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Root cause analysis (RCA) is a process widely used by health professionals to learn how and why errors occurred,
but there have been inconsistencies in the success of these initiatives. With a grant from The Doctors Company Foundation, NPSF convened a panel of subject matter experts and stakeholders to examine best practices around RCAs and develop guidelines to help health professionals standardize the process and improve the way they investigate medical errors, adverse events, and near misses.
Traditionally, the process employed to accomplish this learning has been called root cause analysis (RCA), but it
has had inconsistent success. To improve the effectiveness and utility of these efforts, we have concentrated on the ultimate objective: preventing future harm.
Prevention requires actions to be taken, and so we have renamed the process Root Cause Analysis and Action,
RCA2 (RCA “squared”) to emphasize this point. This document, RCA2: Improving Root Cause Analyses and Actions to Prevent Harm, describes methodologies and techniques that an organization or individuals involved in performing an RCA2
can credibly and effectively use to prioritize the events, hazards, and vulnerabilities in their systems of care to accomplish
the real objective, which is to understand what happened, why it happened, and then take positive action to prevent it
from happening again.
It cannot be over-emphasized that if actions resulting from an RCA2 are not implemented and measured to
demonstrate their success in preventing or reducing the risk of patient harm in an effective and sustainable way, then the
entire RCA2 activity will have been a waste of time and resources.
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