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Risk management tools : risk prevention
Risk Register & Risk Rating Matrix
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-Patient safety goals
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Risk Severity/prioritization
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(Risk, Safety, and Quality Management System)
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Toor 1. RISK IDENTIFICATION
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ANMULAINIIAALINTN 11U (Common clinical risk)
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aNuLdanIvadiintaniz1sa (Specific clinical risk)
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Specific Clinical risk g&a-u3t21nssu

Disease/condition/procedure cinical risk / AE/ complication
* Pregnancy induced hypertension e Ecclampsia / convulsion
e Postpartum haemorrhage e Hypovolemic shock
* Labour « Severe birth asphyxia
e Ectopic pregnancy e Birth trauma
e Rupture uterine
e Rupture ectopic pregnancy
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Description Code 1A | Probability May happen

Almost certain E (5) |1/10

(expected)
Likely, Frequent, H (4) | 1/100 Several times in 1 year
probable (high)
Possible, M (3) | 1/1000 Several times in 1-2 year
occasional (moderate)
Uncommon L (2) | 1/10000 Sometime times in 2-5 year

(Low)

Rare, NL (1) | <1/10000 | Several times in 5-30 year
Improbable, (not likely)
remote
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Control Effectiveness

Control
effectiveness

Criteria

(1) Fully effective

Risk being managed effectively, controls well designed and address root cause

Only requires monitoring and review of existing controls

Management believe the controls are effective and reliable at all times

(2) Partially
effective

Most controls are designed correctly and effective. Some existing controls require
more work to improve operating effectiveness

Management has some concerns about the effectiveness and reliability of some
controls

(3) Ineffective

Controls are designed correctly by addressing root cause, but are not currently
very effective, or

Some controls not well designed as they do not treat root cause; there is too
greater reliance on reactive controls

Management believe not enough of the controls are effective or reliable

Significant control gaps: controls if they exist are reactive

(4)Totally Either controls do not treat root cause or they do not operate effectively
ineffective Management believe the controls require significant improvement or new controls
should be used
No reliable controls are in place or available
(5) None Management has no confidence that controls are effective due to poor control

design and/or limited operating effectiveness
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Tool 2. Risk Severity/prioritization
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Risk matrix nvransia Aa
ANsuLvANUsUNSIazlandAtAaLilu 2 szau

Tan&Aa AU AU

vaa (1) u1n (2)
vag (2) AGLAL FUlSIUAL AALAL FURSINNAN
(2x1=2) (2x2=4)
laiviaa (1) AR llaa suusvlasl An'luuasa sunsIunn
(1x1=1) (1x2=2)
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LUIAANITAIRNANANNLALIANA Risk matrix

[GE 5= Hemi0 | 5@ 5xé=20 g 5x5-25 N
Y 4x1=4 4x2=8 4x3=12 4x4=1g1x5=20
| (3) [ENEEE! 3x2=¢ 3x3=9 3x4=12 3X5=15
AY 2x1=2 2x2=4 2x3=6‘ 2x4=8 2x5=10

GhN 1x1=1 @ 1x2=2‘1x3=3 1x4=4 1x5=5

Insignificant minor moderate major extreme

P saoyy piiand RP = Risk Priority
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Risk Register & Risk Rating

Matrix

RISK RATING MATRIX

Significant

Low Significant | Significant | Significant

Significant

8 Almost Certain
g Significant | Significant
= Likely
g Low Significant
= Possible
Unlikely
Rare
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Risk Register & Risk Rating

Matrix

ACTION LEVELS

Once the level of risk has been assessed an appropriate “action level” should be
established within the organisation.

TABLE C — RISK ACTION LEVEL

Risk Level Action Level

Department / Unit or Team

Low Department / Unit

Significant Directorate

Senior Management Team / Board




n13lviszdumIutda (Risk level)

Potential severity of harm

Shightlty Harmful Harmful Extremety Hamnful
1 2 3
Highly unlikely Trivial Tolerable Moderale
1 1 2 3
Likelihood of Uinlikaly Tolerable Moderate Substanttal
harm occurring 2 2 4 6
Likely Moderate Substantial
3 3 Li]
unuAalsz1siuAfaL A8 (Risk Assessment Matrix) RISK ASSESSMENT MATRIX
anuiulydla
ik ‘:::;ismm 1?;::1:; drstdas | dhunana | gasaes E:;:r: : -
> 5 5 p = Likely | Occasional | Seldom
B C D
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) wguz H H
g | #/%ngn
g thunans Critical Il H H M
E ¢/ use Marginal M H M M
= Taiflu
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(what could
happen,
impact & cause)
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AMNLREN NN DL LY
laqiiu

(Existing control)

Use@ANaua
ARINITAILAN

(Control
Effectiveness)

FTAUNNS
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(Consequence
rating)

Tanndiinvsa
Aaatulls
AAINFLNA
AN

(Likelihood
rating)

(Risk level)

nangsuLNg
N19AANTS
ANIAEN
(Risk
treatment
action)

Hag1LEA
H99L9R7)
ANAINAL
LALASA

(Plan mile-
stones)
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(Accountable
officer)
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Risk Register & Risk Rating Matrix
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Risk Register & Risk Rating Matrix

v ¥ a
1 LRI INNNAK

2 fUszaninadna
1Re9209 Department

3 Directorate Manager

4 Directorate Risk Groups

5 Risk Management
Operations Groups

6 Risk Manager

7 Specialist Committees
eg Clinical Governance

8 Risk Management
Committee

9 Trust Board
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2@ Risk Treatment Schedule
@AY Risk Action Plan

NUNIN Risk Treatment Schedule
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Registgrs, Treatment Schedules & Action
Plan M9%A ABUAUANNARA LY

@11 Corporate Risk Register
@11 Corporate Risk Treatment Schedule
AN Corporate Risk Action Plan
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Risk Register & Risk Rating Matrix
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M1 Risk Action Plan
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5 Risk Management
Operations Groups

6 Risk Manager

7 Specialist Committees
eg Clinical Governance

8 Risk Management
Committee

9 Trust Board
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Idontdy Patients Correctly

Improve
Effective Communication

Improve the Safety of
High-Alernt Medications

Ensure Correct-site,
Correct-Procedure,
Correct-Pationt Surgery

Reduce the Risk of Health
are-Associated infections

Reduce the Risk of Patient
Harm Resulting from falis
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Patient Safety Goals / Guides : SIMPLE

Safe Surgery

Infection Control —

Medication & Blood Safety

Patient Care Process

Line, Tubing, Cathether

Emergency Response
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BAAIMNLA AL
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(what could
happen,
impact & cause)

nanssuAILAN
ANLEEI NN LY
faqiiu

(Existing control)

Use@Naua
1RINITAILAN

(Control
Effectiveness)

STAUNNS
[~
Umtau
ARG
(Consequence
rating)

Tanndiinvsa
Aaatulls
ARAINFLNA
AN

(Likelihood
rating)

nangsuLNg
N19AANTS
ANIAEN
(Risk
treatment
action)

HAdNGA | ESURAR

FLIRN HaL

(Accountable
officer)
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(Plan mile-
stones)

Failure Mode
Effective Analysis

Root Cause

Analysis

Human Factor
Engineering
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~ Safety Culture
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Risk management process & tools : RCA
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understanding
human factors

2. Set Risk priority
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4. Immediate damage
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5. Implement PSG

6. Create safety culture

7. Monitor and evaluate

how well of implement
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A sentinel event is an unexpected occurrence
Involving death or serious physical or
psychological injury, or the risk thereof.

Serious injury specifically includes loss of
limb or function.
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The phrase, “or the risk thereof” includes any
process variation for which arecurrence would

carry a significant chance of a serious adverse
outcome.

Such events are called “sentinel” because they

signal the need for iImmediate investigation
and response.
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1. System Thinking

2. Safety culture

3. No Blame, No Shame
4. Management by Fact
5. Team
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1.System Thinking
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2. Safety Culture
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3.No blame, No shame
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5.Team
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» Risk management process & tools : FMEA



Tool 4.FMEA - Failure Mode and Effective Analysis

» FMEA da 38n1siitluszuulunis
auvnuazilasdutlayvinnaunay
hindy

> mmmsﬂaonu‘iﬁnmgnssu 10el
‘Bisatiiiian1saintalsraiadu

umuomwﬂusmuumwwuwzm
1UINAU LAAANUNANAIAUAL AV

» AdINsNANI5HUY WU Usunag

ENUAINTA AN AUNTTULAT e
aue T iwaiiatiunnia 30 il wia

lavAuaiiftia

v a &‘
} Wauy DNand



wlsaunnaunuy RCA Au FMEA

Root Cause Analysis Failure Modes & Effects Analysis

NAIEA e e Lud ol YARDA

R UNERaNITRAANULFIRIOANULFIRLILA Iﬂ/ﬂ’ﬁ tJ

ANNIAURINNENND MALAGAINULRYAI LT Q’ﬂw

WWwAanIsussrinewsaunw dunu
e ——

(@3 ) Q?m)

QaLﬁTuﬂm@;mﬁni &JGL%%‘Vmin’]%ﬂ’]?ﬂﬁﬁﬁJ@
ﬁaﬂaﬁauag lsisiand
UAMUHAINANH NIIFAG AU ALEe

; ——————————— ﬁ;]--l-j"‘zgn;ivl;ijif"""""'"""_"""_"__"“___"""_"“_f]_;]_ﬁ_z‘_ﬂ_"_l,ﬂua U’]\jvtjﬂ’]”




L3 a £
%?J\‘l‘lfli QNﬂ%ﬁ

S/

AUNAUANTITUN

Detect

Take Action

Assign RPN

Detect ability
number

FMEA

Severity number

Occurrence

(Probability
number)
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Aunaunisvin FMEA

10. Calculate the resulting RPNs.
9. Take action.
6. Develop the Action Plan.
7. Calculate the RPNs.
b. Assign Detection Rankings.

3. Assign Occurrence Rankings.
4. Assign Severity Rankings.
J. List potential effects of failure.

Z. Brainstorm potential failure modes.

1. Review the process.
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Inzert/Update Potential Cause of Failure
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Review Report
| I

Performance
Dimension
Access
Appropriate
Competency
Continuity
Coverage
Effective
Efficiency
Equity
Humanized/Holistic
Responsive
Safety
Timeliness

KPI Monitor Self Assessment

1
Manage by Fact
Focus on Result

IEC
Staff Focus ‘ Root Cause \
A IEC
Purpose/
g Human Capital
e Environment
Lo leEllal Customer focus Technology
Multidisc. Team Process Design
Halistic Process Control
Process Evidence-based Culture
i Walue Creation
Creativity
[System Benchmarking

HFE
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