses; allied health professionals; 
managers of facilities and services that support the provision of healthcare 
services; doctors, nurses and other healthcare professionals in training;  
and patient safety and risk management specialists. It is also for anyone 
else who is interested in detailed analysis of an event that has harmed or 
could have harmed someone in a healthcare organization.

The book is for a team working in a service in a healthcare organization and 
carrying out an RCA of an incident or event. Our approach to RCA is for 
small multiprofessional teams of clinical staff because managers or others 
working in isolation on an RCA may be less effective in analysing an event 
or implementing the right actions to achieve long-term improvements in 
patient safety. The same approach can be used to analyse practice that is 
not consistent with established standards or evidence of good practice. 
The book includes a number of practical tools and ways of thinking about 
the RCA process that we have developed through working directly with 
healthcare professionals in their own care settings. 

The book represents a balance between being practical about carrying 
out RCA in busy clinical settings and following a scientifically sound 
approach to improving the safety of patient care. It reflects our collective 
experience teaching root cause analysis (RCA) to hundreds of healthcare 
professionals over years in the UK, the Republic of Ireland, the Kingdom 
of Saudi Arabia, The Netherlands and other countries. 

There are four technical notes for readers. People often refer to RCA as a 
way to carry out an investigation of an event that has caused or has had 
the potential of causing harm. Our experience is that the term investigation 
can elicit concerns by staff involved in an event about the potential of 
disciplinary action and can discourage staff from being actively involved 
in analysis of current processes or systems, culture or other factors that 
actually have contributed to the occurrence of an event. In this book, the 
word investigation is not used because of its connotations.

Because this book is a practical reference, we have not attempted to 
review all the published literature about RCA or base our work on other 
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publications on RCA of events that happen in a healthcare organization. 
We have used references that have influenced our thinking about RCA or 
that have helped us clarify our intentions about what the process should 
achieve when it is applied to an event that happens in a healthcare 
organization.

Throughout the book, where the word patient is used, the word is meant 
to include a service user or patient advocate. The word care and the word 
practice are used generally to refer to any aspect of a healthcare service 
that may directly or indirectly affect a patient. The terms healthcare 
professional and clinician are used interchangeably to refer to any 
professionally qualified person who provides care to patients.

Finally, the book is not intended to be a comprehensive guide on an 
internal or external review or forensic investigation of a very serious event 
or situation or pattern of events.

We hope this book is a helpful reference to people interested in root 
cause analysis of an event or a situation that could potentially represent 
a shortcoming in the safety of patient care. We also hope that at least 
some of our ideas will help readers carry out analyses that in the end 
benefit patients.

We welcome feedback from readers to our email address.
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