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A Patient Safety 
Call to Action 

 

 
 

In the pursuit of high-reliability healthcare, timely and effective responses to safety events are crucial. 
While Root Cause Analysis (RCA) provides a comprehensive approach to identifying systemic issues, it is 
often too resource-intensive to apply to every incident. Apparent Cause Analysis (ACA) serves as a 
streamlined method for analyzing lower-risk events, helping organizations learn and improve without 
overburdening staff or resources. 
 

PURPOSE & SCOPE OF APPARENT CAUSE ANALYSIS (ACA) 
 
An ACA is intended for events that result in minimal or no harm, where a full Root Cause Analysis (RCA) 
is not warranted. These include no harm events, near misses, or policy deviations. An ACA allows 
organizations to identify contributing factors, implement corrective actions quickly, and ideally prevent 
recurrence. Unlike an RCA, which requires a multidisciplinary team and significant time and resource 
commitment, an ACA can be completed by a smaller team in a shorter timeframe. It serves as a "mini-
RCA" that still upholds the principles of root cause thinking, but on a more practical scale. 
 

Process Overview 
A typical ACA process includes: 
 
1. Event Identification – Selecting cases that meet ACA criteria (e.g., no harm or near miss) 
2. Fact Gathering – Reviewing documentation and speaking with involved personnel 
3. Determination of Condition Extent – Is it isolated, local, global 
4. Identification of Apparent Causal Factors – Using tools such as the "5 Whys" or cause-and-

effect diagrams to explore contributing factors 
5. Development of Corrective Action(s) – Focusing on targeted improvements to prevent 

recurrence 
6. Documentation and Follow-Up – Recording findings and tracking implementation of solutions 

 

COMPARISON: ACA vs. RCA 
 
   ACA     RCA 
Scope   Narrow, limited-harm events     Broad, serious-harm events 
Time Required   1–3 days     1–3 weeks or more 
Team Size   1–3 people     Multidisciplinary team 
Analysis Depth   Moderate     Extensive 
Action Focus   Local/system fixes     Systemic prevention strategies 
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BENEFITS & LIMITATIONS 
 
The ACA approach offers several key benefits. It enables a quick turnaround time, allowing teams to 
implement changes and improvements rapidly. It also encourages proactive improvement, fostering a 
culture of continuous learning and responsiveness. With lower resource demands, it becomes more 
accessible and manageable, especially in fast-paced or lower resource environments. Additionally, it 
empowers frontline teams by giving them the autonomy to identify and address issues directly.  
 
However, there are notable limitations. This method may overlook deeper systemic issues that require 
more thorough investigation. It also tends to involve less formalized input from broader teams, 
potentially missing diverse perspectives. Lastly, it may not be appropriate for addressing serious 
events that demand a more comprehensive and structured response. 
 

BEST PRACTICES & PITFALLS 
 
To ensure effective application, several best practices should be followed when using the ACA 
methodology. Utilizing structured templates helps maintain consistency and thoroughness in the 
analysis process. Training staff on ACA methodology ensures that team members understand the 
approach and can apply it correctly. Additionally, integrating ACA into a broader safety strategy 
enhances its effectiveness and reinforces a culture of continuous improvement. 
 
However, some common pitfalls should be avoided. Treating ACA as a simple checklist can undermine 
its purpose, reducing it to a procedural formality rather than a meaningful analysis. Failing to act on the 
issues identified through ACA can erode trust in the process and limit its impact. Moreover, relying on 
ACA when a more rigorous Root Cause Analysis (RCA) is warranted may lead to insufficient 
investigation and ineffective solutions. 
 

CONCLUSION 
 
Apparent Cause Analysis is not a replacement for Root Cause Analysis, but rather a complementary 
tool. When used appropriately, an ACA can drive meaningful improvements, foster a culture of safety, 
and ensure that even seemingly minor events contribute to organizational learning. 
 
By integrating ACA into patient safety practices, healthcare organizations can better allocate resources 
while maintaining a robust learning system. 
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