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?f?? STAil.TiN~ WITH "WHY" 
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When a serious incident happens during the delivery of disability supports, it is important 

to Learn from the event and understand the main reasons it happened in order to take th 

right steps to prevent similar events. 

~E I I 1N~ DE"cPE"f<, ASKIN~ dVE"STIONS 
The required investigation will collect information about what happened. Root 

Cause Analysis helps to understand why it happened. Quality Monitoring teams 

should focus on asking multiple rounds of "W~Y". 

FISHBONE" DIA~~fl1S 
~ A fishbone ("Ishikawa") diagram provides a structure and a visual way to organize and 

~group causes. It helps teams to break out of ruts in thinking and consider all 

contributing factors. The resulting event, or "error" as it is described in the example 

below is at the far right. Teams work together to review available information and to 

identify and group contributing factors before then agreeing on the main contributing 

factors and what actions {if any) should be taken to address contributing factors. 

Tfl.AININ~: VSVAllY ONLY PAfl.T OF THE" SOLVTION 
Often times, human error will be identified as a factor in an incident, resulting in additional 

staff training. It is important to also consider other system factors which may contribute, 

such as staffing Levels and processes which may contribute to error-prone situations. 

BVllDIN~ dVAlnY 
Root cause analysis is used to identify actions that will result in enhancements in qualit 

and safety in the delivery of supports to people with disability. 
References: 
• 	 Guidance for Using Root Cause Analysis for Performance Improvement Projects.https://www.cms.gov/medicare/provider-enrollment-and

certification/qapi/downloads/ guidanceforrca. pdf 

• 	 I-low to Use a i=ishbone Diagram for Root Cause Analysis https://www.cms.gov/medicare/provider-enrollment-and
certification/qapi/downloads/fishbonerevised. pdf ~ ~1 M1ss10N~ ANALYTICS 
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