Root cause analysis report
	How to use this template (delete this box before you share the report)
1. Fill it in as the investigation goes, and finish it once the corrective actions are agreed.
1. Look for causes in systems and processes, not people to blame: most events have more than one cause.
1. Use the fishbone in section 5 in a team session, then ask “Why?” until each cause is specific enough to act on and to test a change against.
1. Prefer strong actions that change the system, such as a forcing function or a design change, over weak ones such as reminders or retraining alone. IHI recommends at least one strong or intermediate action for every RCA.
1. Follow any investigation procedure your regulator, client or contract requires.
1. The Excel workbook has the same fishbone, 5 whys and action plan for working on screen: birbalai.com/tools/root-cause-analysis-templates



	Report no.
	[RCA-2026-001]

	Event or problem
	[short title]

	Date and time of the event
	[date, time]

	Location
	[site, area, system]

	Prepared by
	[name, role]

	Date of report
	[date]

	Status
	[Draft / Final]


1. Summary
	[Three to five sentences: what happened, the impact, the root causes found and the main actions agreed. Write this last.]


2. What happened
	What happened
	[a factual description, without causes or blame]

	Who or what was affected
	[people, customers, equipment, systems, environment]

	Impact
	[actual impact, and the potential impact if it had been worse]

	Immediate actions
	[what was done straight away to contain it, and by whom]


Timeline
	Date and time
	What happened
	Source (log, record, interview)

	[date, time]
	[event]
	[source]

	
	
	

	
	
	

	
	
	

	
	
	


3. Team and method
	Name
	Role
	Department or company

	[name]
	[investigation lead]
	

	[name]
	[process owner]
	

	[name]
	[someone who does the work]
	

	
	
	



Methods used: [fishbone diagram / 5 whys / timeline / interviews / review of records and data / site visit]
Evidence reviewed: [documents, logs, photos, data, samples]
4. Problem statement
In one or two sentences, say what went wrong, where, when and how much, without causes or solutions.
Example: [Between 3 and 9 March, 14 of the 120 orders shipped from the Jebel Ali warehouse contained the wrong item.]
	[Problem statement]


5. Cause analysis
5.1 Fishbone (cause-and-effect) diagram
Write the problem in the box on the right. For each category, list the causes the team thinks contributed, on the lines along each bone. Rename the categories to fit your problem: service teams often use People, Policies, Procedures, Systems, Measurement and Environment.
[image: ]
5.2 Five whys
Take each likely cause from the fishbone and ask why it happened until you reach a cause you can act on. It may take fewer or more than five whys. Check each answer against evidence.
	
	Why?
	Answer
	Evidence

	Cause 1
	[cause from the fishbone]
	
	

	Why 1
	Why did this happen?
	
	

	Why 2
	Why?
	
	

	Why 3
	Why?
	
	

	Why 4
	Why?
	
	

	Why 5
	Why?
	
	

	Root cause
	
	
	



	
	Why?
	Answer
	Evidence

	Cause 2
	[cause from the fishbone]
	
	

	Why 1
	Why did this happen?
	
	

	Why 2
	Why?
	
	

	Why 3
	Why?
	
	

	Why 4
	Why?
	
	

	Why 5
	Why?
	
	

	Root cause
	
	
	


5.3 Root causes and contributing factors
	No.
	Root cause or contributing factor
	Type
	Evidence

	RC-1
	[ ]
	[Root cause / Contributing factor]
	[ ]

	RC-2
	
	
	

	RC-3
	
	
	


6. Corrective and preventive actions
Rate each action’s strength with the action hierarchy below, and give it an owner, a date and a way to check it worked.
	No.
	Action
	For cause
	Strength
	Owner
	Due date
	How we will check it worked

	CA-1
	[ ]
	[RC-1]
	[Strong / Intermediate / Weak]
	[name]
	[date]
	[measure, and when]

	CA-2
	
	
	
	
	
	

	CA-3
	
	
	
	
	
	

	CA-4
	
	
	
	
	
	


Action hierarchy
	Strength
	Examples

	Strong: changes the system so the error is hard to make
	Physical or design changes, forcing functions, simplifying the process, standardising equipment or processes, leaders taking visible part

	Intermediate: makes the error less likely or easier to catch
	Checklists and other aids, redundancy, more staff or less workload, software improvements, removing look-alikes and sound-alikes, standard ways to communicate

	Weak: relies on people remembering
	Double checks, warnings and labels, a new procedure, memo or policy, training


Source: IHI Action Hierarchy tool, part of RCA², based on the VA National Center for Patient Safety.
7. Follow-up and effectiveness check
	Action
	Checked on
	Result
	Effective?
	Next step

	CA-1
	[date]
	[what the measure showed]
	[Yes / Partly / No]
	[close / new action]

	CA-2
	
	
	
	

	CA-3
	
	
	
	


8. Lessons learned
	What we learned
	[ ]

	Who else needs to know
	[other teams, sites, suppliers or clients]

	Where it is shared
	[safety meeting, newsletter, procedure update]


9. Sign-off
	Role
	Name
	Signature
	Date

	Investigation lead
	
	
	

	Process owner
	
	
	

	Approved by
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