Root Cause Analysis (RCA) Toolkit

High-level Repeatable RCA workflow
1. Prepare (pre-work): gather facts, logs, timelines, stakeholders.
2. Define the problem: fact-only problem statement with metrics and scope.

3. Map the process / timeline: create a simple process flow or timeline; identify where the failure
manifested.

4. Brainstorm candidate causes: silent idea generation then share (e.g fishbone).
5. Prioritise causes to test: ICE or Pareto: Impact x Certainty x Ease or 80/20 analysis.

6. Design quick tests: what data or observation will confirm/disprove each hypothesis? Assign
owners.

7. Containment actions (if urgent): temporary measures to stop harm; log separately.
8. Implement tests, collect evidence: short experiments, data pulls, field observations.

9. Validate root cause(s) & select corrective actions (working sessions): choose fixes that
address systemic drivers.

10. Implement, monitor and close: track metrics, run post-mortem, update Standard Operating
Procedures.

Capture the observable symptoms

In round-robin style, have each participant state what they see, facts only (no judgment, no
diagnosis). Record these verbatim.

Symptom checklist (fact-only):

e When did it start? (date/time)

e Where is it observed (team, system, geography)?

e Who is affected (internal team, external clients)?

e Quantify the effect: counts, rates, financial impact, error rates.

e Has it happened before (frequency, recurrence pattern)?

Problem statement template
[Observed impact] affecting [who], occurring [when/where], resulting in [quantified harm].
Example:

“Order fulfilment delays are causing 20% of customer shipments to miss SLA in the EMEA warehouse
(Mar—Apr), increasing expedited shipping costs by £25k/month and reducing NPS in that region by 4
points.”

Why: Clear problem definitions prevent scope drift and ensure everyone measures the same outcome.
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Tool: 5 Whys (quick diagnostic)

The “5 Whys” is a simple tool for drilling down to the underlying cause of a problem. It involves asking
“Why?” repeatedly, typically five times, until you reach the root cause.

Purpose: Rapidly trace a chain of causation from symptom to an actionable root cause. Good for
straightforward problems.

How to run:
1. Write the symptom as a fact.

2. Define the Problem Clearly: Write a clear problem statement. For example, “Our customer
satisfaction scores have dropped by 15% over the last quarter.”

3. Ask “Why did that happen?”, capture the factual answer (no blame).

4. Repeat asking “Why?” up to five times (stop when you reach a process/policy/design cause
that you can act on or when further “whys” are not informative).

5. Document Each Step: Record your “5 Whys” analysis on a worksheet, noting each answer. This
helps create a clear path from the symptom to the root cause.

6. For each final cause, ask “How will we verify this?” and design a test. Ensure that the final
answer you arrive at is actionable and that addressing it will have a meaningful impact on the
problem.

Example:
e Symptom: Customer orders shipped late (Apr).
1. Why? Because picking completed after carrier cut-off.
2. Why? Because pickers backlog accrued overnight.
3. Why? Because night shift staffing dropped by 30%.
4. Why? Because two temporary staff left and not replaced.
5. Why? Because hiring pipeline was paused due to resource reallocation.

Actionable root cause: Hiring pipeline pause > implement immediate recruitment/agency cover and
review HR allocation policy.

Cautions: Don’t accept “people were careless” as a root cause, push to systems, capacity, incentives
or knowledge gaps as causes.

Tool: Fishbone (Ishikawa) diagram — structured brainstorm

Also known as cause-and-effect diagrams, fishbone diagrams visually map out potential causes of a
problem. They help you identify, sort, and display possible causes in order to pinpoint the root cause
of an issue. This diagram resembles a fishbone, with the problem at the head and various causes
branching off as bones.

Purpose: Visualise and organise potential causes by category; excellent for team brainstorming when
causes are multi-factor.
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How to use

1. Draw the fish head with the problem statement. Clearly state the problem at the head of the
diagram. For example, “High Call Wait Times.”

2. Create main “bones” for categories. Common categories include People, Process,
Equipment/Technology, Materials/Suppliers, Measurement/Data, Environment/Policy and
External Factors. Adapt to your domain (e.g., “Regulation” for compliance teams). Draw
branches from the main “spine” of the fish for each category.

3. Brainstorm potential causes. Under each category, list factors that might contribute to the
problem. Use team brainstorming sessions to generate a comprehensive list.

4. (Alternative approach) Silent ideation: each participant writes causes on sticky notes and
places them in categories.

5. Group similar notes, discuss, and turn major items into hypotheses for testing.

6. Analyse and prioritise. Review the diagram to identify which factors are most likely
contributing to the problem. Focus on the most significant branches for further investigation.

Category Category Category

OQ(/
5
S

Problem

Category Category Category

Facilitation tip: Limit category names and encourage multiple causes per category. Convert top 3—4
items into testable hypotheses.

Tool: Pareto Analysis (80/20)

Pareto Analysis is based on the 80/20 principle, which states that roughly 80% of problems are caused
by 20% of the factors. This method helps you prioritise the causes that have the most significant impact
on the problem.

Purpose: Identify the vital few causes driving the most impact. Useful when you have quantitative
incident logs (defect counts, call reasons).
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How to run

1.

List Potential Causes: Using your “5 Whys” and fishbone diagram, compile a list of all identified
causes. List problem categories and frequencies/costs.

Collect Data: Quantify the impact of each cause if possible. This could be in terms of frequency,
cost, time lost, or other relevant metrics.

Rank the Causes: Arrange the causes in order of significance. Identify the top 20% that account
for the majority of the problem. Plot cumulative percentage and identify the top categories
that cover c80% of effect.

Focus on the Critical Few: Direct your efforts toward addressing these critical causes, as
improvements here will yield the most substantial results.

Prioritise candidate root causes (ICE scoring)

Score each candidate cause using a simple ICE method:

Impact (1-5): If true, how big is the effect?
Certainty (1-5): How confident are we this cause exists?

Ease (1-5): How easy is it to test/measure?

Compute ICE = Impact x Certainty x Ease. Prioritise high ICE scores for validation.

Tip: Don't test everything, focus on the top 2—3 hypotheses.

Process Mapping & Timeline checklist

Purpose: A clear process map or timeline often exposes handoffs and delays that cause problems.

Quick process mapping steps

Identify start and end of the process.
Map major steps and handoffs (5-12 boxes).
Note wait times, queues and decision points.

Add data points: throughput, cycle time, error rates at each step.

Timeline for incidents

Create a chronological sequence of events (who did what when).

Overlay system logs, communications and human actions.
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Data validation & hypothesis testing
Before you accept any root cause, verify with data or direct observation.
Data checks before trusting a test

e Does the dataset cover the correct time range?

e Are timestamps consistent and in same timezone?

e Any missing or duplicated records?

e Are definitions stable? (e.g., “late” definition unchanged?)

e Sample size adequate for inference?

e Any obvious confounders (pricing changes, promotions, system updates)?
Simple test designs

e Correlation checks.

e Before/after comparisons with control groups.

e Sample observations

e Root-cause experiments: change one variable in a controlled pilot.

Agreement: owners, metrics, timeline

For each validated root cause and associated solution, record:
e Owner (single accountable person).
e Success metric(s) (baseline, target, date).
e Check-in cadence (daily stand-up, weekly review).

e Escalation path (who to notify if values worsen).

Capture lessons & close the loop (ongoing)
After implementing the solution(s), run a blameless post-mortem:
e What worked / what didn’t?
e  Where did hypotheses fail? Why?
e Update standard operating procedures and training.
e Archive data, decisions, and rationales in a central repository.

Documentation required: problem record, test logs, final root cause analysis, action log with
outcomes.
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Containment vs Permanent Fixes

e Containment: short-term actions to stop harm (e.g., manual reallocation, temporary supplier).
Document costs and owner; treat as stop-gap only.

e Permanent fix: changes to process design, staffing model, automation, policy, training or
supplier contracts that address root cause(s).

Always track containment separately in your RCA log, and remove containment when the permanent
fix is verified.

Common pitfalls & remedies

¢ Stopping too early (surface answers): Remedy: require at least one process/policy/design
cause, not “people”.

e Blame culture preventing candour: Remedy: run blameless sessions; emphasise systems
thinking and psychological safety.

e Analysis paralysis: Remedy: limit hypotheses to top 3 and design quick tests; use ICE/Pareto
to prioritise.

e Bad data: Remedy: perform rapid data quality checks; use observational tests if data is
unreliable.

¢ Failure to follow through: Remedy: assign single accountable owner for each corrective action
and track with dates and metrics.

Integrating Root Cause Analysis into Your Problem-Solving Process

The tools outlined above are most effective when integrated into a broader, systematic problem-
solving process. Here’s how to incorporate root cause analysis into your daily work:

1. Initial Problem Identification

Begin by using the Problem Identification Worksheet (see below) to clearly define the problem, list
symptoms, and document initial observations. This creates a strong foundation for further analysis.

2. Data Collection and Analysis

Gather both quantitative and qualitative data to support your analysis. Use feedback, performance
metrics, and historical data to validate your observations and provide context.

3. Apply Multiple Tools

Use a combination of the “5 Whys,” fishbone diagrams, and Pareto Analysis to drill down into the root
cause. Each tool offers a different perspective. Together, they provide a comprehensive view of the
problem.

4. Collaborate and Validate

Conduct brainstorming sessions with stakeholders to validate your findings. Collaboration ensures that
you capture diverse perspectives and avoid missing critical factors. Engage key stakeholders to verify
that the identified root causes are accurate and that addressing them will resolve the issue.
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5. Develop and Implement an Action Plan

Once you have identified the root cause, develop a clear action plan that addresses the underlying
issues. Outline specific steps, assign responsibilities, and set measurable goals. Use project
management tools and accountability frameworks to track progress.

6. Review and Refine

After implementing your solution, conduct a post-implementation review to assess its effectiveness.
Use feedback loops and continuous improvement practices to refine your approach over time.

Regularly revisit your root cause analysis process to ensure that it evolves with your organisation’s
challenges. Document lessons learned and update your toolkit accordingly.

Problem Identification Worksheet (Template)
Below is a simplified template you can use to document your root cause analysis:
A. Problem Overview

e Problem Title: (Example: “Decline in Customer Satisfaction Scores”)

e Date: (DD/MM/YYYY)

e Problem Statement: (Clearly define the problem in one or two sentences.)

e Background/Context: (Briefly describe the context, including relevant historical data or recent
changes.)

B. Symptom Identification
e List of Symptoms
C. Root Cause Analysis
1. 5 Whys Analysis:
o Why 1: (Write the first “Why” and its answer.)

o Why 2: (Continue until you reach the root cause.)

o Why3:
o Why4:
o Whyb:

2. Fishbone Diagram: (Sketch or describe a fishbone diagram with major categories such as
People, Processes, Technology, and External Factors, listing potential causes under each
category.)

3. Pareto Analysis:
o List of Potential Causes: (Rank the causes based on impact and frequency.)

o Critical Causes Identified: (Highlight the top 20% that appear to have the greatest
impact.)
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D. Data Collection

o Data Sources: (List the quantitative and qualitative data sources used, such as sales reports,
customer surveys, and performance metrics.)

e Key Findings: (Summarise the key data points that support your analysis.)
E. Action Plan

e Short-Term Actions: (List immediate steps to address the root cause.)

e Long-Term Strategies: (Outline systemic changes needed to prevent recurrence.)

e Responsibilities: (Assign roles and set deadlines using a RACI chart if necessary.)

e KPIs to Monitor: (Define key performance indicators to track the success of the solution.)
F. Post-Implementation Review

e Review Date: (Schedule a follow-up date for reviewing the solution’s effectiveness.)

e Outcomes: (Document the results, noting improvements and any deviations from expected
outcomes.)

e Lessons Learned: (Capture insights and suggestions for further improvement.)
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