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Quality Improvement in Healthcare: The Six Ps 
of Root-Cause Analysis

TO THE EDITOR: In the October 2008 issue of the Journal,
Geetha Jayaram, M.D., M.B.A. and Patrick Triplett, M.D. (1)
presented a thoughtful review of a case in which the subopti-
mal clinical outcome had multiple underlying causes. In their
Clinical Case Conference, Drs. Jayaram and Triplett high-
lighted the need for “a comprehensive understanding of per-
sonal and systematic factors that impact the quality of care
delivered” (1, p. 1260) within the emergency psychiatric set-
ting, particularly in the evaluation of patient safety events.

To this end, I have developed a simple mnemonic, “the six
Ps,” to prompt a thorough assessment of the contributing fac-
tors associated with an adverse clinical outcome. This model
is an adaptation of the approach to root-cause analysis de-
scribed in the widely used London Protocol for the investiga-
tion and analysis of clinical incidents (2). The six Ps represent
the six perspectives needed to answer the question, “Why did
this event happen?” They are as follows:

1) Patient: What are the patient-related factors that may
have contributed to the event? Was the patient impulsive, vio-
lent, or cognitively impaired? Was he or she intoxicated or in
withdrawal? Were there language barriers that limited effec-
tive communication? The goal is not to blame the patient but
rather to identify risk factors that may predispose similar fu-
ture patients to the same outcome.

2) Personnel: What are the personnel or staff-related factors
that may have contributed to the event? Did they have the ap-
propriate knowledge and skills to care for the patient in this
setting? What degree of supervision was present? Was an im-
paired clinician involved? It is important to think beyond
“bad apples” or blame in order to consider the mechanisms
by which good people can create less than optimal results.

3) Policies: Are there written policies for this type of event?
Are they accessible and known throughout the organization?
Were the policies followed? If not, why not?

4) Procedures: Are there standard procedures that should be
used in handling this type of clinical scenario? Were there de-
viations from this standard approach in this case? If so, why?

5) Place: Were there workplace environmental factors that
may have contributed to this event? Is there an appropriate
degree of staffing for the clinical volume? Does the physical
layout of the environment contribute to consistent and safe
care or its inverse?

6) Politics: What broader institutional or outside factors
may have played a role in the event? What are the interdepart-
mental dynamics? Are there recent regulations that have led
to a shift in care? Think about recent events, both within and
outside of the institution.

As noted by Drs. Jayaram and Triplett, lapses and barriers to
high-quality care are unfortunately common in healthcare
settings. It is through the approaches that they described as
well as the systematic application of tools such as the six Ps
that front-line clinicians can begin to improve the care we
provide in all mental healthcare settings.
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Dr. Jayaram Replies

TO THE EDITOR: We thank Dr. Weiss for his observations on
our article. The six Ps that he recommends are indeed an easy
way to analyze critical incidents. Vincent et al. (1) summa-
rized the approach to not blaming individuals and to examin-
ing systems that permit errors to occur, with an emphasis to-
ward improving performance by correcting organizational
lapses, oversights, and policies.

The APA Patient Safety Committee has described a team
approach to reviewing factors that contribute to adverse inci-
dents (2–6). Dr. Weiss advocates such an approach with his
mnemonic. The publications of the APA Patient Safety Com-
mittee are pertinent to the process of analyzing adverse
events in psychiatry and may be of interest to those who are in
leadership positions at psychiatric care facilities (2–6). Addi-
tionally, the APA Patient Safety Committee has developed
guidelines similar to those of Vincent et al. and others and has
produced a handbook of patient safety that is available to all
its members on the APA website (7). In a chapter on root-
cause analysis (7), the process of examining adverse events is
discussed as well as various entities/variables that may im-
pact the care process. One way to answer the “why did this
happen” question and pursue possible areas for intervention
is to use the root-cause analysis diagram (Figure 1), until the
“why” question can no longer by asked.

We welcome collaborative efforts by Dr. Weiss and others
toward advancing patient safety in the field of psychiatry.
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