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7 Secrets of Root Cause Analysis 
       (Part II) By Mark Paradies 

 

 

More Secrets 
Last issue (see www.rootcause.net) we 
outlined the seven secrets of root cause 
analysis and explained the first secret: 
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 effective 
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). 

Secret 2  
 

Your knowledge (or lack of it) can get in 
the way of a good root cause analysis. 
What? You think this is obvious? That’s 
OK. Many don’t recognize how this secret 
interferes with root cause analysis.  
Let’s start with a popular root cause myth: 
Cause & Effect. Many think they can use 
the theory of cause & effect to find root 
causes. They assume that an experienced 
investigator who has seen a cause produce 
an effect can use that knowledge to 
diagnose future problems by using his/her 
experience to deduce the complex causal 
links (cause & effect chain) of an accident. 
This theory is the basis for many root 
cause analysis tools like 5-Whys, Cause-
and-Effect Analysis, and FMEA.  
An obvious problem with this theory is 
that inexperienced investigators don’t 
know many cause & effect relationships. 
They can’t find what they don’t know. 
But many don’t understand that even 
experienced investigators may be led 
astray by the assumptions behind cause & 
effect analysis. How? Read on… 

Investigator Trap  
Experienced investigators are often trap-
ped by the same cause & effect assump-
tion that traps amateurs. How? First, even 
the most experienced investigators don’t 
know all the cause & effect relationships 
that cause accidents. This is especially 
true of the causes of human error. Many 
“experts” have little or no training or 
understanding of the psychology behind 
human error. 
To combat the lack of knowledge, they 
recommend putting together teams of 
investigators with the hope that someone 
on the team will see the right answer. Of 
course, this depends on team selection to 
counter the inherent weakness of the 
assumption behind cause & effect. Also, it 
assumes that the rest of the team will 
recognize the right answer when another 
team member suggests it. Good luck! 
More likely, the “strongest” member of 
the team will lead the team to arrive at the 
answers that he/she is experienced with. 

Favorite-Cause-Itis 
Experienced investigators often fall into 
the “favorite-cause-itis” trap. They use 
their experience to guide the investiga-
tion. This leads them to find cause & 
effect relationships that they are familiar 
with. Why? Because that is what they 
look for. They search for familiar patterns 
and disregard counter evidence. (The 
technical name for this phenomenon is 
“confirmation bias.”) The more exper-
ienced the investigator is ... the more 
likely he/she is to fall into the trap. 
Exposing this secret doesn’t make me 
popular with experienced guru investiga-
tors. They don’t want to admit that they 
have the same weakness as inexperienced 
investigators when it comes to cause & 
effect analysis. They try to explain that 
they don’t have preconceived ideas about 
the cause of any accident. But of course, 
this statement flies in the face of the basis 
of cause & effect analysis – that exper-
ienced investigators know the cause & 
effect relationships of accidents and can 
recognize them during an investigation. 

TapRooT® Overcomes 
How does TapRooT® overcome problems 
with “investigator knowledge”? Two 
ways. First, it keeps the investigation 
focused on “What happened?” while 
information is being collected. Because 
investigators don’t prematurely jump to 
finding causes, they are more likely to 
follow the evidence where it leads rather 
than following it where they want to go.  
The main tool they use for collecting 
evidence is the SnapCharT®. They also 
use Change Analysis, Equifactor®, and 
CHAP. This combination of advanced 
tools produces superior info to analyze. 
But the real magic behind TapRooT®’s 
root cause analysis is the Root Cause 
Tree®. The Root Cause Tree® takes the 
knowledge of hundreds of experts and 
makes it available to every investigator. 
(For the impressive list of sources used to 
build the tree, see Chapter 1 of the Tap-
RooT® Book.) This knowledge doesn’t 
have to be in the investigator’s head 
because it is built into the Root Cause 
Tree® and the Root Cause Tree® Dic-
tionary. Applying these systematic 
methods helps TapRooT® Users keep 
from jumping to conclusions.  
The organization of causation in the Root 
Cause Tree® not only came from many 
reliable, advanced, sources but also was 
reviewed, critiqued, and tested. Beyond 
that, there are over 20 years of feedback 
from the international base of TapRooT® 
Users and members of the TapRooT® 
Advisory Board. This makes the 
TapRooT® System a unique, advanced 
process for finding the real root causes of 
problems. 
 

Act NOW! 
With only two of the secrets explained, it 
should be obvious that you need to learn 
to apply TapRooT® to solve problems at 
your company. Don’t wait for the rest of 
the secrets to be explained, REGISTER for 
a TapRooT® Course NOW! See: 

www.taproot.com/courses 
and get the training you need!                 ■ 
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R U Ready 4 

TapRooT® V 
Software? 

It’s coming. TapRooT® V. And it’s 
worth the wait. What will you get when 
you upgrade? Try this… 
1. A new code base that’s been updated 

to the latest Microsoft technology. 
2. A new, more intuitive interface that 

makes using the software a breeze. It 
lets you track your progress on an 
investigation and makes reports much 
more accessible.  

3. A completely new SnapCharT® 
Software that’s easy-to-use (e.g., easy 
database saves) and has been 
completely redeveloped to make it 
rock-solid in XP, Vista, and beyond.  

4. The reintroduction of Safeguard 
symbols in the SnapCharT® menu. 

5. The ability to attach documents and 
pictures to the investigation and have 
them saved in the database (not just 
as links). 

6. Interfaces that are virtually identical 
for the Individual User, Workgroup, 
and Enterprise versions so that 
learning the software is coordinated 
across all TapRooT® courses.  

7. The ability to have multiple tools 
open at once (like a SnapCharT® and 
the Root Cause Tree®). 

8. Automatic importing of Causal 
Factors to the Root Cause Tree®. 

9. Much easier administration (especial-
ly in the Enterprise edition). 

10. A new home dashboard that makes 
it a snap to find your investigations 
and corrective actions. 

That’s Mark’s favorite Top 10 features. 
But there is much more! Want to see the 
rest? Call 865-539-2139 and arrange an 
on-line WebEx demo.  
And we have NOT lost anything from 
Version 4. We’ve kept all the patented 
features that users love. The TapRooT® 
Techniques. The reports (+ more). The 
right-click access to the Root Cause 
Tree®. The Corrective Action Helper®.  
So watch for your e-mail that explains 
how you can upgrade your software to 
TapRooT® V. Then act to get your 
upgrade on the way! 

 

Hospitals: Adopt a  
Best Practice 
from 1935 

In 1935, the most experienced test pilot 
crashed the most advanced airplane, the 
Boeing 299. The papers said it was too 
much plane for one man to fly. As it 
turns out, it wasn’t “too complicated” – 
rather, there was just too much to 
remember. Too many controls to 
remember to set. Set something wrong 
(or forget to set it) and the plane would 
not fly. Flying had grown too complex 
to depend on a person’s memory. 
The answer was simple: a checklist. 
Actually, four checklists. At first, pilots 
resisted. But it’s hard to argue with the 
evidence that checklists really helped 
avoid common errors and kept planes 
from crashing. Now, aviation checklists 
are a staple of the professional pilot. 
I would argue that medicine became too 
complex to rely on doctors’ or nurses’ 
memories long ago. Hospitals need to 
adopt the best practices that are the 
staple of high performing organizations 
(for example, aviation or nuclear power). 
It is far past the time that standard 
practices and checklists should have 
been adopted to stop sentinel events. 
Especially when a twelve-year study 
published in the January 2009 issue of 
the New England Journal of Medicine 
shows a 40% reduction in accidental 
deaths when hospitals use checklists. 
That’s just one of the best practices that 
should be adopted immediately to 
improve performance in the complex 
environment of a modern hospital. 
Where can you learn more? Try a 
TapRooT® 5-Day Advanced Root 
Cause Analysis Team Leader Course 
(see www.taproot.com/courses for a 
complete schedule). Then attend the 
TapRooT® Summit in San Antonio 
(October 27-29) for more best practices 
to improve performance. You could be 
part of the movement to save thousands 
of lives every year by applying known 
best practices to improve healthcare 
quality and patient safety. 

 

Blame 
Every damn thing is your own fault 
… if you’re any good. 

Ernest Hemmingway 
 

Get LinkedIn  
with TapRooT®  
and TapRooT® 
Instructors 

OK … Call me a luddite. I was way 
behind on the whole “social network-
ing” thing until some folks here in the 
office suggested that it was a great way 
to keep in touch with people. Don’t kids 
waste hours every day on Facebook? 
Still, I gave it a try and became a 
convert. Now I have over 600 
connections on my LinkedIn account 
(search for Mark Paradies and send me 
an invitation).  
But I’m not the only TapRooT® 
Instructor out there with a LinkedIn 
page. Join the network of: 
 Ed Skompski Linda Unger 
 Ken Reed Dave Janney 
 Chris Vallee Michele Lindsay 
 Brian Tink Brian Locker 
 Heidi Reed Tom Brower 
 David Davis Piedad Colmenares 
 Hal Curry Mhorvan Sherret 
 Dennis Osmer (+ many more…) 
But there’s more! TapRooT® also has 
the second largest and fastest growing 
root cause analysis group on the 
LinkedIn site. Just search the Groups 
feature for “root cause” and you’ll find 
it. Again, please use the “Join Group” 
button and Chris Vallee, the site admini-
strator, will approve your membership. 
Then you can ask questions about 
investigations, make suggestions about 
how to improve TapRooT®, and 
participate in polls (like … Where 
should we hold future public 
TapRooT® Courses?).  
It’s FREE so don’t think twice, it’s all 
right … (oops – a Bob Dylan song line 
slips in – showing my age again).  
 

Automatic  
Accident 

Prevention 
The Federal Railroad Administration 
has issued a proposed rule to require 
“positive train control.” This automated 
system is a first step to automating train 
control. A computer monitors trains and 
prevents violations of rules (like running 
red signals, incursions into work zones, 
& violating speed limits). For more info, 
see: www.fra.dot.gov/us/content/1265. 

 




