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7 SECRETSOF ROOTCAUSE ANALYSIS

BY MARK PARADIES

WHO’S KEEPING THE SECRETS?
In over 25 years of human factors and
root cause analysis study, I’ve learned a
few things that everyone should know. I
don’t keep these root cause “best prac-
tices” a secret, but you would think that I
did. Why? Because I find so many
“experts” and lay people alike that don’t
understand what I see as obvious. So I
thought, “Why not share the seven most
important ‘secrets’ here?” Then 1 could
explain how the secrets are incor-
porated into TapRooT®.

7 SECRETS
Here’s the list of the 7 Secrets (I'll
explain them in more detail in
this, and upcoming, newsletters):

1. Your root cause analysis is
only as good as the info you
collect.

2. Your knowledge (or lack of
it) can get in the way of a
good root cause analysis.

3. You have to understand what
happened before you can
understand why it happened.

4. Interviews are NOT about
asking questions.

5. You can’t solve all human
performance problems with
discipline,  training, and
procedures.

6. Often, people can’t see effec-
tive corrective actions even if
they can find the root causes.

7. All investigations do NOT
need to be created equal (but
some investigation steps can’t
be skipped).

GARBAGE IN = GARBAGE OUT

Most root cause systems operate as a
“stand-alone” module. Information goes
in and an answer comes out. They don’t
help investigators collect accurate info.

To make matters worse, some root cause
tools actually start by developing a
“hypothesis” and then collecting infor-
mation to verify (or perhaps disprove) the
hypothesis. Extensive research has proven

that once an investigator becomes in-
vested in a particular hypothesis, his/her
brain automatically starts looking for
“facts” to confirm the hypothesis and
disregards “facts” that are counter to the
hypothesis. The result? You find what
you want to find. This is not a robust root
cause analysis process.

INVESTIGATION TIED To RCA

TapRooT® takes a completely different
approach to how a root cause analysis

TapRooT® 7-Step Process e

process is used in an investigation. In the
TapRooT® 7-Step Process, the root cause
analysis tools are used throughout the
investigation to make every investigation
phase, including information collection,
more robust.

STEP 1: PLANNING

The first tool from the TapRooT®
Toolbox that helps an investigator collect
info is the SnapCharT®. The investigator
starts using this tool to organize the

investigation and decide what evidence
needs to be gathered and assigns a priority
to securing evidence that might be lost.
STEP 2: SEQUENCE

As the evidence is collected, it can be
organized into a sequence of events using
the SnapCharT®. The SnapCharT® helps
the investigator spot missing and
conflicting information, clearly note any
assumptions (to be verified later), and
keep track of the source of the evidence.
The SnapCharT® is not the only
evidence gathering tool in the
TapRooT® Toolbox. CHAP,
Change Analysis, & Equifactor®
are also used to help analyze
what happened and develop a
complete SnapCharT® (where
all the assumptions are verified).
In addition, the Root Cause
Tree® and Root Cause Tree®
Dictionary help guide the inves-
tigator to information that needs
to be collected. Investigators new
to TapRooT® often find that
when they review their old
investigations (pre-TapRooT®),
they didn’t find all the infor-
mation that they needed to
complete their SnapCharT® and
rule out or identify potential root
causes that they now understand.
When Step 2 of the 7-Step
Process is complete, 90% of the
evidence collection should also
be complete. The TapRooT®
root cause analysis tools are a
necessary part of this information
collection process.

FIRST SECRET
That’s the first secret. Get accurate, com-
plete, necessary information to understand
the incident. If you try to analyze assump-
tions, you will be guessing at the root
causes and fixing your guesses. That
would be a “bad practice.”

ALL FOR Now...

I’m out of room in this issue. More secrets
next time ... until then, Good Luck! |
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MULTITASKING?

TRY THIS EXPERIMENT

Many people believe they can multitask.
In reality, it’s not possible (especially
when trying to use a single sense).
People accomplish two simultaneous
tasks by “time-sharing” resources. They
rapidly shift attention back-and-forth
between the various tasks.

Some senses - for example, hearing -
can’t be shifted back-and-forth fast
enough to monitor two simultaneous
conversations. The hearing sense (and
the communication function in the
brain) just doesn’t time-share well.

Try this experiment: Call someone on a
speakerphone and talk while you try to
type an e-mail to someone else. Even
though the sense of hearing is NOT
involved, the communication section of
your brain can’t focus on two simul-
taneous communication tasks (one
written and one spoken).

Next time you are tempted to text and
drive remember — at 60 mph, you travel
over the length of one and a half
football fields in just 5 seconds.

DID YOU MISs THE 2009
TAPROOT® SUMMIT?

I have never had as many people walk
up to me at any conference and say...

“This is the best conference
I've ever been to.”
That’s what happened at the 2009
TapRooT® Summit. It was that good!
Why?

* Speakers — excellent!

* Networking — outstanding!

* Best practice sharing — exceptional!
Sorry if you missed it - especially if your
company was short-sighted & wouldn’t
allow the travel. If management knew
how much improvement they missed,
they would regret their decision.

Even if you missed 2009, you should
plan to attend 2010. The Pre-Summit
courses will be held on October 25-26.
The Summit will be held on October
27-29. Where? San Antonio.

Pencil in the dates on your calendar and
get money set aside in your budget. You
can’t afford to miss this great event two
years in a row.

2010 IMPROVEMENT

INITIATIVES

What do you plan to do to improve
performance (safety, reliability, quality,
production, process safety, patient
safety) in 2010? Learning from mistakes
by applying advanced root cause
analysis can make a tremendous differ-
ence in performance.

But even better than learning reactively,
is learning to apply root cause analysis
PROACTIVELY (before an accident
happens).

If you are interested in learning
proactive root cause analysis techniques,
plan to attend a 5-Day TapRooT®
Advanced Root Cause Analysis Team
Leader Course early in 2010 so you can
apply what you learn to turbo-charge
your 2010 improvement program. For
course locations and dates, see:

www.taproot.com/courses

ELBERT HUBBARD

Progress comes from the intelligent
use of experience.
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Get a quote for on-site TapRooT® Training - Call 865-539-2139.




DON’T BLAME

THE WORKER
(BBS COMES OF AGE)

BY MARK PARADIES

Back in the early 90’s, I gave a talk at
the ASSE Annual Meeting about the
missing element of Behavior Based
Safety (BBS) Programs — root cause
analysis. It was a good talk about
behavior not being the ultimate root
cause of employee actions and the need
for root cause analysis to understand
why an employee made a mistake or
broke a rule. I challenged the audience
to go beyond the fairly simple A-B-C
(Antecedent — Behavior - Consequence)
analysis and list of “at-risk” behaviors
that was a part of most BBS programs.
Tom Krause, founder of Behavior
Science Technology, Inc (BST), was in
the audience. After the talk, he spent
about 20 minutes trying to correct me.
He argued that BBS included adequate
analysis and that BBS did not “blame”
the worker for their behavior. Their
analysis was all that was needed.
Close to 20 years have passed but I
haven’t forgotten his “correcting” of a
young root cause analysis proponent
(me). That’s why I was so surprised
when I read an article titled “Behavior-
Based Safety: A Study of the Pros and
Cons” in the August 2009 issue of
Safety+Health (a publication by the
National Safety Council). What was so
surprising? A quote from Tom Krause:
I really have changed my view of
the whole thing over the years
from experience. You want to take
intfo account the worker in the
equation, of course, but you don’t
want to do anything that implies
‘blame the worker."”
But there was more. He said:

“The reason they [employees & unions]
have a valid concern is that an
organization that looks at safety as
a behavioral issue will fail to address
the system’s issues that need to be
addressed in order to really make a
serious improvement in safety
performance and culture.”

It’s great to see someone come around
to your way of thinking ... even if it
takes almost 20 years. That’s how far
TapRooT®’s system cause thinking is

ahead of most improvement gurus.
Want to find the real root causes behind
behavior? Attend a TapRooT® Course.

SINGLE-USER
TAPROOT®

SOFTWARE
MAINTENANCE FEE

It’s coming! The new Version 5 Single-
User TapRooT® Software. It has a new
interface that follows the TapRooT® 7-
Step Investigation Process. It allows
easy access to the TapRooT® investiga-
tion tools. It has completely new
SnapCharT® Software. And you can
import all your old investigations (the
old SnapCharT®s are saved as PDFs).
Complete info about the new single-user
software (as well as a new releases of
the Enterprise/Workgroup software) will
be available in January.

What do you need to do to get your
copy of the new software? If you
purchased the single user software in
2009, you will get a free upgrade. For
those with any version of the single user
software that was purchased prior to
2009, you need to subscribe to the
TapRooT® Single-User Software Main-
tenance Plan. This subscription makes
you eligible for all single user software
updates and telephone software support.
How can you subscribe? If we have
your e-mail address, we will send you a
notice soon (watch for it). But if you
want to take action now, call 865-539-
2139 or e-mail us at info@taproot.com
and mention the TapRooT® Single User
Software Maintenance Plan. We’ll send
you complete subscription info.

BEST ELECTRIC
UTIiLITY CEO

Exelon has won another award. This
time John Rowe, Exelon’s CEO, won
the “Best CEO of an Electric Utility”
award by Institutional Investor maga-
zine. This is the second time in a row
that he has won this award.

Of course, Exelon is a big TapRooT®
User - both in the nuclear and the trans-
mission and distribution parts of the
business. The fact that they have excel-
lent management is no surprise to us.
Want to win awards for your company?
Attend a TapRooT® Course to learn
how advanced root cause analysis can
help you improve performance!

DIGGING DEEP
ENOUGH?

The Spring 2009 issue of Ergonomics in
Design had a great article about a hospi-
tal sentinel event (title: “Provocations —
A Case of Overskill”). A human factors
expert (John Senders) helped analyze a
sentinel event. Here’s the sequence of
the incident: A patient was brought into
the Post-Anesthesia Care Unit and
hooked up to a monitoring device to
monitor vital signs. If anything went
wrong with the patient, an alarm alerted
the nurse. This hook-up was important
(but routine) work, and the nurse was
very experienced.

The hook-up required the nurse to attach
several leads from the device to the
patient, clear old patient data out of the
device, and set new alarms for the new
patient. This was done through a set of
rotating knobs that could be clicked to
input selections.

About 10 minutes after the new patient
was hooked-up, another nurse noticed
that the patient had “flat-lined” (no
heartbeat). She called a code (the res-
ponse for a flat-lined patient). The resus-
citation was successful, but the delay
caused the patient to suffer permanent,
significant loss of function.

The hospital checked the device and
found that if it was set properly, it
worked. However, for this patient, it had
not been set properly and the alarms did
not activate. Thus, the nurse was
disciplined for her error and was facing
criminal prosecution.

The nurse couldn’t explain why she had
made the mistake. The defense attorney
decided to have a human factors expert
review the process. Using the attorney
as the patient, John had the nurse
perform the steps just as she had done
with the patient. She did it once, then
again, then again, then once more. Each
trial was successful. Finally, on the fifth
trial, the human factors expert thought
he noticed something different. On this
trial, the nurse had clicked the knob
very quickly. It made the appropriate
sound but did NOT activate the alarm.
After many trials it was determined that
this error occurred only with experien-
ced users about once in 10,000 tries.

Are you digging deep enough to find the
human factors causes? Or would you
just blame this on human error?

For more info about TapRooT® On-Site or Public Courses see www.taproot.com or call 865-539-2139.
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