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Q:  How are the methods you describe different from standard after action reports and other existing 

tools? 
A:  Standard After Action Reports often do not dig deep enough into the systems issues that 

contributed to a given incident. The tools we have discussed can be used to supplement the hot 
wash and after action analyses that take place. The root cause analysis process orients those 
who participated in the response around a common framework to conduct a probing analysis and 
is more structured specifically for public health emergency preparedness than current root cause 
analysis processes. 

 
 
Q:  Are people really willing to speak openly about the failures of the systems they work with? 
A:  In the test visits we have conducted, we have found individuals are willing to share their 

experiences when the goal is organizational learning and systems improvement. Due to limited 
resources and the singularity of events, many seem to understand the importance of learning 
from these critical incidents, and this contributes to open conversations about a particular incident 
to ensure the same issues don’t happen the next time.   

 
 
Q:  Why would peers want to participate when they are already limited in their time at their day jobs? 
A: Peers also benefit from participating because they can bring back the lessons learned in another 

jurisdiction to their day job.  
 
 
Q:  How do you plan to disseminate these tools? 
A:  We currently have a toolkit for practitioners as well as online modules through the Harvard 

PERLC (http://www.hsph.harvard.edu/h-perlc/). We have written two papers on this topic and are 
currently writing a third specifically on root cause analysis that are or will be cites on the PERLC 
website. We have also conducted training sessions at conferences such as the Public Health 
Preparedness Summit and plan to do so again. 

 
 
Q:  What is a "NIMS model of communication?" 
A: The National Incident Management System has a very structured communication process for 

incident management.  
 
 
Q:  Will the system you're describing allow the local program to sort for their locale to derive direct 
 benefits? 
A: The Critical Incident Registry could be searched in many ways to help a given jurisdiction.  

Departments will be able to search for similar events, similar jurisdictions, and specific public 
health preparedness capabilities tested. 
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Q: How would this proposed database relate to the CIDRAP public health practices site and LLIS? 
A:  While we cannot speak much to CIDRAP, we have found in our research and conversations that 

LLIS often does not include the deep analyses that the process we describe encourages, and our 
hope for the CIR would be to enable these analyses. LLIS is also not focused on public health. 

 
 
Q:  Is root cause analysis appropriate to measure the effectiveness of a response for large scale or 
 catastrophic events? Or can it be assumed that it's appropriate for small incidents? 
A:  Rather than focusing on measuring the effectiveness of a response, root cause analysis is a tool 

for learning from an incident response in a way that can benefit future responses. It does not 
show whether the response was effective but rather can be used to highlight lessons learned 
throughout the process of conducting the response. Root cause analysis can be used for all types 
and scales of incidents, but some large incidents might have to be broken down into components 
for in-depth analysis.  

 
 
Q:  How is the CIR different from the current surveillance registry being used by local health and 
 state health departments? 
A:  The CIR will focus on the system’s response to an incident, not the epidemiological dimensions. 
 
 
Q: How do you envision root cause analysis taking place in the event of an incident? Who would 
 be part of the team? 
A:  Root cause analysis typically happens after an incident response has occurred; however, the 

framework can be used throughout a response to orient the involved parties around common 
goals or terms. The ideal team members are those who participated in the response, ideally 
representing a variety of organizations. There can also be value in bringing in a peer with the 
appropriate expertise from another jurisdiction to serve as an objective facilitator.   

 
 
Q: Does root cause analysis require additional data collection or is there an opportunity to use 
 existing data methods and sources that are part of the AAR? 
A:  The root cause analysis is an opportunity to draw on existing data. It can be done in conjunction 

with an existing AAR and should not require additional data collection.  
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