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RISK MANAGEMENT
A systematic approach towards safety 



Objectives

• Define Risk and Risk management

• Describe the approaches to risk management and its key dimensions

• Describe Steps of proactive risk management

• Develop SMART  action plans to treat the identified risks 

• Define incident, Near miss and Sentinel event

• Describe Steps of Incident identification and reporting



Risk Management approaches in SSMC 
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ProactiveIdentify risks in advance  and 
treat them 

• Risk assessment and risk register 

• Failure Mode Effect Analysis (FMEA)

• Good Catch

Managing Incidents that had 
already occurred 

• Incidents 

• Morbidity and Mortality Care reviews

• Complaint Management

Reactive



Benefits of Risk management

Protecting patients, employees and others from harm

Protecting the reputation and public image of the hospital

Increasing the stability of operations

Preventing or reducing the legal liability



Part I
Proactive Risk 
Management



Definitions
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Effect of uncertainty on 
objectives, a probability of a 
threat or damage, injury, loss, 
or any other negative 
occurrence that is caused by 
external or internal 
vulnerabilities, and that may 
be avoided through pre-
emptive action. 

Risk

The identification and 
evaluation of potential 
failures and sources of 
errors in a process. This is 
followed by prioritizing 
areas for improvement 
based on the actual or 
potential impact on care, 
treatment, or services 
provided. . 

Risk Assessment 

Clinical and administrative 
activities that 
organizations undertake 
to identify, evaluate, and 
reduce the risk of injury to 
patients, staff, and visitors 
and the risk of loss to the 
organization itself 

Risk Management program
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When introducing changes (plan, equipment, 
material, legislative or regulatory changes )

During incident review including near misses, 
adverse events and sentinel events.

Presence of high level hazards associated with a 
specific work activity (e.g. confined space) 

Before work activities begin 

Meet your regulatory 
and accreditation 

requirement 

When to conduct a risk assessment

Annually assess the existing process 



Risk Management Process

Reference: ISO 31000 2018 Risk management - Guidelines



Risk Assessment 

• Determine the level of 
risk (score all identified 
risks in to the following 
four risk matrix

• Decide if the risk is 
acceptable

• Prioritize the risks in a 
list for treatment

EVALUATION

• Identify existing controls
• Determine the 

likelihood and impact 
on patients, or staff or 
organization 

• Define the factors that 
may increase or 
decrease risk level

ANALYSISIDENTIFICATION

• Identify potential risks 
• Determine the type of 

information required
• Always ask What if..  What 

if..

• Walk through assessments
• Risk Assessment meetings
• Failure Modes & Effects 

Analysis
• Incident reports, Near Miss,

Sentinel Events reviews
• Complaints, Claims review 
• Audit reports review 
• Morbidity & mortality 

reviews
• Recommendations from

professional bodies (e.g. 
external audits) 

How/When to identify risks



Risk Evaluation 
Risk Scoring : 5*5 Matrix (Impact x Likelihood) 

Impact Likelihood



Prepare treatment plan

Determine residual risk 
level and acceptability

Identify treatment 
options and select most 
appropriate option

Implement treatment plan

Risk Treatment

Prevent, Reduce, Transfer or Accept the Risk  



SMART Treatment Plan 

S SPECIFIC :The more specific you are with your goal, 
the easier it will be to achieve

MEASURABLE : Have certain criteria that will help 
you measure your goal and the progressM

A ATTAINABLE: Obtain the goal of your action plan 
as your desire

R REALISTIC: Suggest Relevant Action, consider 
resources and current situaution

T Tangiable : Time-Based, always set a target



Risk recording, Reporting and Communication

Risk Register –Enter all identified  risks and  treatment plan on the risk register  



Risk Monitoring & Review

Risk re-assessment

Tracers and Inspections 

Internal/external Audits and  Program evaluation 

Incident review and investigation



Risk Register 



General Triggers Specialty specific Triggers

Risk triggers 



Risk treatment  



Risk treatment  



Risk Register Dashboard link

Risk Register dashboard 

https://pbi.seha.ae/PBIReports/powerbi/SSMC/Quality/Risk%20Register%20Dashboard?rs:embed=true


Part II
Reactive Risk 
Management

(Incident Management)



Definitions
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Incident: is an unexpected 
occurrence which is not 
consistent with the desired 
operation of the healthcare 
system, requirement or 
standard.

Incident

Near-miss: any process 
variation that did not affect 
an outcome but for which a 
recurrence carries a 
significant chance of a 
serious adverse outcome.

Near Miss

Sentinel event: a sentinel 
event is an unexpected 
occurrence involving death 
or serious physical or 
psychological injury, or the 
risk thereof. 
Refer to SSMC Sentinel 
Event policy for more 
details.

Sentinel event

Reference: SSMC  incident management policy. 
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Identify reportable unsafe practice, near miss, 
incidents  

Initiate actions to prevent /reduce further harm 

Gather essential information, Notify line manager and 
other concerned.

Document in Speak Up

Support the line manager in reviewing and 
implementing corrective/preventive measures

Incident identification and reporting



5Speak up (Safety Intelligence)

Who can report 
incidents ? 

• All Employees 
• Contact staff

What can be reported in 
Speak Up?

Any unsafe practice, near
miss or Incidents related to;
• Patient
• Staff
• Visitor
• Unsafe conditions



How to identify what to report ?

1. Unsafe 
Condition

2. Near Miss

5. Additional 
Treatment

4. Emotional 
Distress

Did the patient 
require any additional 
intervention and/or 
increased length of 

stay beyond 
monitoring?

Did or will event 
cause patient to 
suffer from any 

emotional stress or 
inconvenience 

requiring monitoring?

A situation that 
may, could or did 

result in harm

Did an actual error take 
place?

Did the error  reach the 
patient?

Was the error a factor in or 
cause of patient’s death?

After any attempt to 
prevent, reduce or halt the 

progression of harm 
following the event, did the 
patient sustain physical or 

psychological injury?

3. No Harm 
Evident

Was the injury 
permanent?

Did the harm cause 
severe bodily or 

psychological injury / 
or disfigurement that 

interferes 
significantly with 

functional ability or 
quality of life?

8. Severe 
Permanent 

Harm

Near Miss / Hazardous 
Condition

Reached the Patient 9. Death Harm

YESYES YES

YES

NO

NO

NOYES

YES NO

NO

YES

YES

NO

NO

7. Permanent 
Harm

NO

6. Temporary 
Harm

Definitions:
A hazardous (or “unsafe”) condition(s):  is a circumstance (other than a patient’s own 
disease process or condition) that increases the probability of an adverse event.

Near Miss/ Close Call: Used to describe any process  variation that did not affect an 
outcome but for which a recurrence carries a significant chance of a serious adverse 
outcome.

Harm: Any physical or psychological in jury or damage to the health of a person, 
including both temporary and permanent injury.

No-harm Event: Is a patient safety event that reaches the patient but does not cause 
harm. 



Speak up (Safety Intelligence)



Incident Management System-Work Flow



• Triage and categorize 
every adverse event on 
weekly basis using 
SPECIFIC criteria

Patient Safety 
Team

• Review all presented 
cases and recommend on 
disposition based on the 
SPECIFIC criteria

• Decision on the category 
based on a risk matrix.

Patient Safety 
Incident Review 
Group (PSIRG) • Notify the process owner 

about events identified 
for review and support 
the review process 
conducted by assigned 
service

• Follow up and ensure 
implementation of the 
action plan and proposed 
monitoring for closing 
the loop. Patient Safety 

Team

Incident Management -PSIRG review process



Good Catch Program
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Purpose of Good Catch Program
To promote Safety culture, the leadership recognize and reward 
those staff who prevented major events from reaching patients. 

Good catch awards and staff recognition

Monthly two good catches selected from all reported near 
misses to appreciate the “Good catch stars” of the month .

Communication of lessons learned 
Good catch event summary and preventive/ corrective 
measures published in Quality comer, Quality news letter

Be the next good catch safety star!
Report all near misses in Speak Up and be the next winner



• What and how it happened?
• Why did it happen?
• What was the impact on patient/staff?
• What can we learn?
• What can be done to prevent/reduce 

from reoccurrence?

Sharing of Lesson Learned



Thank You
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