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Executive Summary  
 
 

During a period of engagement with stakeholders where safety priorities were identified 
stakeholders expressed that training for investigations, using root cause analysis (RCA) 
was an area they wished to explore. This came from a concern that the traditional 
approach to investigating harm was not yielding the benefits they hoped. 

Initially stakeholders believed that the development of an accredited training progamme 
was required.  

During 2015, the East Midlands Academic Health Sciences Network (EMAHSN) Patient 
Safety Collaborative (PSC) commissioned Health Education East Midlands (HEEM) to 
review Root Cause Analysis Training across the East midlands. 

Following this review a round table exercise with stakeholders revealed there was a variety 
of approaches to training in provider organsiations and the development of further training 
was not required. 

The Root Cause Analysis (RCA) Training Compendium has been compiled in support of a 
programme of work to improve the quality of incident reports in the East Midlands. 
 
This document captures RCA training across the region, where possible NHS Trusts have 
given brief details of training courses provided to staff within their organisations. 
 
Many Trusts have developed courses in-house based on NHS NPSA material and others 
have used external providers. This compendium is not an exhaustive list of training 
courses, and should be treated as a live document to be updated as more information 
becomes available. 
 
It became clear that other areas, such as organisational culture and  leadership were 
major factors that influenced the quality of investigations and resultant uptake of actions 
that would make an impact. 
 
Further work has been commissioned as a result to explore alternatives to the traditional 
training approach, such as Human Factors Analysis Classification and External Peer 
Review. 
 
As series of questions appear at the end of this document aimed at encouraging provider 
organisations to review their approach to investigations. 
 

Christine Ives 
On behalf of HEEM and EMAHSN – 23rd October 2015 
 
Dr Cheryl Crocker, Regional Lead EMAHSN Patient Safety Collaborative 
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NHS Organisations 
RCA Training 
provision source 

Lincolnshire Community Health Services Trust Internal  

Lincolnshire Partnership NHS Foundation Trust External  

Sherwood Forest Hospitals NHS Foundation Trust  Internal  

Nottingham CityCare Partnerships  Internal  

Nottinghamshire Healthcare NHS Trust  External  

Derby Teaching Hospitals NHS Foundation Trust  Joint Venture 

Derbyshire Community Health Service NHS Trust  Internal  

Derbyshire Healthcare NHS Foundation Trust  Internal  

Leicestershire Partnership NHS Trust Internal/External  

University Hospitals of Leicester NHS Trust  External  

Northamptonshire Healthcare NHS Foundation Trust  External  

Kettering General Hospital NHS Foundation Trust   Internal 

Nottingham University Hospitals NHS Trust Internal 

Northampton General Hospital NHS Trust  Internal 
 

External Providers  
Patient Safety Science  

Healthcare Conferences UK  

Verita 

Clinical Audit Support Centre 

Consequence UK  
 

The following NHS organisations have provided information on courses: 
  

 Nottingham CityCare Partnerships CIC 

 Nottinghamshire Healthcare NHS Trust 

 Sherwood Forest Hospitals NHS Foundation Trust 

 Derby Teaching Hospitals NHS Foundation Trust 

 Derbyshire Community Health Service NHS Trust 

 Derbyshire Healthcare NHS Foundation Trust 

 Lincolnshire Partnership NHS Foundation Trust 

 Leicestershire Partnership NHS Trust 

 University Hospitals Leicester NHS Trust  

 Northamptonshire Healthcare NHS Foundation Trust 

 Kettering General Hospital NHS Foundation Trust  
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Nottingham CityCare Partnerships CIC 
  
Contact: Lucinda Cumpston, Head of Quality 
 
Provider: Internal 
 
Nottingham CityCare Partnerships are currently in the process of reviewing their in house 
RCA training. Previously, the course was a half day run by the Head of Quality. 

The course was presented in a workshop style and included the following; 

 Incident reporting 

 Criteria for serious incidents including the incident decision tree 

 Being Open/Duty of Candour 

 Level of investigation required 

 Information sources for the investigation 

 Interviewing staff/Supporting staff 

 Writing a report – Who has access to the report? 

 Feedback to staff and the team – Learning lessons and implementing change 

 
Nottinghamshire Healthcare NHS Foundation Trust  
 
Contact: Denise Harrison, Head of Learning and Development  
 
Provider: Verita Ltd. 
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Sherwood Forest Hospitals NHS Foundation Trust  
 
Contact: Head of Governance  
 
Provider: Internal 
 
Title: Root Cause Analysis Investigation Training - Lead Investigator Course 
 
The 2 day course is designed to provide delegates with the tools and knowledge needed 
to begin leading comprehensive Root Cause Analysis Investigations for reportable grade 1 
and grade 2 serious incidents which require investigation. 
 
The course provides an in-depth look at key RCA tools, techniques and methodologies. 
Training is built around case studies and provides time to practice during group work.  
 
The course is adapted from materials developed by the National Patient Safety Agency, 
and includes the following; 
 
Day One 

 Overview 
o The NHS Constitution 
o Complexity of healthcare 
o Patient Safety Incidents & reporting 
o What is Root Cause Analysis? 

 Human Error  

 Benefits of RCA  

 Getting Started  

 Data Gathering 
o Mapping information  
o Mapping the incident  

 Identifying problems  
 
Day Two 

 Analysing problems  
o Contributory Factors 
o Identifying root causes 

 Incident Decision Tree (IDT 

 Generating solutions & Implementing Solutions  

 Report Writing  

 Being Open  
o Fit and Proper Person Requirements 

 The Role of the Coroner 
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Derbyshire Healthcare NHS Foundation Trust 
 
Contact:    Nick Holburn, Professional Development Manager 
 
Provider:  Internal  
 
Title: Investigating Incidents, Complaints, Claims & Report Writing  
 
Course Rationale: In order to develop ways of minimising risks to services users and staff 
the Trust needs to implement why things go wrong to enable effective actions to be 
implemented to improve safety.  
 
Learning Outcomes  

 The requirement for investigations that arise as a result of a complaint or incident 

 Identify sources of evidence using Root Cause Analysis (RCA) principles 

 The importance of record keeping and accurate audit 

 How to compile, prepare and present investigation reports in the optimum layout 

 Understanding “Being Open” principles and the importance of application in practice 
 
Topics  

 Why conduct a root cause analysis 

 The process of root cause analysis 

 Practical case study 

 Use of the trusts investigation report templates  

 What can go wrong with an investigation 

 Systemic investigation process 

 Gathering evidence 

 Critical analysis of evidence 

 Report writing 

 Quality assuring your investigation report 
 
Target Groups:  Managers, leads or staff nominated by their manager, or staff who may 
have to undertake investigation requiring Root Cause Analysis.  
 
Frequency: Once    
 
Method of Delivery: 1 day taught programme 
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Derbyshire Community Health Services NHS Foundation Trust  
 
Contact: Adelle Clements, Head of Patient Safety and Risk Management 
 
Provider: Internal Patient Safety 
 
Title: Root Cause Analysis and Investigations 
 
The RCA training course is internally run and delivered on a monthly basis to all staff 
across DCHS organisation either by the Head of Patient Safety or the Patient Safety 
Facilitator. 
 
To ensure that it meets best and current practice, the Patient Safety team attend national 
training sessions, which informs content. 
 
Time is a key factor in releasing staff to attend training across the NHS, with this in mind 
this training is a 2 hour session. The session incorporates; 

 Elaine Bromiley case ‘Just a Routine Operation’ 

 RCA tools, techniques and methodologies  

 Group work : NPSA Case study 
o Being Open  
o Duty of Candour 

 
Using an NPSA multi-factorial case study, the session provides candidates with the 
opportunity to practice in groups ‘Being Open’ with patients and families when things go 
wrong and candidates are advised of Duty of Candour. 
 
Additional training is offered to teams at their sites to use live incidents and takes staff 
through the same processes. 
 
 
Derby Teaching Hospitals NHS Foundation Trust 
 
Contact: Sandra Mir, Head of Patient Safety 
 
Provider: Joint venture  
 
Derby Hospitals NHS Foundation Trust has jointly commissioned an RCA training course 
with their legal partners and it is being run as a joint venture. 
 
All lead investigators have been identified and are expected to attend 2 half day sessions, 
one on investigations and another on report writing.  
 
In total, the Trust will hold 2 training sessions for investigation and 2 for report writing, 
commencing in June. After evaluation, the Trust will decide what is required going forward.  
The sessions are also being pod cast so that they can be used the future for other staff. 
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Leicestershire Partnership NHS Trust 
 
Contact: Victoria McDonnell, Trust Lead - Risk and Patient safety 
 
Provider: Internal/External  
 
Leicestershire Partnership Trust runs an in-house RCA training package. 
 
The one day investigator training is based on the NPSA root cause model. This is run on a 
monthly basis for between 10 and 15 staff. The programme also includes practical 
sessions on interview techniques and the use of the incident decision tree, fishbone etc.  
In addition to this a half day report writing workshops for investigators is run supported by 
an external trainer. 
 
Duty of Candour is referenced in the one day training. In addition to this LPT have 
developed a Duty of Candour e-learning package which is due to be live in November 
2015,  and a short scenario based Duty of Candour training session is in development. 
The Trust also sends out Duty of Candour briefings in their weekly E newsletter. 
 
The LPT incident team deliver training on reporting of incidents across the Trust and 
deliver a half-day session on incident reporting, serious incidents and learning from 
incidents to all preceptees. 
 
 
University Hospitals of Leicester NHS Trust  
 
Contact: Moira Derbridge, Director of Safety and Risk 
 
Provider: Social Enterprise: Patient Safety Science 
 
 
Lincolnshire Partnership NHS Foundation Trust  
 
Contact: Kay Gilman, Medical HR Manager/Learning and Development Manager 
 
Provider: Healthcare Conferences UK  
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Northamptonshire Healthcare NHS Foundation Trust 
 
Contact: Kate Howard, Head of Professional Practice Education and Training 
 
Provider: External Provider  
 
An external company has delivered the last 2 training events. These were 2 day sessions 
for RCA investigators. The sessions covered the following; 

 Legislation including Duty of Candour 

 Policy (local and national) 

 Report writing 

 Compassionate interviewing 

 Investigation process 

 RCA models 

 Having difficult conversations 
 
 
Kettering General Hospital NHS Foundation Trust 
 
Contact: Quality Governance Dept. 
 
Provider:Internal 
 
Kettering General Hospital (KGH) provides an internal course run by the KGH Quality 
Governance team.  

RCA training is on a bi-monthly basis to multi-disciplinary staff. The course is for 2-3 hours. 

The course is promoted and coordinated internally with all staff encouraged to attend with 
an interest in RCA or ahead of any involvement in an SI investigation. 

The course covers 

 The Investigation Process Overview 

 Commissioning a Serious Incident (SIRI) investigation 

 Analysing the available documentation 

 Tools & Techniques 

 Analysing data 

 Root Causes 

 Designing Recommendations & Action Plans 

 The Investigation Report & Templates 

 Duty of Candour 

 Group Work – Practical Session  
 

KGH have previously received focused external training in 2013 from Consequence UK 
Ltd. 
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External Training Providers  
 
The following training providers have delivered courses to organisations within the East 
Midlands; 
 

 Patient Safety Science 

 Verita  

 Healthcare Conferences UK 

 Clinical Audit Support 

 Consequence UK 
 
 
Patient Safety Science  
www.patientsafetyscience.com 
 
Susan Suliman, Director Patient Safety Science 
Tel: 07703 757500  
Email: susan@patientsafetyscience.com 
Title: Root Cause Analysis Investigation 
 
PSS trainers are faculty members formally employed by NHS England and the NPSA to 
deliver RCA and Being open courses, and continue to provide these exemplar courses as 
a not for profit social enterprise.  
 
The courses are aligned with the NPSA’s RCA Investigation Framework, as promoted for 
use by NHS England. Course materials are aligned with latest Investigation and Serious 
Incident Frameworks endorsed by NHS England.  
The training programme combines systems investigation methodology with philosophy 
from the field of patient safety science. It includes modules on the following;  

 

 Error wisdom 

 Just culture 

 Duty of candour 

 Human Factors  

 Improvement science.  
 
Training is built around a case study and aims to develop confidence in using RCA to 
identify core system issues. There is an opportunity to practice the questioning skills 
necessary to get from ‘surface’ to ‘deep’ understanding of system breakdown.  Links are 
supplied to national guidance, report templates and computer based mapping and analysis 
tools.  
  

mailto:susan@patientsafetyscience.com
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Verita  
www.verita.net 
 
Verita  
53 Frith Street, 
London 
W1D 4SN 
  
Tel: 020 7494 5670  
 
Title: Training in Systematic Investigation Using Root Cause Analysis 
 
The one-day course gives an understanding of the systematic investigative process and its 
practical application to investigate a wide range of incidents. 
 
The course shows how systematic investigation can be used to discover why an incident 
occurred and identify solutions to prevent similar incidents happening again. It covers the 
following; 
 

 Human error theory 

 Commissioning and setting terms of reference 

 Securing and collating written evidence 

 Investigative tools and models 

 Establishing a comprehensive chronology 

 Analyzing data 

 Writing the report and developing SMART recommendations (specific, measurable, 
achievable, relevant and timetabled). 

 
Learning points include understanding how and why things go wrong, different ways of 
constructing a comprehensive chronology and how best to collate and analyse evidence. 
 
 
 
  

http://www.verita.net/
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Healthcare Conferences UK 
 
www.healthcareconferencesuk.co.uk 
 
HC-UK Conferences Ltd 
8 Wilson Drive 
Ottershaw 
Surrey 
KT16 0NT 
 
Tel: 01932 429933  
 
Email: jayne@hc-uk.org.uk 
 
Title: Root Cause Analysis Intensive Course 
 
Objectives: A practical guide to RCA including; 
 

 Information collection and organization 

 Interviews techniques 

 How to write a tabular timeline 

 How to analyze care and service delivery problems, and contributory factors 

 Making effective recommendations 
 
Day One 

 Gathering information 

 Case Study 

 Mapping the information: 

 Using simple and tabular timelines 

 Identifying CDPs and SDPs 

 Identifying contributory factors and recommendations: the ‘Wagon Wheel’ approach 

 Focus on model report template and checklists 
 

Day Two 

 Supporting staff 

 Interview techniques  

 Introduction to case study 

 Case Study (including role play) 

 Feedback on reports 
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Clinical Audit Support Centre 
 
www.clinicalauditsupport.com 
 
Clinical Audit Support Centre Limited 
PO BOX 8429 
Leicester 
LE8 0WS  
 
Tel: 0116 2643411  
 
Email: info@clinicalauditsupport.com 
 
Title: Root Cause Analysis Masterclass 
 

 Historical context of RCA and understanding what RCA is. 

 Understanding the theory underpinning RCA: Why the need for RCA in healthcare? 

 In depth look at the RCA process: the seven stages of RCA. 

 Utilising key RCA tools: five whys, fishbone, brainstorming, run charts, process 
mapping, NGT, etc. 

 An opportunity to work through a patient safety incident using RCA. 

 How to effectively facilitate RCA investigations and write RCA reports 

 Signposting to useful patient safety resources. 
 
 
 
  

http://www.clinicalauditsupport.com/
mailto:info@clinicalauditsupport.com
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Consequence UK ltd 
http://www.consequenceuk.com/ 
 
Consequence UK Limited 
PO Box 336 
Malvern 
WR14 9GN 
Tel: 01684 572455 
 
Email:  admin@consequenceuk.com 
 
Title: Essentials of Effective Investigations Workshop   - One Day 

 The basic ABC’s of how to conduct an effective investigation 

 An insight into a range of tools and techniques that will assist with this 

 Gain an appreciation of how ‘root cause analysis’ and therefore human and 
systems factors analysis can be applied during the investigation process 

 
Effective Investigations Workshop – Two Day 

 The essential elements of a good quality investigation 

 How and when to use specific investigation tools and techniques 

 How and where to apply ‘root cause analysis’ and ‘systems analysis’ thinking and 
techniques 

 A robust approach to data analysis, and the formulation of robust recommendations 

 What constitutes a good investigation report 

 An appreciation of how to deliver a balanced investigation that supports a fair and 
just culture. 

 Achieving a balance between ‘person’ lapses and ‘system’ lapses / weaknesses 

 ‘Being Open’ with families following adverse incidents 
 
 

http://www.consequenceuk.com/
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Briefing notes from the RCA meeting held 21st May 2015  
 
The original purpose of the workshop was to bring stakeholders together to discuss a 
proposal put forward by the EMAHSN PSC to HEEM to develop a RCA programme for the 
East Midlands. 
This came about after extensive consultation with stakeholders who identified that current 
investigation reports were often insufficient in a number of ways: 
 

 The Root cause was often not identified 

 A number of events were identical but were all investigated separately and not 
themed 

 
In addition a number of reports have been published which demonstrate the need to 
improve the way we investigate incidents and learn from them: 

 Learning from failure: the need for independent safety investigation in healthcare 

 House of Commons Public Administration Select Committee Investigating Clinical 
Incidents in the NHS 2015 

 NHS England Serious Incident Framework 2015: supporting learning to prevent 
recurrence 

 
Delegates who attended the workshop represented acute trusts, HEEM, Independent film 
producer (Murray Anderson-Wallace), Community and mental health organisations. The 
workshop was facilitated by Phoebe Smith and Christine Ives, human factors experts. 
 
Previous scoping work had identified a number of training packages (paper) and 
programmes (face to face) were available and these varied considerably in length, format 
and delivery. The current training programmes were not accredited and a number had 
used the original NPSA format but it was not clear that these were refreshed or updated 
regularly. 
 
The discussions during the workshop on the importance of Board leadership, safety 
culture and safety management were prompted by the presentation on Board level cultural 
assessment tools (MaPSaF). It became evident that a number of broader issues needed to 
be discussed before training was developed further. 
 
It became clear that development of a new training programme at this stage was not 
the right thing to do for the following reasons: 
 

 Organisational culture and Board leadership were essential if there was to be buy in 
from organisations. Developing a training programme on its own would not deliver 
change. 

 

 Alternative models for investigation were required and this was an opportunity to 
scope and develop these. 

 



 

East Midlands Academic Health Science Network  18 

As a result a number of areas were identified and it was agreed that these would form a 
set of questions for organisations to review their current provision against. 
 
 

Focus Question Response 

Training Should the PSC continue 
to scope and review the 
current training 
provision? 

 

 Do organisations want an 
accredited programme 
they could access? 

 

 Would organisations 
prefer a set of Gold 
Standards for training 
rather than an accredited 
programme allowing 
them to adapt local 
training? 

 

 Do organisations know 
when their training was 
last updated and if it met 
current guidance? 

 

 Do organisations know 
what the impact of 
training is (how effective 
is it)? 

 

Thematic 
Reviews of 
Incidents 

Does this happen in your 
organisation and if yes 
Who does this in your 
organisation 

 

 How is learning from 
thematic reviews shared 
within and outside of your 
organisation? 

 

 Could this be an area the 
PSC could add value, 
assist, support? 

 

Culture How does your Board 
respond to safety 
reports/incident 
reporting? 

 

 What does your Board 
need to help them 
understand incidents 
better? 
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 Has your organisation 
used the MaPSaF at 
Board level? 

 

Learning What networks/meetings 
forum do you have to 
share learning from 
incidents and do you see 
these as effective? 

 

 Could the PSC add value 
here? 

 

 Are you aware of the 
East Midlands PSC 
learning clinic? 

 

Measurement 
Capability 

Does your organisation 
understand the 
information it uses and 
reports? 

 

 Does your organisation 
have the capability to use 
incident data 
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About the East Midlands PSC 

Following Don Berwick’s recommendation NHS England established a new Patient 

Safety Collaborative Programme across England to spread best practice, build skills and 

capability in patient safety and improvement science, and to focus on actions that can 

make the biggest difference to patients in every part of the country. These were formerly 

launched in October 2014.  

EM PSC undertook a stakeholder engagement and scoping exercise across the East 

Midlands (EM) region to gain an understanding of existing patient safety initiatives, 

partner priorities in relation to patient safety and stakeholder views on how the 

Collaborative should operate. Data collection took place between September and 

December 2014. The outputs of this exercise have been used to develop EM PSC’s 

priority areas. These are summarised in Figure 1.  

Further scoping has allowed us to further refine these priorities and develop plans for 

delivery over 2015/16 and beyond. 

We are grateful to our stakeholders and partners in supporting the PSC and are looking 

forward to working together in the future. 

Dr Cheryl Crocker, Regional Lead, PSC  

 

Figure 1. EM PSC Priorities 

Our priorities consist of 4 clinical priorities supported by 4 core priorities which span the 

programme but have discrete programmes of work. www.emahsn.org.uk 


