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One of the purposes of the Summit is to 
send you back to work FIRED UP! And 
that’s part of the job of our General 
Session speakers. The other part of their 
job is to give you useful information 
that you can use to make improvement 
happen at your company. 
Here are the speakers that will do both 
at the 2010 Summit: 
  • Jeff Skiles, Co-Pilot of 

  Flight 1549, the “Mir-
  acle on the Hudson,”
  will discuss the lessons 
  learned from the  
  landing on the Hudson.  

• Rixio Medina, Previously 
a Board Member of the 
Chemical Safety Board,  
will discuss what he  
learned serving on the Board. 

• Linda Kenney, Founder of Medically 
 Induced Trauma Support 
 Services, Inc. & survivor of 
 medically induced trauma, 
 will share her story and 
efforts to help sentinel event victims 
of all kinds (patients & doctors). 

• Candace Camahan,  
who lost a leg on the  
job, will discuss her  
accident and keeping  
young workers safe. 

  • Mark Paradies, President of 
 SI, will discuss taking 
 TapRooT® to the next level. 

 

But there’s more! Everyone is also 
welcome to attend the Reception 
sponsored by System Improvements and 
invited to play in the TapRooT® 
Charity Golf Tournament. And then 
there’s the great best practice sharing 
and special sessions (see column three). 
For complete Summit information, see: 

www.taproot.com/summit 
 

TapRooT® & 

Safety 
Culture 

“Saying that a ‘Bad Safety Culture’ is 
the cause of an accident is about as 
useful as saying ‘Human Error’ caused 
an accident.”   Mark Paradies 
The new fad in root cause analysis is to 
find that there is a “safety culture” or 
“organizational culture” cause of a 
company’s problems. Unfortunately, 
these new “root causes” don’t lead to 
direct corrective actions. Instead, man-
agement must try to implement a some-
what hard to define “culture improve-
ment program.”  
Fortunately, TapRooT® Users have 
been identifying safety culture and 
organizational culture problems for over 
20 years … they just don’t use the term 
“Safety Culture.” This means that 
TapRooT® Users are essentially 20 
years ahead of most improvement 
experts. 
TapRooT® Users already know that the 
Root Cause Tree® helps them find the 
root causes of accidents, incidents, 
quality problems, and equipment 
failures. But how does it help them find 
“safety culture” root causes? Simple. 
Safety culture issues are indicated by 
Management System root causes on the 
Root Cause Tree®.  
For example, the root cause - 
Management System, SPAC Not Used, 
enforcement NI – indicates a safety 
culture problem when the rule/policy 
that is being violated is a safety rule.  
For those who attended the 2008 
TapRooT® Summit, they learned what 
categories indicated these culture issues: 
 • Start-Up/Entrepreneur Culture 
 • “Git-er-Dun” Culture 
 • See-No-Evil Culture 
 • No One Told Me Culture 
 • Poor Problem Solving Culture 
 • Backlog Culture 
 • Bad Safety Culture 
To find out more, visit the Root Cause 
Analysis Blog (www.taproot.com/ 
wordpress) and type in “Culture” in the 
search field in the right column.  

 

Tracks & Special Sessions 

TapRooT® 

Summit 
October 27-29 

San Antonio, Texas 
 Don’t keep the 
 Summit a secret. 
 Let everyone you 
 know hear about 
 this opportunity to 
 learn performance 
 improvement best 
practices from industry leaders from 
around the world. Here are the best 
practice tracks you can pick from when 
you sign up for the Summit: 

• Investigation, Troubleshooting, & 
Root Cause Analysis 

• Human Error & Behavior Change 

• Safety & Risk Management 

• Corrective Action Programs 

• Healthcare Quality, Patient Safety, & 
Sentinel Events 

• Improvement Programs 

• Certified TapRooT® Instructor 

• TapRooT® Software Super-User 

• Latin America Users 

Plus, there will be these special sessions: 

1. Prioritizing Improvements 

2. Sustainable Development 

3. What Does Management Need to 
Know About Root Cause Analysis? 

4. Heinz Bloch - Asset Management 
Problems & Solutions 

5. Heinz Bloch – Solving Equipment 
Reliability Problems 

6.  PowerPoint Tips & Tricks 

7. TapRooT® Advisory Board Meeting 

8. Know the Law When Dealing with 
MSHA 

9. Nuclear Industry Root Cause 
Analysis Standard 

Each track has it’s own set of 
informative sessions with amazing 
speakers. See the complete list of topics, 
speakers, and their bios at: 

www.taproot.com/summit 
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More Secrets 
Last two issues (see www.rootcause.net) 
we outlined the seven secrets of root 
cause analysis and explained the first two 
secrets: 
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. 

Now we’ll explain secret 3: 
3. You have to understand what 

happened before you can understand 
why it happened.  

 

Secret 3  
 

This secret seems obvious. Of course, 
you must understand what happened. But 
many investigators, and some root cause 
tools, start by asking “Why?” when they 
should be trying to understand “What 
happened?” 
Starting by asking “Why” is jumping to 
conclusions. And this can lead the 
investigator to find causes that they have 
jumped to because they didn’t first seek 
to understand.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

How SnapCharT®s Help 
In the TapRooT® System, the first tool 
an investigator uses is a SnapCharT®. 
The SnapCharT® is a visual depiction of 
the evidence. It focuses the investigator 
on “What happened?” Any assumptions 
(not verified facts) are easily identified 
by their dashed boxes. The investigator 
then continues to look for more evidence 
to verify the assumptions or show a 
different, but also possible, sequence of 
events and conditions.  
The SnapCharT® is an evolving docu-
ment. The TapRooT® Book and the 
TapRooT® Courses teach the different 
“seasons” of SnapCharT®s. Each season 
has a purpose, which determines the level 
of detail shown on the SnapCharT®.  
The Autumn SnapCharT® includes all 
the Causal Factors and evidence needed 
to find the incident’s root causes. 
Occasionally, an investigator will dis-
cover additional information when using 
the Root Cause Tree® to find root 
causes. This info needs to be added to the 
SnapCharT® to make it complete. 
Below is an Autumn SnapCharT®. 
below. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Repeat Back  
Not Used 

In some organizations, the Dilbert 
cartoon (left) is close to reality. What 
human performance improvement tech-
niques did the pointy haired boss miss? 
He should have had Dilbert do a “repeat 
back.” Repeating back the message 
would give Dilbert one practice and 
allow the pointy haired boss to check for 
misunderstandings. 
This is one of the good human perfor-
mance practices that is built into the 
TapRooT® System. In this cartoon, 
there are other human performance best 
practice violations. Can you spot them? 
We teach this in TapRooT® Training. 
For more info about TapRooT® Train-
ing, see: www.taproot.com/courses 

 

Troubleshooting 
& Repeatability 

Many equipment problems are “solved” 
by “replacing the bad part” without 
further troubleshooting. The real root 
cause(s) are never determined.  
An idea I saw the other day could help 
people judge if they have done enough 
troubleshooting to be ready to start a 
root cause analysis. In TapRooT®, one 
must understand WHAT happened 
before one can understand WHY (the 
root causes) it happened. The interesting 
idea that I saw is that one must 
understand enough about a problem to 
be able to make it repeatable or one 
don’t know enough to find root causes. 
The example given was a manufacturing 
process. Parts were coming out the 
wrong color (red). The engineer who 
tried to ask “Why” five times couldn’t 
understand why. Finally, he asked one 
of the shop floor guys if he had any 
ideas. The shop floor guy remembered 
that, in the past, furnace oil had leaked 
into the process and turned the parts red. 
Sure enough, there was a furnace oil 
leak. When they replace the oil line, the 
part color problem stopped. 
Now this is where it gets interesting. 
Were they done? Maybe not. The next 
question they should be thinking about 
is “Where did the crack in the line come 
from?” Could they make that problem 
repeatable? The color was only a 
symptom. The real problem was a failed 
line. And they didn’t have enough info 
yet to find a root cause of that problem. 

 

 

7 Secrets of Root Cause Analysis 
            (Part III)               Mark Paradies  
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