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The Quadruple Aim



Goals of PS/QI
1. Organizational culture of safety

• Encouraging questions and concerns
• Accountability
• Negotiation and communication

2. Learning systems and improvement
• Measurement and transparency
• Continuous learning
• Evidence-based practices
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Swiss cheese model of accident causation
• Harm is caused by a series of systemic failures in the presence 
of hazard.

• A front-line provider may be cause of the active error, but the 
real root causes of the error have often been present within the 
system for a long time.
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Root Cause Analysis
Factors that influence health care outcomes:

• Institutional context
• Organizational and management factors
• Work environment
• Team factors
• Individual staff members
• Task factors
• Patient characteristics

• There can be more than one root cause
• Analysis allows for targeted action
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Five Whys
• Why did the patient receive the wrong medication?

The nurse did not complete patient identification. Why? 
• The patient did not have a wristband. Why? 
• The wristband had been removed for a procedure and not 
replaced. Why? 

• The printer for the wristbands was not working. Why? 

• ROOT CAUSE: The staff needed to support IT had 
been reduced and was overworked.
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RCA Steps
1. Understand what happened, how, and when

• Flow diagram

2. Identify any gaps in knowledge
3. Collect more information

• Cause and effect (fishbone) diagram
• Literature search

4. Create a causal statement
5. Action plan 
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RCA – Fishbone Diagram



Causal Statement
The cause: “This happened…”
The effect: “…which led to something else happening…”
The event: “…which caused this undesirable outcome.”

• Clearly show the cause and effect relationship.

• Use specific and accurate descriptors for what occurred.

• Human error must have a preceding cause.

• Violations of procedure are not a cause and must have a preceding 
cause.

• Failure to act is only causal when there is a pre-existing duty to act.
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RCA Steps
1. Understand what happened, how, and when,

• Flow diagram

2. Identify any gaps in knowledge
3. Collect more information

• Cause and effect (fishbone) diagram
• Literature search

4. Create a causal statement
5. Action plan 
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Action Plan for Systems Change

• Create redundancy, such as using double checks or backup 
systems

• Use forcing functions

• Change the physical architecture

• Update or improve software

• Cognitive aids, such as checklists, labels, or mnemonic devices

• Simplifying a process

• Educating staff

• Developing new policies
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Example case
63F with history of breast cancer and choledocholithiasis 
c/b biliary stent, PPD0 s/p ERCP in PACU. Reported 
onset of facial and lip swelling about 15 minutes after 
arrival in PACU. Patient reporting voice changes.
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