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The Healthcare Accreditation Institute (Public Organization)

Risk Management

Guidance for Implementation of
HA Standards (4t Edition)
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Risk Management System

WHAT:
] = a A = A o ¢
Risk management ﬂaqﬂwaanamw Ltaz’lﬁﬂﬂiﬂi‘fﬂ%ﬂﬂiﬁ%’]adﬂﬂi LLas
1 ' 1 1 Q/ 6
muqumwuﬁmma ‘) ‘ﬁa’lﬁlﬁNaﬂﬂﬂ%ﬂﬂdﬁ’]&d’]‘iﬂi%ﬂ’]‘iﬂii@ﬂ(ﬂf].‘ll‘izﬂ\‘lﬂ
6
ﬁ%ﬂtﬂ’]‘lﬁ&ﬂﬂl‘ﬂﬂdaﬂﬂﬂi
WHY:
a = o <& A ) =
A0TNNUTIUIANAINNLALIITWINANIN mmwLaﬂaﬂﬂﬂuazmwmﬂ\ﬂ%
U = A & T = &)
ms(g]u,a B;lj‘].l’)%l ﬂ’]‘J&ILL%’J‘V]"I\W]tﬂ%‘igﬂﬂi%ﬂ’]iiﬂ&laﬂﬂﬂﬁ'}&lLﬂil\‘]tﬂ%
A o & ] [ a aea { [~ {
geanilwnalwasdansdpianinlaamaidwang waziluinlineloaas
9N
HOW:
® Risk management principles
® Risk management framework

® Risk management processes
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Risk Management Principles (1ISO31000)

RM a519uazUniasnmuan (values)

RM Lﬂudauwﬁwamnnszmumwaaaaﬁns (all processes)

RM 1ugdqunilsvasnisinaula (decision making)

RM wangpannennuliuduauligniaun (uncertainty)

RM WuiSesvasanuduszuu Slaseadredn fiuan (systematic)
RM aguniugnuvesansaumaAiinfigniiies (best information)

RM Usulviadannaaenuusunuas risk profile (context)

RM 1hdadeanuuyeduasInusssudinansan (human and cultural)
RM dm21uluselauazlainany (transparent & inclusive)

RM fiaaadunain mgluez}éfl uazABUaUBINIsABULUAY (dynamic)
RM taeliiiinsusuussetinsdaiiiosluasdns (improvement)

Source: 1ISO31000 Risk Management: Principles and Guidelines

———




Risk Management Framework (1ISO31000)
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Framework = a9@isznauaia
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Source: 1ISO31000 Risk Management: Principles and Guidelines
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*  AMUUAULYIUIBUSHITAINULELIVDIDIANT

*  MuuadindAdmiunsuSIsAEe

*  AMuATRQUITAIAYBINTUSINIAMUIADS

* yauvaneuthsuinvaulunsuinsanudes

¢ JaasImIMeINTenITUSIIAUIEe.

¢ Foamsuszlenivasnisusmsannuides

o atlusyussAUsznaudAnlusEuuUTMIANLLE VDS
99AN3



- \ =
6 (-9 a\ .
aaﬂﬂszﬂaua%ua%%szuuusmsmwL%&la

F [SQua ISQua [SQua
o )

anuususavAtuNIwWanIuUWeEILIa (2VANISUKIBU )

The Healthcare Accreditation Institute (Public Organization)

o ylavrausnsanudes (Risk Management Policy)
Lﬁu%’amwﬁﬁzqmqmjaﬁuLLazﬁﬂmwaamﬁnﬂu@mmsﬁmsmm
e

* LAUUSHITANULEDS (Risk Management Plan)

* LAUTTYDIAUTINDUVBINITUSTING WU uasniwennsiazldlunns
U3MIAULTLS

* 23AUsENEUYBINTUIMS: s2ilsuUfuR nsURURA wihiuiiaveu
AaNTsu (SAUNERUTULAZLIAN)

* LAUUSNISAMNLEE9D1RTATIIRNIZENTUUSNS NTTUIUATS
TAsans dwsuTeeedns wiounedIuYeIeIAns

Source: 1ISO31000 Risk Management: Principles and Guidelines
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The Healthcare Accreditation Institute (Public Organization)

¢ ﬂi%U’aumiU‘%mim’mLﬁm (Risk Management Process)
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* nzifoudanisanudes (Risk Register or Risk Log)
Duenarmdniiaiduaasdelunisulnsanudemntuneu s
N15UsELIU N1519UKU N15ABUEUDY LUIUDINITAAAINLAZNUNIY 91
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Risk Register & Risk Profile
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* NELUPUIRNITAULEBY (Risk Register or Risk Log)
Juenarsuaninaiuaiasdialunisusnisanudssnvunay vinli
Junszurumsidddin iuwadn JSudseisnisinauegisaias
® Risk Profile
* Juena159UN8YATaIANULEY F99199TUAUHEIINGRIANS
AB9IANTT W3BUNEIUYVBIBIANIAL (1ISO31000)
< a ¢ Aa = a J
* WunmsAasendsliunaludnnaudssnnengg

5 Extreme

N199ANTADILNTLY

* @aunaualugy risk matrix %39 risk rating table |
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Risk Management Process
& Risk Register




Modify
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- > + Intemal & extern al factors | ¢———— |
* Objectives
«  Appetite for risk
Risk
Assessment _—
Risk Identification
< + Describe

Communication & Consultation
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The Healthcare Accreditation Institute (Public Organization)

NION MIAINAGCVICNI FRVLVECoo

— e

Establish the Context

+ Find risk source or trigger
+ Polential consequence

|

Risk Analysis
. Understandtherisk  [d—t—b
+ Determine level of risk

|

Risk Evaluation

11

Monitor & Review
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The Healthcare Accreditation Institute (Public Organization)

vangfensivuadaudsneuenuazaeluiiesdnsdesiansanlunisivuavauwnvas

sTUUUIIIAMAIEes nMsivuauluieuinianudss uazn1sdnvia risk criteria.

uSunAeuan (External Context) Jadanisuaniifinaseisnisuinsauides 1y

* giidauladrudenteusn (Arden n133U3 ANMUTURUS)

o Fwndauluseaudien (Wuil Usune ana)

* Fuwndou Fru Yausssu mades nquane detedu sty wmalulad iasugha
SITUVIA NITHYIVU)

uFunaelu (Internal Context) Jaduneluiiinarnaisnisuinisanuides wwu

* glduladrudunielu

* szuumniugua (1596319 ulgue InqUssasn unuIm A1sESURnYaU NSEUIUNT
andula)

*  ANUANNUSITIWNUSHYN

*  AAUEINITAVBIBIANT (ANN3 NINEINTYAAE WAlUlAE VU KATTEUL)
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Source: 1ISO31000 Risk Management: Principles and Guidelines
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The Healthcare Accreditation Institute (Public Organization)

Risk Register

A F G H | ) K
; Risk Identification Risk Analysis
. . . . o Likelihood |Consequence| .

, Risk ID Risk Title Risk Description Quarter (frewquency)| (Impact) Risk Level

3 1-5 1-5

4

5 |A01 oL | 0
Q2 0
Q3 0

flsa 0

Establishing
context

| i

Risk Monitoring & Review

° = a aa A o 19/ = 61
3Jﬂ'liﬂ§]u(§l(§l'luu’lmiﬂ’liﬂﬂ'l1ﬂ%ﬂ ALNEG LA

-g L B ——
[1+] . -
Risk assessment ; Residual
S _5 Risk ID Risk Owner Fie‘:z: D;Li:::t Result of Review Risk Risk Status
2w Risk identification quency Level
<3 erheltesed
= § Risk analysis
E = Risk evaluation A0l
]

v |
]
FiTaunrolassaazls
Risk treatment Q:’ u“; ¢ 4 .
. smuqummsmnﬂasmuﬂaﬂﬂamﬂs

_ . ﬂ'a‘sﬁmiﬂ%'nﬂ‘gammmiaﬂ‘sﬁ"\a

Risk Treatment Plan -
Risk ID Risk Transfer & Prevention Risk Monitor & Control Risk Mitigation QI Plan
nasaslasiukasanlanauae MIARINLAEAILAN WUIVMIUSTINANILAEWNE Wiawdnaulusi Wiavi g iu

AD1

~N o N

=)

14

6

Source: uw.agi’wu ?qlmqjaqa gij”maqm’g@ﬁ AIN.
B ——



Risk assessment Wunszulun1snusznaudig 3 Tunau A

Risk identification Wunszulunsitlddum Juf uazwssanay
\Fesiionaiinadavnnisussainguseasd

Risk analysis Wunszurunsiidvinanudlosssued wiasiiun
LATEIMIATEIANNLEEY UssunmuAnszauauides Anvnanseny
189ANIEES ATIvFaUNsAUANTFat

Risk evaluation 1JunszuaunsilauSeuiisunanisiasiei
AMULEBAU risk criteria wasndulainduszhuanudesd
gausulansaly

*  Risk criteria tu TOR Al4UszEiuAMUdssIeausuldnIall

Source: 1ISO31000 Risk Management: Principles and Guidelines
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(3) seAnsiinsUssEiuaMuEsInneluasdng weil Lﬁaﬂﬂﬂawﬁﬂw/ﬁﬁ%'uu%ms
nnnalifisUseassiionvaziinduainnisiiuinig nmsusediuanudesnas
AsUARNUTEIAUIT:

- ANSIANITATUYN;

- AINEANNUNAYN JURLAR NITUIALIY;

- AIAIUANNIIARIYS;

- M3szyiEUgHanann;

- MsAeasiinananlurransdaeugielivirsnuduguade;

- Tawuns;

_ anudesannnisldiaiasiie wu nsldviensaanediianane, wnalwlud/nns
UIALUIINNITINEINELALYDS;

- anudssInn1zdudaglussezenn WY LWananu.
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N1332UAMNLELI (Risk Identification) @ = —

* Junszurunsiunig
*  Aum $U% wazwssasunauEssiiaansaiinadensusea
I UILAIAYDIDIANT
¢ syyuvasvesnudssiilululd
o szusunafululy uasnafionaiinty
e gwnsnldAsnsveluil
«  doyaluofin (@iinmsnifneiintiv)
*  NFATIABMGE] (115911 FMEA %380153LATIZUNTTUIUNT)
*  anuiiuvallidiuladiude
*  Muuzihvasfidienvimy

Source: 1ISO31000 Risk Management: Principles and Guidelines
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N1332UANNLEEY (Risk Identification) Q- = =

Risk Identification

. Date . . . —
Risk ID | Source Added Risk Title Risk Description

A01 | | 13/06/17

FIR e =T I ) TR ¥ (RN N W TR (N

t:i a ° ° ° ax 1 dy
° @adudgan9Aaun (Clinical Risk) @13szylaainisnsaaluil
*  5989UaUANITAI NISNUNIUAMAIN N1TNUNIUITIEITEULAY
1% trigger tools
a ¢ Y
*  N3FAUATIUNTTUIUNIANANUY
*  MsANseuNIsauanULY



N1332UANNLEEY (Risk Identification)

* AUE899UY (Non-clinical Risk) avsasaunquuszinnseluil

AMULEBIAIUNAYNS/5319
aandsadunguune szideudatedu
ﬂ'nm?imé’ﬂum%’wmnsqﬂﬂa
AULEEIAIUNITIRY
AULEEIAUEIMINSDY
ALE IR IUENTAUIA
AaEBaduUR AN

Source: ISQua International Accreditation Program



Wunszuaunislunig

1IR3 1A5TTUYNG UNEINNT LATHINAVDIAIULEE
Uszu1unN1552AUANLEY (risk level)
ANWINANTENUNATNUN

ATIVHBUNINTNITAFIUANN YD

Y

A19819LaINUIURIAULEYS (Risk Source)

AUFUNUSUAZVRNWUNIINITAN, ATUAINNIIATUNYNUE
LAENNTTTURAYOY, H01UNITAILASNITNANRUNINATEFAR,
Winnssumanalulad, wuoalduwaznisildsunlasmanisiias,
AYSIIUYA, human frailties and tendencies, management

shortcomings and excesses.
Source: 1ISO31000 Risk Management: Principles and Guidelines
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N13ALATITUAINLELY (Risk Analysis)

Potential events

= 7
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The Healthcare Accreditation Institute (Public Organization)

Risk Level p— Consequences X Likelihood
Generally
5 Un-Acceptable
GU SEVERITY
g* ALARP
g 3
2
GA | As Low As
’ . . q% “‘Reasonably” 5 R
SEVERITY Practical g -{\Q
o] .35"
= (e
Generally & G
Acceptable
Risk as Currently Stated in 1SO 9001:2015

Severity of Harm

Prabability of Occurrence

55 |Catastrophic 0-5  |Frequent
5-4  |Critical 0-4  |Probable
53 Serious a-3 Occasional
52 Minor Q-2 Remote

51 Negligible 0-1  |Improbable

| Medurr

m Low



A ¢ { i .
N13ALATITUAINLELY (Risk Analysis)

Risk Analysis

Likelihood |Consequence
(frewquency)| (Impact)

1-5 1-5

Risk Description Quarter Risk Level

[ ot ] 0
Q2 0
Q3 0

w1z Ua:

[eFZ2mY

a i ] @) 4 . .
'amﬂzﬂamaﬁmwLﬁﬂaazﬂmmﬂ%qu N30 (Likelihood)

wn 6

"3mswvfwaﬂszﬂuw%amﬂmqw,wwaaa‘ummsmmﬂLﬁﬂﬁ%

0

Uszaunmnislaglraz i 1-5 (1=(§‘hqﬂ, 3=11unany, 5=g§98 )
ot W (o

UINAUWWNIFDILAIAI18 NIl Risk Level

NIIMIANAUANAIAVDY Risk NIRNA

B ——
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n133uNa/lURAaAINLEY (Risk Treatment) Ba iRl

® Risk Treatment

< =i .
*  WunszuiunsiunIsanANNTULTIURIAULERY (risk
modification process)
' = = o = a va
*  Usznausienstasnmaiaanuasn1simiauaanluufun
a wa = = o =
*  ASUHUAMUNILEBNABNITAIUANTIBUSUNITAIUANAULEES
®* Risk Control
*  N13MIUANABNITUNNIATNSANNY IUHURLNEANAIINTULIIVDY
ALY MIAruANintullalin sdsaluillugnnsufun
°  wlguiy seUsUURUR wuUFUR nzuIun1s wmalulag
a ad ¢ I~
wiaila 35015 aUnsaln3adlie

Source: 1ISO31000 Risk Management: Principles and Guidelines
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n133ua/luaaanluLdL (Risk Treatment) @

® Risk Treatment Option
*  waniAes (avoid the risk)
* aa (reduce the risk)
¢ YIaunasnUEes (remove the source of the risk)
o JSuWdsunaditindu (modify the consequences)
o Wasuaudululgiazia (change the probabilities)
o LLﬁﬂﬂu/dﬂﬂiauiﬁﬁﬁgu (share the risk with others)
e  5uld (simply retain the risk)
* uienlania (increase the risk to pursue an

opportunity)

Source: 1ISO31000 Risk Management: Principles and Guidelines
,,—_a_
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1. anasunulunisiaannagnsnazlynauauaInuiEes

2. fiviu Risk Owner uazaauusnentiisuiinvey

3. fvuaufuAnsidauiiaziluufdnunagnsaidentd
4. fvune M suadynisuiazisuandndivanisal
Andu

5. ARaT3UUsTUULATAMUALIATURURNS

6. Mannudsasiuilailaiingtinnl uaznisdsldunu

7. seyANLEgainInINasgevaeag



Risk Treatment Plan

Risk Treatment Plan

QI Plan

Risk ID Risk Transfer & Prevention Risk Monitor & Control

Risk Mitigation

QI Plan

= ] = =
wnasmsilasnuuazanaTauauLany ATRaAIUNLazaIlual

A01

3 wWoto = on o e o

[y
(=)

A2 YITUNBIUNINUAINNLAYS

UWUINUTINANMENK 8

vilawdeaului wiavih iddu

| |
= o

. 1 A VU A VU A 1 1Y
Risk transfer: a1n ﬂfﬂ%ﬂ’ﬂ&ltﬁﬁl\ﬂ%ﬂ%a% mamﬂmquwazmma

. . ° . . 1 &) A aea
Risk prevention: #1 guideline @13 ¢ N']L‘.I.I%LLW)W]G?JQ?IJGI

Risk monitor: azaﬂmwﬁa%ﬁﬂw%aﬁagaaﬂmﬁamwﬁ'vf&mﬁ

a e N ~1 ::? A W AaAa a LN 6
Lﬂﬂqummszﬂﬂ LI3NYWN ‘VﬁE]TU‘ﬂT]‘iJﬁﬂ(ﬂﬂ']itﬂﬂE}lfIJ(ﬂﬂ']‘Sm

q o { @ A & W LN 6
Ql Plan: L‘ﬁﬂ‘lr‘i']ﬂ"l(ﬂﬂﬂﬁ"ﬁﬂL%%ﬂﬂ%%sl%ﬂ'ﬁﬂaﬂﬂ%ﬁc]‘ﬂ@lﬂ']‘im
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The Healthcare Accreditation Institute (Public Organ ization)

S o timal care and Safety as best practice: aspire to
be:ef't adherence to standards Standards
. o IMpProving healthcare processes
and system
Unreliable care/poor quality :
Risk control
Poor care with probable minor __Improving capacity for monitoring,
harm but overall benefits ad aptation and response_
Y
Care where harm undermines - - . SR
riI::Leta::Em any benefits obtained Mltl g ation F(%::':Sr\':t::?

i_fer Healthcare

Strategies for
the Real Werld

http://www.springer.com/la/book/9783319255576
e amm—— S e



Safety Strategies / Risk Treatment Options

Safety as best
practice: aspire to
standards

Improvement of
systems and
processes

Focal safaty programma to
reduce specific hams

Improve reliability of
targated processes

Improve confinuous professional
education to adopt best practices

Davelop more sophisticated
guidealines for complex patients

Staff training, assessment
and feedback

Standardisation and simplification of
kay procossas

IT to support decisicn making
Automation of procasses
Improved equipment design

Formalising team roles and
responsibilitios

Standardisation and enhancament of
handovar

Improve working conditions -

light, noisa, physical environment
Raduce interruptions and distractions
Improve organisation and lewel

of staffing

Creaticn of new rolas and posts
iz improve coordination

@fg ~~ " <
w [SQua | ISQua & ISQua
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The Healthcare Accreditation Institute (Public Organization)

Safety as Best Practice
ﬁmu@ﬁ;@Lﬁuvl,ﬂﬁmsamvu@ﬁmawm’%‘m

WU reliability 289n3zUIwMIMduTnans

1 ”mmjuﬁ%w%wﬁaﬁﬁ best practice ¥1UJUA

(%2 ) 1

ﬂmLmedamaauﬁﬂ@ﬁm{mjﬂa ONTUT A

Improvement of Systems and Processes
Anausuisning dsaidn axviounad
linszuawnInandsuazsdwngn
15 1T gronseadula

R nTeu w0 Ll
Uitdpnmssswauuazviliiduinasau
ﬂ%uﬂgdﬁlaLn@ﬁawlumsﬁ’mu
AANIIVAIIRIZURZILNIBIND
ﬂ%’uﬂgamiﬁ@aaﬁmuazs:@”u SAMIND

ALAUILAZUNUIN bsNTUTE R W



Safety Strategies / Risk Treatment Options

Monitoring,
adaptation and
response

Mitigation

Improwve salety culbure

mprove debeciion of detaoration

Cievaiop BMETgEncy Ssponss
Eystams

Devalop team croes checking
and monitoring

Briefings and anticipation of harands

mprove onganisstionsl responss
ba pressures and thraats to salety

Megolate rasponsa bo ragulstary
demanos

Palicy of explanation, apalogy
and support Tor Injurad patients

Rapid response to physical ham

Psychological suppodt for patients and
families

Fa&T to pear support programmes Tor
Etaft

Formal support and mentoing
for stad

Insurance of sisf and I:ll'g-E.I'I-Eﬂﬂl:l'l
against claims

Proacive responsa bo complalnts and
clalms

Froactive rasponzss bo media

Cpen dalogue with regulaiors
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The Healthcare Accreditation Institute (Public Organization)

Monitoring, Adaptation & Response
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Mitigation
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Context: Taking risks is the essence

of the profession:

Deep sea fishing, military in war time, drilling
industry, rare cancer, treatment of trauma.

Salety model: Power to experts

to rely on personal resilience, expertise and
technology to survive and prosper in adverse
conditions.

Training through peer-to-peer leamning

shadowing, acquiring professional
experience. knowing one's own limitations.

Innovative medicine
Trauma centers

10-2

Contexi: Risk is not sought out but is
inherent in the profession:

Marine, shipping, oil Industry, fire-fighters,
elective surgery.

Safely model: Power to the group to
organise itself, provide mutual protection,
apply procedures, adapt, and make sense
of the environment.

Training in teams to prepare and rehearse
flexible routines for the management of
hazards.

Ultra safe
Avoiding risk

Context: Risk is excluded as far as
possible: Civil aviation, nuclear Indusry,
public transport, food industry, medical
laboratory, blood transfusion.

Safety model: Power to regulators and
supervision of the system to avoid
exposing front-line actors to unnecessary
risks.

Training in teams to apply procedures for
both routine operations and emergencies.

Priority to prevention strategies

Scheduled surgery Anaesthesiology ASA1 Radiotherapy
Chronic care Blood transfusion z
—
10-3 10-4 10-6
Unsafe Safe Ultra safe

Very unsafe
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Ultra Safe: Avoiding Risk

Context: wmmwagiﬁlﬂamﬂmwmﬁ'mﬁq@ % NANTT
TUNRLITOW BUARYT VBFINIRTW DARINNTINEINT
#avl JUanImMnmMIwwng nsliiaa

Safety model:
(1) UMy uwIU UALazIzUL supervisor
2) lTWanusaunumidaanis
(3) dmsauquainsiugy Wémw;jmuqml,aijﬁﬂﬂ”u
A A A A o i o
AUATZULINAWANLAEN9zlA front-line actor a3

/;a Rt dl t:i 1 0 [
WTnuanusan a1
(4) Anavsuldnuiunenuiwinsdjuansluntilng
wazlunsdlanidulid judanuuwinenimuald
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High Reliability: Managing Risk S — s

The Healthcare Accreditation Institute (Public Organ ization)

Context: mmLﬁmlﬂuﬁaﬁﬁaglu%ﬁwLﬂuﬂﬂa lalawarsnunazautag-s

L% NISLAWLIA q@m%miwﬁ'}ﬁu NMIAULWRY NNTHNA elective.

Safety model:

(1)
2)
)
)

—~~

3
(4
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(5)

Iﬁéwmﬁmﬁjwﬁ%ﬁ@ﬂﬁ@"ﬁLaa

plafd group intelligence & adaptation

IN13T29NUIINNK (mutual prevention)

msﬁﬂammlﬁlmﬁumﬂﬁm%m"‘gLLazﬁﬂsﬁ’awiﬁ’ﬁmﬁﬂawwﬁ@mjmmz
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Usuarlunisd JidnsiNadamsnuauans.
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Ultra Adaptive: Embracing Risk

Context: aAnuLFsadwIasininasdmdn 1w nmsandalunziadn nasrin

luenu@n q@m%miw@mzﬁwﬁu uzi5enlinuag M3INHKEIY trauma.

anwmsvnawlaiiafiss (unstable) wazungasianamsoildlea (unforeseeable)

NINUDTITNVEI champions & heroes.

Safety model:

(1) lﬁénmmm@%mm@ adaANuiants MIuad AT LI VD
WA uazinalulad Lﬁamwagiamng'aﬁaaluamumifﬁﬁﬁmﬁumﬁal

(2) ﬂ’]ﬁl,mwzﬁm’mé’]L%’fﬂﬁm']3JE%’m”fyﬂ'j']mf‘um’]zﬁqu”&m

(3) M 3HnauIw KW peer-to-peer learning, B3EU3HIWNTLTULN (shadowing),
msinUIedszaunsaliman, misuFednnavasania
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approach Junuaaun1sal seaualuldianesiazldatanianisalla AuanmAienu
anulasnngluszaugtasinalaanizludandeunasuaulainuu.

Intervention strategies yaLduiuaneanu: Gisdwigy N5l N3
Uf|URg198131A5N15 N1SNINUALE LAaTAISAIUAN

n1saualuverUediulugidnlaiu intermediate model of team based care,
N151Y standards and protocols, professional judgment wag flexibility
NENNEIUNU.

L9192 adaptive wadla Geanludasarfesing1uvas core procedures;
adaptive \Uuadunnsnlailadyyruliaziiunisujifiaiu guidelines Nsnun
Ingduds.

n1siagunlasaznaslasuniseausuanguiununnineu danndesnuailiey
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NIAAAIHNLASNUNINAINLAY (Risk Monitoring & Review

*  MIRARINAMNLEYY (Risk Monitoring)

(%4

*  fAennsiiAugua AsredeuLazdanNnagdalilas AURid

Aindu uazieUszifiuinazussadefinnanialiviela
*  AISNUNIUAMULEES (Risk Review)

o JuRanssuiaRansanindaiiadutumunzay Weme uay
ldwalun1sussainguseasafiduaviela

e @qsiinmInuNIUNe RM framework wag RM process @4
ATUARN RM policy & plans, risks, risk criteria, risk
treatments, controls, residual risks, risk assessment

process.

Source: 1ISO31000 Risk Management: Principles and Guidelines
,,—_a_



Risk Monitoring / Review
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Risk Monitoring & Review

Review Date Last Residual

Risk ID Risk Owner ) Result of Review Risk Risk Status

2 Frequency Review L :
eve

2 active/closed
4
5 |A01 5
: 0
-
8
9

risk owner

AayARaNIBAMUAAaNASU authority WadnN1sAiuAULEEelAANMLEY

d! Y vV A o/ o/ o v d'ol 1
MUY BAZDNNUISURASUTBU (accountable) Tun1ssuninuIfnanan?

Residual risk

AaAALHYIiAaEnaeRININ risk treatment option 1Y

a v

HUA

Source: 1ISO31000 Risk Management: Principles and Guidelines



Risk Monitoring / Review
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Risk Monitoring & Review

Review Date Last Residual
Risk ID Risk Owner ) Result of Review Risk Risk Status
2 Frequency Review Lavl
eve
- active/closed
4
5 |A01 5
: 0
.
8
9
WUINIUHUR:

yaulraurdnluiuaunilady risk owner (LIININNI=HANIL)

AMAUAAIMUINALAANY
nunuludsziausalul

* Insufuamunasnisiniuualiinedle Adgywauassaecls

* szavauAnsalilAsuldasluagals

*  adsANsUTUUTININITRL LU

B —



Risk Management Process & DALI

Mindfulness
(auLde)

'

Design Risk Register Learning

Evidence: PSG (SIMPLE) Monitor
Risk ldentification: ,-IA_ECRe w (b )
- past AE eview (by case
- potential risk ImprOV - $§porter A|E
- Trigger Too

- Informal report
Review by risk owner

38
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11 SIMPLE nﬂmﬁLﬁmmaaﬂuaaﬂmmaalm

= g . .
mszq Lﬂ%ﬂ’s’]&l Laﬁl\ﬂ% Risk Reglster

Risk Register

FMEA

Gap Analysis
Human-Centered Design
KPI Monitoring

Trigger Tool

Trace

RCA & redesign

E]‘Ign”@.uﬁ ?qm?;aqa, International Patient Safety Day 2017 “If silence is dangerous” (17 AW 2560)
B

“ 4 daaa
NELUAWAMNLRLINHNT I
AATITHANANELAAILASHANTEN L
AATIEREINIA

v [~ 6
panuuulaguwwamduaudnany
AAAINAIBIAFIATY
1% trigger BB ILLTgHNIMUNIN
ANIR8ANITUN LRI
a\ ¢ 1
ALY root cause WaraanwuL LAl
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Healthcare Governance Com

Chief Executive, Chairman,
and Non-Executive Directors:

assurance |
. scrutinise effectiveness of pati
safety and risk manageme
arrangements

NHS
Board

. assurance, accountabil
residual risks
. resources

Level 1

Directors and
Board Management
Group

Executive Directors and Senior Managers: |

. evaluate, filter, action key residual risks
. Corporate Risk Register
. resource decisions

Level 2

Divisional / General . giSktR?g//ixst?s 2
« Controls/Action Plans
Managers * Resource decisions
e Monitor/Evaluate
Level 3 s Report/Escalate regional risks

Risk Assessment
Risk Register

Controls/Action Plans
Monitor/Evaluate
Report/Escalate

Departments, Nurse Managers
and Clinical Leads

Level 4

Wards, Teams and Medical Specialities

Risk Assessment.
Risk Register
Controls/Action Plal
Monitor/Evaluate
Report/Escalate

Level 5

e o o o o

Frontline Staff

A comprehensive Risk Register has
the potential to provide information
on the ‘totality of risks’ facing the
organisation.

The Risk Register will work on up to
five main levels

Health Care Provision

Hazards Threats Problems
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Reactive Proactive
Consultation - Staff and Patients
Complaints, Incidents, Claims
Organisational Objectives
Internal Inspections / Audits
Risk Assessments
Internal ‘ r k b Internal
Risk Register
External 1 External
' SIGN
HSE Reports
NHS QIS
Police and PF Reports
Mandatory / Statutory Targets
National Initiatives National Reports, e.g. CEMACH
Consultation - External Stakeholders
MHRA, NPSA, Notices and HDLs
Scottish Parliament Safety Programme
\ Reactive Proactive ¥

S T SEE——



Incident Report
RCA & Improvement
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Understanding Root Causes

Symptoms Symptoms
= Result or outcome of the
problem
> = What you see as a problem
(Obvious)
Achy, weak, tired

The Problem
= Gap from goal or standard
Fever

=
2
8
©
P
o

Causes
» “"The Roots” — system below
the surface, bringing about
the problem (Not Obvious)
Infection

Causes
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Nlunoan1 RCA

*  RCA %28lun1333y what, how, & why luaufnisalnsaniny

AUNAINNAVU

Q a o & @ v Y o v
* Root causes [Uudeiagilawiag aunsanumnila 3an1sle

waztdunisaanilavasiulandneung

NANNISLUNISYIN RCA

[Vl IGEEFATIT

siatlesfiunisiingn

dwdn Pareto wWuawaswaudesivinliiAadymann
AU STURNRLYDIAUINTY

nsUsuUssegesaLilns
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RCA L%'ﬂufmnmwﬁmwmm

HINDSIGHT BIAS

3. Listen to Voice of staff
(@

2. Potential Change

1. Story & Timeline

Before the After the
Accident >I Acciden

5. Creative solution

How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?



RCA Step 1: Story & Timeline Q ——
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>4 1. Story & Timeline
g Before the After the
Accident Acciden
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Story & Timeline: |dent|fy What Happened o i
- Aiumamaal
Day 1 Day Day Day Dray Day Day
| 5 | 12- | 15 | 5 | 12- | 13- | £ | | £ | 12- | 14 | £ | 12- | | 12- | | 1 |
* ER 1707189 Dx AGE | | |
B .| ® ERrevisit->admitDxAGE 1 | 1 | 1 A T
OSSO ! ST N N - ® Shock |- toecdr b AT N O S S
i i | i | : | : | | i | : |
' ' ' .\ * Death ' '

__________________

__________________

1 1
_______________

_________

__________________

___________________

What Anazlsyu

When LAa3uLilale

B ——

U
3

Who lastUneiieneas
Where LAATUN L1y

1%

ol

1%

UNIBAIAINALNATUTULT B9l
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is<lanituasnisidaw Timeline s e oy
L) o
= ﬂ"lﬂlll-'ﬂ'ﬂﬂ"l'im
Day 1 Day Day Day Dray Day Day
| e I | e B | | = ] | = | - ] e | | = ] | | = ] | IES
. &) 1 : 1 1 :
ER 17ava4 Dx AGE | |
i .1 * ER revisit -> admit Dx AGE | A Lo :
| |
___-'i' _________________ i ____________________________________ . Shock __-_i__---|__--r_--___--T_--_l__---|_--_'_--_l__-_'i' __________
: : | | | | | | | | | | | | |
Death

__________________

__________________

__________________

_______________

_________

__________________

___________________

IFHUFAINUNTINAMANITAINDUNAY LAZYIIVINIVBLNANITAL

428 TRAUTALAUI Averse Event Aoazls tinduluyaelnu

Y28 TuN15NATUIANUTUARUSLTUNAUATHE

¥28lun13neAIUI ULl SIANYUTENINIUANITANTZY
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RCA Step 2: Potential Change L ——

The Healthcare Accreditation Institute (Public Organization)

| >4 1. Stbry & Timeline
g Before the After the

Accident >I Acciden
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) MANCHESTER  Manchester Mental Health INHS |
CITY COUNCIL red Sockl Cave Trumt

X

SCENARIO

« 23 year old man

« Diagnosis of schizophrenia
* Lives alone

» Mistrusting of care staff
 History of self-harm

ANYINSUA98193N
https://www.youtube.com/watch?v=NWLA4kbiWypk (‘mﬁ‘ﬁ 3.14)

\Junsld Swiss Cheese Model fvinlifiiiu flow va9nIzUIUNITYUATALIY


https://www.youtube.com/watch?v=NWL4kbiWypk

nnnnnnnnnnnnnnnnnnn

A unIwan a (20 KBU)
The Healthcare Accreditation Institute (Public Organization)

#43) MANCHESTER  Manchester Mental Health
CITY COUNCIL

WOR EM ‘

Each slice of cheese isia protéctive factor v
reduce the likelihoodfof'an incident occt




A 4

A 4

Assess Plan Educate — Discharge

Monitor & reassess
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< 2. Potential Change

-

1. Story & Timeline

Before the After the
Accident >I Acciden

Tfianlviging1Ua9laUsntE1aINYUNBIVDINUAUAIUANSE
NNAUTUNUIN UWATAITTUNTIVUNUINVBIEDY
' v oa v Yo v '
N1INIUIHINEITaslasudayaasls ulanatayaagnsls

o %4

4 Y o Y a 14 o
foen1502ls Avaanaaszls ialmAnanulanuiieu

Qe

o

A254 facilitator FWAIANDINAKUIZEN LABLANIZAIIN “Why”
- L‘J Tate.
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Root Cause Analysis Training for Health Care - Root Cause Analysis

’

2

A f4519U558nANUannng
§ X WUNNSZUIUNS
Rosenfary ons RN, BSN Lidunanilneisyana

HealthEagt Quit Management

WEIIUDIURT Why
ANYI519a2LDgALAZA29819910

Root Cause Analysis Training for Health Care

https://www.youtube.com/watch?v=4bldoFN5alg¢&feature=youtu.be



https://www.youtube.com/watch?v=4bldoFN5a1g&feature=youtu.be

waagivalniz latfavuae

013 WHY lagdiuuinaessuvaglula

Organizational Factors Organizational Factors

Local Workplace Local Workplace
Factors Factors
Unsafe Unsafe

Act Act

A 4

A 4

Assess - |Diaghosis!

Discharge

Plan i Educate

Monitor & reassess
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Organizational Influences Culture & leadership

Technical support

Unsafe Supervision Training

Clinical support
Preconditions

o |
-\
3
I 2/

Staff shortages

Inexperienced
team member

Falled to moniter’
vital signs

Poor team
communication

Defences
Potential
adverse
events —l
Lz\t?l}t f Causes E
condition I

pathways { Investigation
'

Policy writing,
training

Standardizing,
simplifying

Improvements
to devices,
architecture
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Local Workplace Factors Organizational Factors
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guonluwnulasu; GHEV LAWNID LW

A A & v & A A o A i
LAIDNA D Qﬂﬂﬁm LITATUN FDTUN &lﬂ')’]llWiﬂ?J%iﬂVLll

dl A o ot L7 dld o dy
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miﬁﬂamuLLaxmﬂﬁﬁagaaﬂsﬁ’mﬁﬁh s
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Fauanay oz lsngqele InIwennas lsneaIn1siNg
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HINDSIGHT BIAS

3. Listen to Voice of staff o
(@

2. Potential Change

-;»a

1. Story & Timeline

Before the After the
Accident >I Acciden

& i o
e = R Wuninveae RCA Facilitator

......
sssssssssssssssssssssssssssssss
Regulatory Responsibilit

NazUszuIadayananun
< v A o o 1 =
wasUidudadudessuudmsunsazyaiasu

Accident

DEFENSES
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HINDSIGHT BIAS

3. Listen to Voice of staff s
@

2. Potential Change

1. Story & Timeline

Before the After the
Accident >I Acciden

4. Swiss Cheese

5. Creative solution

How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?
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An Organizational
Approach to Patient Safety

' % Developed by
aHE
s () =

United fo Improve.
America’s Health®

1%ﬂiﬁ)ﬂﬂ’l$ﬂ%%’liajﬂ'a’mLfﬂ%taﬁ
MBNQA/TQA/HA nuandasanaeilas
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WERAY bILRWIN patient safety 11U top leadership priority

ﬁm%mfﬁmﬂmmm%aqﬂﬁmam‘f AAFIININYING
ysm'lmsmsﬁfmﬁflﬁ RM & QM 31N®@I% PS
MNUALALAENIINNIYALALINI DA R TZALFY
AAMINANMNAIIRIENLEND

1 = ¥ % Q
‘V!ﬂ‘ﬁ%’) EIG’I%LLEI%‘Y]NG’I%‘]J?&Egﬂ@ﬂ‘li%ﬂﬂﬂ’)’]&ﬂaElﬂﬂEl

HILASNIBIUSTTH LHNNA1I LN Lﬁafcial,a%aqmsuﬁaﬂuﬁ’aadauazum%m

Anlauralanainlne

AR EILEINUALIWI19IAN1II1897% AE & near miss

o

d =) { (- %] 1
1IN U L LABLBITEUUDN AE L‘ﬁalliﬂlliqdLLR%LL?IJMTW]JYIL%EI%

Y d; % ¢ U 1A A v =
1IEAUFITIFIINUUNNHUATHU TR AN IRANEA

eXp eXp B
o

=

WU DEN mﬂahénfmﬂummau ua:msﬂnqununauqmmw

Source: American Hospital Association (AHA), developed by VHA 2




[SQua [ ISQua £ ISQua
ORGANISATION SYINDAM W

anUusSUSaVAINIWANIUWEIUIA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

UszLAUAINLALI6D error & AE INdadans Ldudszan

a\ W] 1 [ 6 1 c:
ﬂs:m%mwﬂaaﬂnﬂé’ﬂw‘l%‘s:ﬂuaaﬂn‘sa JISANIAND
[ "\ .:1' o Q U
Glzmamsﬂszmmwamtmumwﬂaamnslg«lﬂ'w
l,mumamaqum‘s‘smsaﬁa%"mﬂ'mdﬁuﬁa 1SavaNlasnny
Uszilinanuaarsavasdasnavlunsdjiaeadanivuaizasanalasans

Ussw’iumw%wﬁaLtazﬁ’um@ﬁusﬁmm%wL%ﬂu;af’/uﬂaﬂu

o = 6 d: a\ dl o WY
WIUNLIYBINNDIANITOW u,azﬁqiﬂaa%mmsa“lmm%mwﬂaaﬂﬂs.lrdﬂ'asl
ﬁ'ngmmé'ﬂ's aN1IINIBNITEWNH A LINVANLaan e

. Source: American Hospital Association (AHA), developed by VHA 2
e T



e S ———

e =, 7

sl e D | Qs '~ I | 1 ISQua [ ISQua I\’Qull
%g«lﬂwlmaum'z NAIWIIN _ = e S
[ VXV A o [~ P [~f -~ 1a
lemaga‘nmmmwaLﬂutwa%@ﬂm
1 1 ®
AaUAWDIAD concern ag19IIALID
i’ Acmnx
Design Learning
niguazasauasIN YannatIuazyalng
1 1 di P=| 1 R 6
g3 lwn1Saanuuy maumqmszﬂuwaﬂsmaﬂ
LAZNIBIATHATN | m p rove
64

Source: American Hospital Association (AHA), developed by VHA



< = <z
[SQua | ISQua 7 ISQua

anUuSUSDVAUNIWENIUWEIUIA (D0ANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

a c
A13ANINFLASNIIILAINISHK

ASIZH AE LLasiul iy

% v A6 1 Y R 1 [~ Y
Qﬂ1‘lﬂ8~l3$ﬂﬂ3’lﬂ\‘i'\%ﬂ1‘ﬁ\‘i'\ﬂ 12109978 LadINNaY

JMILIFLaNIANAIRIUAZANBUNINAWIABATWARIINLNA AE

" A [ o o o o @ o
An3ueBumlnvas AE 1ilnszes uazlamunaainuaNNE 1A DBINI TN
imslavayannalasanodil g InunaIag o LNDIIRHRNHBIALAIN
2n ¢ a A @ A v v & ¢
AILA312% AE danasluizasnannsaanuuuimnd i dweawdnansg

v 1
W A v A

AAANAIBIANANANG wERLaRMLNBNIgN1IQuan ilgaunnIas

)

~

[ | €A A 1 o Y
Nﬂ']ii']ﬂd']%ﬂiglﬂ%ﬁiaL‘Vi@!ﬂ"liﬂb‘n&lNa@laﬂqﬁl&lﬂaaﬂﬂﬂaﬂ')ﬂ

)}

{ -y & P @ @ YRV ~
a\lmsﬁammazﬂszm smaqga LABILN El')ﬂ‘]Jﬂ'J'l&l‘.lJaaﬂﬂ ﬂsl% El‘ﬂﬂ'lﬁ'isl%t')a']ﬂlﬁ&l'lgﬁ&l

Source: American Hospital Association (AHA), developed by VHA 22

- = e A -




@ [SQua [ ISQua £ ISQua

an0USUSaVAUNIWANTUWEIUNA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

ﬂ%'wmmqﬂﬂa

151998 gngaddIUusSUNISSI89IU error LazAISARFU lanUaanne

ﬁm%mummnqammﬁ%’ma%
nnm%lé’%’nmsﬂnausuL%aom'ladﬂaamﬁ'mtazm‘sﬁmmqmmw
AN1390 stress debriefing Tagly peer counselors ‘wﬁ’m?mmq
v A 'y 'Y Y a 1 1
Etﬂﬂ?ﬂadlﬂiﬂ support 910 guswwsfﬂﬂv(adﬂaﬂafﬂm
o A A o ~ W [~ ¢ o @ Y] [V
mmﬂﬁ%‘laLwamfuLﬂaa%mwﬂaaﬂn21Lﬂ%aaﬂﬂizﬂaumﬂmﬂaam{lmﬁma
LRZNITHILEINANNNIIRIL

HOLASHATSVIO UL Y UNN

HNausuNNBLNITNIBYBINN (ABAATHN LAZATBAITTINGIHIINAK)

U o € A = L™ d €A A {
Tansdraasaawmsalialnvinszmsiaansluaawnisalndanadeegs

a\ %] YUY A A %] o 1 = | a e dl' Q {
W aNaI MRU LR UNNIzAL Nnauni asdiadfueiailosnwanandes
NNIAADATIANRINLANILAN LATINNAT LIV
AILEINAMAIAMVFINITAATRNITHANWBIAMAIN N1ITOET NIUNTRI WIANTIA

Source: American Hospital Association (AHA), developed by VHA 2t




= = 7
[SQua ISQua [SQua

= e =

USUITLUUINMINDAANITNINIANNDILAZNITATIVF DL

Action
Y 1 o 1
6]ﬂim'ni'a‘alaa’l LB checklist, reminder
(% 1 dl 6 ::5 |
lannasgn 1Bu a1 dauil Hasu teiasiie
V] [~ o @ A A
TEszuuiluaine wsas alarm

[ . { & A { 1A aa 1 I I
lvaengn Wuwssndgialade Design Learning
< ¥ A v P

ammumau‘l‘nmaa%aﬂﬂqm

= | =) "\ VU =
aaﬂLmu‘lwufamaufﬂwm'awnqm1mnwn

Improve
Source: American Hospital Association (AHA), developed by VHA 2

o



= = 7
[SQua ISQua [SQua

= e =

USUITLUUINMINDAANITNINIANNDILAZNITATIVF DL

Action
#1va9n1seanuuulnN NowNIzVL8NE
AN IT Lﬁamwﬂaaﬂﬁ'ﬂﬁﬂw

‘mﬁwauamﬂﬁ‘lmmawa aﬂﬂsmu,a” Desig N Learni Nng

&I mprove

Source: American Hospital Association (AHA), developed by VHA
B

mm‘[u‘[a fnaufvzinissaza

naaasldiasasila qﬂﬂsmttaztﬂﬂfufaﬁ
' A YR 'y
nawnazldad1eni1e819

68



’ o =2 B2 =
| I1SQua || ISQua [ ISQua

Revsiolat] m m

anUusSUSaVAINIWANIUWEIUIA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

High Reliability Organization
& Safety Culture




< <z <
[SQua ISQua [SQua

N

andususavAtuNIwanIuwegIUIa (2VANISUKIBU )

The Healthcare Accreditation Institute (Public Organization)

High Reliability Organization

NEUNETY mindset & culture WANUNITNAIUISZUUIU
gINAN fn3 Ui laganluaie

Mindset — Mindfulness — Culture

3. ANAnILazIMUETINANLaaaY

2. STUVUIMTAMAINULAEANNUADANY - High Reliability

1. szuu9wilnd (eanuuunazii l1ifiia)




é;‘% < <z <z

Safety Mindset & Mindful OIBEBE
afety Mindse indfulness = = s
anuususavAtuNIwWanIuUWeEILIa (2VANISUKIBU )

are Accreditation Institute (Public Organization)

The Healthca
Specific Considerations General Orientation Impact on Process Ultimate Outcome

Sensitivity to Operations
Preoccupation with failure /
. Exceptionally Safe
: State of High ; 2 omd
e bt e Mindfulness Reliability Consistently High
Quality Care
Resilience a ‘d Y,
Reluctance to Simplify a ﬂ Gl u E

. . 1 d U ~ o P b \
Reluctance to simplify Tﬂ‘iﬂ‘i’)fy (AUINNANINAR wuammﬁuwuﬁmmmswﬁa)

. . . O A d = 3 4
Preoccupation with failuyg” pansal ehglula dfianadosezlsiiaansaintulé)

ResilienOx _aTUNWIEAAUINIINE 2IUBNLNTDNTUHD)

Ce . Y S a o 1 o
Sensitivity to operation | g@/A(AUFNINAT ABMIAIARAUNATEUAY - FDaLE)
. -==Z A o o o W @ e
Deference to expertise’ iy (Augn1ey Suilsuazufidasuaiiausaun)
; :

Situation Awareness

14 HA National Forum “29@an3fi11321912” 12-15 A6y 2556
B . —



zgmmwaai’wuﬁﬁa\lmwﬂaaﬂﬁ'ﬂ

anUusSUSaVAINIWANIUWEIUIA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Informed Culture
Nﬂi’ﬁ’ﬁlta Nﬂgﬂﬂi%SWUﬂNﬂ‘)’l&liﬂﬂ%ﬁ&lEll,ﬂEI’JﬂiJ Fl eX| b | e CU Itu re
ﬂﬁ)ﬁ)ﬂ&l%i&kﬂ Lﬂﬂ%ﬂ a\‘lﬂﬂi LLR“‘&NLL‘N\E\E}N muwama

mwﬂaaﬂnﬂmaaswuufﬁmsm

AMNFEINITO WAL VA2V
29ANILNDLNTYNUAAILNA
D638 ANt ABWINNNT
s o [V 03‘ o o a [~
NA1AUTWIIAUU UV INT b
R rtin ltur . ° v

epo t 9 Cultu e SAFETY NN NWBLUULBITIVNIND Y
Nﬂ%ﬂii)&l‘l’lﬁbi’lEl\‘l'l%ﬂ')"l&lﬂﬂwa\‘iLl,av CULTURE

near-misses

Just Culture

UFTYINIAVDIAIN 1| Luatﬁa‘lamawﬂulﬂsunﬂs
aaLaw‘l%m{lwﬂauaﬂmLﬂummnumwﬂaamnﬂ
mmmadm'lmmm%‘lmamma‘smmowqmnﬁam
gansulanazsansulala

Learning Culture

miaiﬂmqmmmwuumauamw
ﬂaa@msm,avuﬂﬂan'mﬂaﬂmmaa
BB INa

Source: James Reason




] '~ U ]
Just Culture A UAKDIADNGANIINVDIRAWDAIIANIZHN
0V
F319UITYINIAAIN 17779 12

Accountability for Our Behaviors

Human At-Risk Reckless
Error Behavior Behavior

Inadvertent action: slip, lapse, A choice: risk not recognized or Conscious disregard of
mistake believed justified unreasonable risk

Manage through changes in: Manage through: Manage through:

Processes emoving incentives for At- Remedial action
Risk Behaviors

Procedures Punitive action
reating incentives for
Training healthy behaviors

Design ncreasing situational

Design Discipline/Sanction

David Marx, Outcome Engineering President
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