
CauseEffect

Why?

NOTE:  Read the Cause Map from left to right 
with the phrase "Was Caused By" in place of 
each arrow.

Step 2. Cause Map
Detailed Analysis
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Investigate Problems. Prevent Problems.

Patient Safety 
Goal Impacted

Compliance 
Goal Impacted

"Never event"

Patient 
Services 

Goal
Impacted

Costs for 
both 

surgeries 
waived

Organization 
Goal

Impacted

Property
Goal

Impacted

Wrong surgery 
performed

Employee 
Impact Goal 

Impacted

Patient lost fatih 
in surgeon

Labor
Goal

Impacted

Physician
performed 

wrong type of 
surgery

Evidence: Carpal 
tunnel vs. trigger 
finger release

Operating room 
staff did not 

point out error

Patient spoke 
only Spanish

Third minor 
hand procedure 

of the day

Surgeon
performed 2 
carpal tunnel 

releases before

Emotional 
encounter with
previous carpal 
tunnel patient

Arm only was 
marked, not 
specific site

Hospital 
protocol

Third patient 
briefed prior to 

second patient's 
surgery

Assessing 
nurse not 

present for 
surgery

Change of 
operating room

Change of staff

Change of staff
Other surgeons 
running behind

No tourniquet in 
operating room

Patient did not 
point out error

Surgical site not 

Surgical site not 
clearly marked

Surgeon 
thinking about 
carpal tunnel 

surgery

No time-out
prior to surgery

No time-out
prior to surgery See same cause on map

Nurse believed 
surgeon had 

time out

Surgeon 
speaking with 

patient in 
Spanish

Patient spoke 
only Spanish

No interpreter
available

See same cause on map

Staff flustered

Circulating 
nurse leaves to 
get tourniquet

Patient
preparation 

removed mark
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Possible Solutions: 
Ensure independent 
interpreter available

Possible Solutions: 
Mark on exact site with 
marker not removed by 
preparation

Possible Solutions: 
Hold time-out prior to 
surgery with all 
personnel in the OR

Possible Solutions: 
Check supplies in OR 
before patient arrival

AND

AND

Possible Solutions: 
Hold time-out prior to 
surgery with all 
personnel in the OR

What Problem(s) Wrong surgery performed

When Date ?
Different, unusual, unique Patient spoke only Spanish

Patient moved to different operating room

No tournique in operating room

Nursing change mid-procedure

Where Facility, site Hospital
Unit, area, equipment Day-surgery unit
Task being performed Release of trigger finger

Impact to the Goals
Patient Safety

Patient Services

Employee Impact Patient "lost faith" in surgeon

Compliance "Never event"

Organization

Property, Equip, Mtls

Labor, Time

Costs for both surgeries waived

Wrong surgery performed

Step 1. Outline
Define the Problem

Step 3. Solutions
Action Items to Reduce the Risk

Wrong Surgery Performed on Patient


