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COMMUNICATE ACTIONS

Convey RCA findings
and corrective actions to
stakeholders to ensure
root causes are
addressed.
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ROOT CAUSE ANALYSIS PROCESS STEPS

IDENTIFY EVENTS

Identify undesirable
events in the facility
using human and
digital data.

cad
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PRIORITIZE EVENTS BUILD TEAM COLLECT DATA
Identify the chronic Establish a cross Gather data within
events that account functional team and the facility to

for 80% of the appoint an unbiased validate the
losses within the RCA Facilitator. hypotheses put forth
facility. by the team.

Prelical

A systematic approach to uncover the true causes and drive lasting improvement.

ANALYZE

Leverage a logic tree
approach that will
guide the team in

assessing root cause

hypotheses and utilize
data to validate each
hypothesis.

COMMUNICATE
ACTIONS

Convey RCA findings
and corrective
actions to
stakeholders to
ensure root causes
are addressed.
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1. IDENTIFY ROOT CAUSES

5. STANDARDIZE
& SUSTAIN
Update procedures,
train, and monitor

to prevent

recurrence.

Understand why the
problem occurred.

2. DEVELOP
CORRECTIVE ACTIONS
Select actions that
address the root
causes

\ CORRECTIVE
ACTIONS

4. VERIFY
EFFECTIVENESS Fix the Causes. Prevent Recurrence. 3. IMPLEMENT
ACTIONS
Ensure the actions Pt corradt
solved the problem ut_co ect ive
and the risk is v actions into
reduced. practice.

ELIMINATE REDUCE @@@ MPROVE A oRivE
THE CAUSES RISKS @Y reLsiLITY a1l Resuuts
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WRITING CORRECTIVE ACTIONS (CA)

Go beyond addressing

just the Physical Roots
@ Target the weaknesses

in the organizational system

@ Do not make recommendations
for Human Roots

2. CHANGE THE SYSTEM

‘ Make it easier for people to consistently perform correctly
| (make it easy to do it right, and difficult to do it wrong!)

Automate to ’
| reduce the

human decisions

Standardize to Simplify to remove
promote consistent confusion when

decisions deciding

/-‘—"t‘D
Preiical




7/16/2026

FORCING FUNCTIONS

@ Physically prevent
errors or deviations.

AUTOMATION &
STRONGER

H E COMPUTERIZATION
More Effective Reduce the need for
human intervention.

SIMPLIFICATION &

@ STANDARDIZATION
Make the right way
the easy way.

Dy
v

REMINDERS, CHECKLISTS

v & DOUBLE-CHECKS
v
Support memory and
verification.

RULES & POLICIES

|'—° Define expected
behaviors and
’ accountability.

WEAKER

EDUCATION & TRAINING

and awareness.
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RCA Corrective Action Listing

Identified Root P, H, or
Cause L:

Suggested Corrective Actions Resp Due Date

Completion
Date

*P = Physical H=Human L = Latent/Systemic
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I PRIORITIZING CORRECTIVE ACTIONS
—— IMPACT - EFFORT SCALE ———

@ vPAcT EFFORT TO RESOLVE (32

@ HIGH HARD @
@ MEDIUM MODERATE
@ Low EASY @
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Prioritizing Corrective Actions

Proposed Corrective Actions

Implement Training for Millwrights

Develop New Incentive Program for Corporate Purchasing Group
Develop Electronic Inspection Forms for Operator Rounds
Define Balance Standards

Add New Assets to Condition Monitoring Schedules

Add New Equipment to CMMS

Perform Precision Alignment on Like Equipment During Next Outage
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Perform Scheduled PMs on Overtime if Emergencies
Prevent During Shift

000600000
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Prioritizing Corrective Actions Example

HIGH
HIGH —

MEDIUM —

Low —

Low Low MEDIUM HIGH
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ROOT CAUSE ANALYSIS RESULTS

P&ID - LUBRICATION SYSTEM (PARTIAL)
Event: Pump Failure - Bearing Overheat

Date: May 12, 2024

Equipment: P-101A |"um[nl

Impact: Unplanned downtime — 14 hours /]/\ O “ P-101A HOUSINE
Preduction Loss: 320,000 Ibs q_

Repair Cost: $18,450

. |
B!ocked Oil Line
ROOT CAUSE STATEMENT = icton Found) I/Ej

The primary root cause of the
bearing failure was inadequate
lubrication due to a blocked oil
line, caused by i icient PM
and lack of effective inspection.

FROM.
OILHEADER  HV-101
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Where will your audience D
be sitting?

Where are the electrical outlets and [j
g are outlet bars available?
—0O

H ts of h t material ; .
oy sets of Randoutimaterials D Will you need an extension cord? D

will you need (i.e. — verification log)?

What audio/visual technologies will be
available to you (i.e. — is internet available [:]

Will everyone be able to see the screen?

@ Do you want certain people to sit in D

and with a strong signal)?

00
Is your laptop compatible with the LCD [:]
projector/TV provided (e.g. ~-HDMI cables)?

certain seats for political purposes?

@ Be proactive, Be prepared!!

Will your laptop project satisfactorily with
their LCD projector/TV (if applicable)?

Can you set up in the room 30 minutes D
earlier, to test equipment/prepare materials?

P e &
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RCA Presentation Agenda

AGENDA

@ Introduction & Summary of Root System Used
B Event Background

RCA Team and Methodology

Findings

@ Corrective Actions

@ Implementation/Execution Plan

@ Conclusion

@ Acknowledgments

@ Commitment to Next Steps

/  RECURRING FAILURE OF P-100
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RCA QUALITY ASSESSMENT TOOL

LEADERSHIP RCA EVALUATION CHECKLIST
EVALUATION CRITERIA

Does the analysis have an adequate data collection strategy?

Are evidentiary documents linked to support ALL hypotheses?

Does the analysis have a cross-section of team members?

Were the stated Event and Modes factual?

Are the modes factual statements of the problem’s manifestation?

Was the “How Can” questioning used to generate hypotheses down to the physical roots (PR)?
Was the “Why” questioning used to understand why decisions were made at the human roots (HR)?
Were SME’s* used outside of the core team to validate hypotheses if needed

Was at least one physical root (PR) identified?

Was at least one human root (HR) identified?

Was at least one latent or systemic root identified?

Are sound corrective actions made for eliminating root causes?

Are ‘metrics to track’ established for each corrective action?

z[a[s]=lslela|lalola o~ |-

Is an ROI estimated for each corrective action and the analysis as a whole?

m Are corrective actions tracked for an adequate period to gauge their effectiveness on the bottom-line?

Am | comfortable others may rely on this RCA in the database, as being comprehensive and accurate?
17 Was the time spent to complete the analysis in line with the severity of the event impact?

n Were the principles of HOP* incorporated into the RCA (if applicable)?
*SME = Subject Matter Expert *HOP = Human & Organizational Performance
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Force Field Analysis

n Driver Descripti Restrainer Descri
1
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Restrainers ﬂ
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Do YOU Have ‘The Knack’ For RCFA?
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We Are Here to Support You!

Ken Latino Bob Latino
Kenneth.latino@prelical.com blatino@prelical.com
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