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Presenter Notes
Presentation Notes
This will be a brief overview of a Root-Cause-Analysis, but before we do, let’s recap our previous webinars. 


Three-Part Proactive Risk
Management Series

Part 1: Risk Identification and Analysis

® Increase safety for employees and patrons/customers

® Reduce tax dollars spent on claims

e Shift from reactive to proactive

® Introduced Risk Matrices (Severity of Claim vs. Likelihood of Occurrence)

Part 2: Risk Tolerance and Mitigation

® In-depth review of Risk Matrices and the focus of your risk management efforts
® Introduction to the Hierarchy of Controls for mitigating risks

© Risk



Presenter Notes
Presentation Notes
Part 1 of our Proactive Risk Management webinar series discussed Risk Identification and Analysis. The main goal of proactive Risk Management is to develop internal procedures to identify and evaluate a variety of risks (property, general liability, cyber, enterprise, etc.) to help reduce/eliminate potential impact(s).

During Part 1, we covered two simple tools to help you make the shift from reactive to proactive risk management.
4-Square matrix to help you evaluate your workload and be strategic about where you invest your time and effort
Risk analysis matrix to help you measure risks, based on the likelihood of it happening, and the severity of the consequences if it happens. 

Part 2 addressed Risk Tolerance and Mitigation. 

A more in-depth look into Risk Matrices and where best to focus our risk management efforts
We also introduced the Hierarchy of Controls for mitigating Risks




URGENT NOT URGENT

Emergencies
Project deadlines
Last-minute tasks
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Presenter Notes
Presentation Notes
This is the time management matrix shared in the previous webinar.  This tool can help you be strategic about where you focus your time and efforts.
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Presenter Notes
Presentation Notes
This is an example of the risk matrix shared in the previous webinar.  A risk matrix helps you prioritize risks by considering likelihood and severity.  This example was developed to help evaluate sidewalk lips and gaps regarding anticipated foot traffic volume and impact severity based on the height of a lip or width of a gap. 

These tools can help idenifty where risks lay in your entity’s Risk Appetite. 
Which is more impending: high severity but low probability, or low severity but high probability?

The hierarchy of controls is a great tool for addressing hazards. Remember PPE is the absolute last resort. 


© Risk

Risk Mitigation

Take action to reduce the likelihood and severity of an incident

= Hierarchy of Controls
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Presenter Notes
Presentation Notes
This is the Hierarchy of Controls tool shared in the previous webinar.  Once you identify a risk that needs to be addressed, this tool helps you work through different solutions for eliminating or mitigating the risk.

These tools can help idenifty where risks lay in your entity’s Risk Appetite. 
Which is more impending: high severity but low probability, or low severity but high probability?

The hierarchy of controls is a great tool for addressing hazards. Remember PPE is the absolute last resort. 


Root-Cause-Analysis

5-Whys
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When Reactive Becomes Proactive

Without proper identification
and analysis, mitigation efforts
can feel insufficient.



Presenter Notes
Presentation Notes
Root Cause Analysis (RCA) is Part 3 of our 3-part series on proactive risk management. This topic is related to reactively-proactive incident analysis. 

Do you feel like you are constantly trying to extinguish a dumpster fire with a substandard garden hose? That’s because reactionary work is always harder, time crunched, higher pressure, and very inconvenient. An ounce of prevention is worth a pound of cure.


When Reactive Becomes Proactive

% Without proper identification
& and analysis, mitigation efforts
§ can feel insufficient.

Proper identification analysis,
and mitigation can help reduce
™ oreliminate hazards before an
incident occurs or reoccurs.



Presenter Notes
Presentation Notes
With risk identification, evaluation, analysis, and mitigation we should be able to prevent most dumpster fires before they start.


Getting to the Bottom of It

Root-Cause-Analysis

Think of it as a smart way to stop problems before
they happen again. Instead of fixing obvious stuff,
dig deep to find out why things actually went
wrong.

© Risk



Presenter Notes
Presentation Notes
This is an introduction to the 5-Whys Root Cause Analysis method. 

Root Cause Analysis helps you identify the most underlying condition(s) that initiated an incident. We want to find the root cause of incidents to identify areas of improvement. 

The previous presentations focused on proactive risk management, but we all know that incidents are impossible to eliminate entirely.  This presentation will focus on a proactively-reactive risk management methodology to help reduce/eliminate claims. 


How to Conduct a 5-Whys Analysis

Process Overview

1. Gatherateam familiar with the problem to define the
issue(s)

2. Ask"Why?" repeatedly—usually five times—to move
past symptoms and uncover the fundamental root
cause.

3. Implement mitigation strategies to reduce and/or
eliminate future occurrences

© Risk



Presenter Notes
Presentation Notes
There are numerous methods for conducting a RCA, but today we will be focusing on the 5-whys method.
A 5-whys method is nearly exactly as it sounds: you and a team will ask “why?”, in most cases, about five times to identify the root cause. You will know when you are that the root cause when there is no new answer for the previous “why?”

There are three steps to conducting a root cause analysis:
1) Assemble a team familiar with the problem (FM, HR, Gen. Counsel, Custodians, etc.) and clearly define the problem. The problem is the issue your team wants to find the root cause for (e.g., the pipes froze because the boiler stopped working, a fire start in the trash can after refinishing the floor, a student fall through the skylight, etc.).

2) Start asking “why?” Why did the pipes freeze > boiler stopped working. Why did the boiler stop working > low water cutoff turned off the boiler. Why did the low water cutoff…keep going until the source issue is uncovered. 

3) Use the source issue to develop new strategies to prevent or reduce future incidents. 


Example 1

© Risk

The 3-Step Summary

help outline check circle

1. Define the Problem Clearly 2. Ask "Why?" Repeatedly 3. Identify & Fix Root Cause

1 S

Facilities Management

Problem: Staff are losing power because an electrical breaker keeps tripping

Why is the breaker repeatedly tripping? - Numerous space heaters plugged into the circuit

Why are there space heaters in the offices? - Staff claims they are cold and need the heaters
Why are the staff cold? - The HVAC system is not operating properly in their office(s)

Why the HVAC system not working? - The thermostat is located in one office with a space heater
Why is the thermostat in the office? - It controls the temperature of the adjacent offices

Source/Solution - The space heater is heating the room with the thermostat so the HVAC
system is trying to reduce the air temperature in the room(s). Remove space heaters and adjust

the dampers/thermostat
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Presenter Notes
Presentation Notes
Here is an example of a simple RCA.  Remember the three-step process: define the problem, ask “why?” repeatedly to identify the source issue, and mitigate future occurrences. 




Example 2 - Water Damage inside Building

- DRMreceived notice of water damage from an overflowing urinal
- Initial 5 Whys

- Why did the urinal overflow? - Automatic flusher self-
activated and did not stop flowing water

- Why did the water not stop? - Automatic flush valve stuck
open

- Why was the valve stuck open - Internal components worn
out

- Why were the internal components worn out -
manufacturer defect, end of life, etc.?

- Replaced the automatic flush mechanism and others
throughout the building

Are future occurrences fully prevented?
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Presenter Notes
Presentation Notes
Here is another seemingly simple example.

If the answers were quickly thought of, and not expanded, there is a possibility the true source is not identified.  

In theory, urinals should accept the anticipated inflow to prevent overflowing the drain; however, if the drain is obstructed, the water has to go somewhere. 


Example 2 - Water Damage inside Building Cont...

Why was there water in the hallway?
Water flowed out of the men’s restroom

Why did water flow out of the men’s
restroom?
The restroom floor drain was overwhelmed

Why was the floor drain
overwhelmed?
Urinal was overflowing

Why was the floor drain overwhelmed?
Plugged/obstructed drain

Why was the urinal overflowing?
Automatic Flush Device stuck
open

Why was the floor drain clogged/obstructed?
Debris from recent renovation project or
anytime prior (grout, mortar, refuse, dirt,
etc).

Why was the device stuck open?
Internal components wear out
from usage and water quality

Why were these in the drain?

Poor cleaning procedures, lack of proper
water flow during cleaning, infrequent p-trap
flushes, etc...

Why do the components wear
out?
Age of installation, number of

flushes, manufacture flaws, etc...

Why did the urinal drain
not keep up?

Internal cup was not in
correct position

Why was the cup notin
the correct position?
Poor training for
cleaners, employees, etc.
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Why is training poor?
No established SOP
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Presenter Notes
Presentation Notes
This RCA has been expanded to a few more columns based on answers to some of the whys.

If the claimant for this claim is on the call, these are merely speculative and do not reflect the views of our organization. 
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Thank You

Wesley Whittington

wwhittington@utah.gov

385-977-1631



Presenter Notes
Presentation Notes


As a reminder, these presentations will be posted on our website within the coming weeks. 

mailto:wwhittington@utah.gov
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