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Foreword from the Chief Officer

The Health Services Executive Mid Western Area is committed to providing a high quality service, based
on best practice, to its patients, clients and staff.

In recognising risk management as an integral component of good practice, the HSE Mid Western Area
is integrating risk management into its boardwide philosophy, practice and business plans.  

International healthcare systems have acknowledged the value of having a robust and integrated
approach to risk management.  

The purpose of this strategy is to ensure that there is an effective framework for healthcare risk man-
agement in place to deliver a first class service within a safe environment.

This Healthcare Risk Management Strategy sets out the framework for the HSE Mid Western Area’s
integrated approach to healthcare risk management.

Dr Stiofán de Búrca
Príomh Oifigeach Feidhmeacháin.
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Strategic Statement of Purpose
and Intent

The Health Service Executive (HSE) Mid Western Area is committed to delivering excellence in
healthcare through focusing on the needs of patients, clients and staff in the agency’s area and
ensuring that services meet those needs through evidence-based practice delivered in a patient-centred
way.

In support of these core objectives, the HSE Mid Western Area will ensure that safe systems of work,
underpinned by effective risk management and current best practice will be implemented, maintained
and monitored in respect of all clinical and non clinical activity.

All employees of the HSE Mid Western Area, individually and collectively, have a responsibility for
reporting and managing risk, adverse and near miss incidents.

The HSE Mid Western Area is committed to ensure compliance with all the relevant statutory provisions
and guidance in its healthcare activities.
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Executive Summary

This strategy document sets out the context of healthcare risk management within the Health Service
Executive Mid Western Area.  

The HSE Mid Western Area delivers its acute services over five acute hospitals, the Mid Western
Regional Hospital, Mid Western Regional Maternity Hospital, Mid Western Regional Orthopaedic
Hospital, Mid Western Regional Hospital Ennis and the Mid Western Regional Hospital Nenagh.  There
are three Primary, Community and Continuing Care areas, Limerick, North Tipperary/East Limerick and
Clare. 

The purpose of the HSE Mid Western Area’s Healthcare Risk Management Strategy is to identify and
manage the healthcare risks that threaten the HSE Mid Western Area’s ability to meet its objectives and
to put in place the framework to ensure a first class service is delivered to all within a safe environment.  

The main thrust of this healthcare risk management strategy is to position healthcare risk management
within the HSE Mid Western Area at the core of and integral to the safe delivery of health services.  This
will support the delivery of a quality service to all patients and clients within a safe environment for all.  

The economic argument for having an effective healthcare risk management structure and process is
outlined.  

The HSE Mid Western Area’s healthcare risk management approach to policy is documented and the
HSE Mid Western Area’s Healthcare Risk Management process is set out.  

The background to the internal and external environments relating to healthcare risk management
structures within the organisation is described.  

The roles and responsibilities for all HSE Mid Western Area employees in the area of healthcare risk
management are set out.

The HSE Mid Western Area’s current organisational structures for healthcare risk management are
provided and the proposal to integrate risk management and locate healthcare risk management as a
critical component of governance is outlined.

A communication policy and implementation plan are included. 

June 2005 - Page 5
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1. Introduction
1.1. Health Service Executive Mid-Western Area

The Health Service Executive Mid-Western Area consists of the administrative Counties of Limerick,
Clare, and North Tipperary and Limerick City.  The region extends over 3,000 square miles, forming a
100 km arc around Limerick City.

The HSE Mid Western Area provides health and personal services to a population of 339,930, which
represents 8·6% of the population of the State.  Just under one third (30%) of these are less than 19
years and one in nine (11%) are over 65 years.  The overall population of the HSE Mid Western Area
has increased by 7·2% since the 1996 census (Census 2002).

The HSE Mid Western Area employs in excess of 7,000 people and in 2002 Û543 million was spent on
the provision of services to its population.

1.2. Background 

Risk is defined as a chance or possibility of incurring loss, injury or other adverse consequence.  In the
healthcare system risk is inherent in everything we do, from determining service priorities, taking
decisions about future strategies, or even deciding not to take any action at all.  Risk can be
associated with people (patients, clients, visitors and staff), buildings and estate, equipment and
consumables, systems and management.

Risk Management is one of the key elements of corporate governance.  It is a pro-active process
incorporating identification of risks, assessment of the impact and likelihood of occurrence and/or
recurrence of the risk, control of the risk and elimination or reduction of the risk.  It is about the
culture, processes and structures that are directed towards the effective management of potential
opportunities and adverse effects.  

The effective management of healthcare risk will protect and preserve the services, reputation and
finances of the HSE Mid Western Area within the context of corporate, clinical, financial and staff
governance.  Evidence-based healthcare risk management will provide a safe working environment to
all staff and will allow the HSE Mid Western Area to be more flexible and responsive in delivering its
services and to meet the needs and expectations of its patients and clients in what is a fast changing
and dynamic environment.  This will contribute significantly to the governance of the HSE Mid Western
Area at clinical and corporate level and to a value for money approach in insurance and associated risks.
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To be successful risk management requires a culture that engages all staff within the organisation.
These staff are the people who deliver the service and consequently have an appreciation of risks, and
should therefore be involved in assessing and managing them.  Effective risk management underpins
quality patient and client care.

1.3. Context 

Today’s healthcare system is complex and multifaceted.  Healthcare is frequently delivered in a highly
pressurised and rapidly moving environment.  It is in this environment that many individual healthcare
professionals are making decisions and judgements.  In this environment errors can occur and things
can go wrong.  Errors are not usually caused by an individual.  There is usually an interplay between
human, environmental, equipment and technological factors and these elements increase the
probability of errors happening.  

Reports from highly publicised issues such as the Bristol Royal Infirmary enquiry, the Shipman enquiry,
the Lindsay Tribunal have highlighted the issue of organisations not having safe systems in place to
detect early that something is wrong.  The main reasons for adverse events occurring to patients and
clients in the healthcare system are as a result of deficiencies in system design, organisation and
operation rather than on individual providers of care.  

Safety is a fundamental principle of patient and client care and it is a critical component of quality
management and risk reduction.  The HSE Mid Western Area is developing systems to ensure delivery
of a quality service. 

International studies including the Harvard Study (Brennan & Leape, 1991) outline the cost of adverse
incidents, which occur in hospitalised patients.  The extrapolation of those results to the Irish situation
highlights the consequences of not addressing this issue in a proactive way.  

The economic argument for the implementation of effective healthcare risk management systems is
equally compelling.  The UK Audit Commission estimate that the adverse events associated with the
use of medicines in the NHS cost Û820 million per year and that this cost trend is upwards.  This does
not include the cost of litigation or of human suffering associated with these events.  If these estimates
are extrapolated to the Irish population we get a potential cost of Û54·6 million for extra bed
occupancy alone.  To place Û54·6 million in context this is almost half of the total amount of money
spent by Irish hospitals on drugs each year and it is more than double the amount spent on staffing
the pharmaceutical services in our hospitals (Delaney, 2002).

The Health and Safety Executive UK Study (1997) found that a conservative estimate of the cost of
health and safety incidents alone was equivalent to 5% of a hospital’s total annual running cost.  This
figure does not include the possible uninsured cost of caring for patients harmed by adverse events.

Nonetheless the HSE Mid Western Area is obligated to provide a safe service and a safe environment
to all service users and employees.  
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With the establishment of the Clinical Indemnity Scheme and the introduction of the STARSWeb IT
Incident Reporting system there is a national requirement for all HSE areas to have comprehensive
healthcare risk management systems in place.  There is an urgent need within the HSE Mid Western
Area to invest in the development of a sound risk management process, which will reduce significant-
ly the number, and severity of adverse events that occur, and will consequently improve the safety and
quality of the services provided by the HSE Mid Western Area.

1.4. A Strategic Approach

The purpose of the HSE Mid Western Area Healthcare Risk Management Strategy is to provide a
strategic framework to enable the development of appropriate structures, processes and outcomes in
response to the risks that are likely to face the Mid Western Area in delivering healthcare. 

Having a corporate healthcare risk management strategy will provide a mechanism to the HSE Mid
Western Area to support the development of an integrated approach to managing the HSE Mid
Western Area’s risks.  This strategy applies to all personnel across the HSE Mid Western Area and
includes all healthcare risk.  

The Health Services Reform programme places an emphasis on governance and accountability.  The
implementation of this Healthcare Risk Management Strategy will support the HSE Mid Western Area’s
governance responsibility by ensuring that risks are identified, assessed and managed with the overall
objective of improving the quality of patient and client care and protecting staff and visitors from
preventable harm.  

1.5. The Purpose of the Strategy is to:

1.5.1. To identify roles and responsibilities for managing healthcare risk.

1.5.2. To improve co-ordination and integration of healthcare risk management across the region.

1.5.3. To reduce duplication between different departments and areas in managing overlapping
risk.

1.5.4. To provide opportunities for shared learning on healthcare risk management.

1.5.5. To provide a framework for allocating resources to identified priority risk areas.

1.5.6. To strengthen the importance of effective integrated risk management as an integral part
of delivering a service.

* This strategy document should be read in conjunction with the Mid Western
Health Board’s Incident Reporting Policy and Procedure document.
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2. Approach to Strategy Formation

2.1. Healthcare Risk Management Outcomes 

Much work has been undertaken within the HSE Mid Western Area on developing an effective
healthcare risk management system.  

From August 2000 – November 2001 the Mid Western Health Board in conjunction with Irish Public
Bodies Mutual Insurance and the Specialist Risk Management Unit of the Medical Protection Society
undertook a Clinical Risk Management Pilot Project in the Mid Western Regional Maternity Hospital.  

An independent evaluation of this project was undertaken.  The evaluation team identified that the
Clinical Risk Management Project had been successful in terms of process and progress.  The Clinical
Incident Reporting system had been very successful.  There was an increased level of reporting both
adverse events and near miss incidents. The early adoption of a “no blame culture” within the
organisation was recognised as being an important part of this process.  Since then, the organisation
has moved to the adoption of a “just, fair and responsible culture”.  (Refer to the HSE Mid Western
Area Incident Reporting Policy and Procedure document).  The project had brought about a greater
awareness and involvement of both medical and midwifery staff with clinical risk management.  

The success of the Pilot Project was a stepping stone to healthcare risk management being extended
across the organisation.  In May 2003 the Regional Strategic Healthcare Risk Management group was
set up to develop strategic planning for healthcare risk management across the Mid Western Health
Board.

Many of the components of successful healthcare risk management have been developed and are
currently in place.  The HSE Mid Western Area has achieved a number of successful outcomes in the
development of its healthcare risk management programme.  

2.1.1. Successful Outcomes:

2.1.1.1. Establishment of a Healthcare Risk Department.

2.1.1.2. Appointment of a Regional Healthcare Risk Manager.

2.1.1.3. Appointment of six Clinical Risk Advisors.

2.1.1.4. Establishment of a Healthcare Risk Management Programme.

2.0
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2.1.1.5. Establishment of the Regional Strategic Healthcare Risk Management Group.

2.1.1.6. Establishment of Local Risk Management Steering Groups.

2.1.1.7. Introduction of a universal Incident Reporting Form.

2.1.1.8. Introduction of an Incident Reporting Policy and Procedure.

2.1.1.9. The Board went “live” with the Clinical Indemnity Scheme STARSWeb IT reporting
system in August 2004.  

2.1.1.10. Healthcare Risk Department: 

2.1.1.10.1. Monitor and review all incidents excluding health and safety incidents
2.1.1.10.2. Grade all incidents
2.1.1.10.3. Investigate all incidents of a moderate or greater level.  
2.1.1.10.4. Carry out root cause analysis as appropriate. 

2.1.1.11. Education and training for staff on Healthcare Risk Management has been carried out by
the Healthcare Risk Department throughout the HSE Mid Western Area.  .

2.1.1.12. Education and training for staff on incident reporting was also undertaken by the
Healthcare Risk Department.

2.1.1.13. Risk Assessment and Profiling and Root Cause Analysis workshops have commenced.
Services of an external agency were engaged to undertake these workshops.  

2.1.1.14. Submission to the DoHC for the funding to establish a dedicated Governance Support
Unit.

2.1.1.15. Participation in the IHSAB Acute Hospitals Accreditation Programme.

2.1.1.16. Submission for a new post for a Clinical Audit Officer.

2.1.1.17. Development of a Corporate Quality Council to drive the quality agenda across the
region.  This Corporate Quality Council incorporates Healthcare Risk Management,
Quality Assurance, Accreditation and Clinical Audit.  
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2.2. Healthcare Risk Management Review

In January 2004 the Mid Western Health Board contracted the services of a healthcare risk
management consultancy agency to conduct a high level review of the Boards’ risk management
structures and processes.  

This risk management review was conducted between January 2004 and May 2004.  Staff were
interviewed by the review group April 2004.  The group’s findings from the review are outlined below.  

2.3. Risk Identification

Risk identification is the first stage of the entire risk management process.  If this stage is not
functioning adequately then the entire process is flawed.  This will happen because the organisation
has no way of knowing if the risk it is tackling is in fact the more serious risk to which it is exposed.  

2.4. Incident Reporting

As part of their review the group looked at incident reporting within the Mid Western Health Board.
A need for greater consistency in the approach taken to incident reporting was identified.  Different
practices existed in different areas within the board.  Some areas had significant under reporting of
events as indicated by current national trends from which the board could or should be deriving
learning.

2.4.1. Factors found to be contributing to the under reporting of incidents were:

2.4.1.1. Lack of training and education in relation to what constitutes an adverse incident and on
how to report them.

2.4.1.2. Clarity as to the responsibilities of staff and managers in the management of adverse and
near miss incidents.

2.4.1.3. Lack of clarity as to the communication lines and reporting lines in relation to incidents.

2.4.1.4. Concerns in relation to a blame culture. 

2.4.1.5. Lack of feedback to reporters in relation to incidents reported.

2.4.1.6. Lack of training and education as to how to conduct an incident review or investigation.
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2.5. Risk Analysis and Evaluation 

The review group recognised a gap in the system whereby an objective risk grading system was not
evidenced within the board.  An objective risk grading system would ensure that the Board is aware of
the risks it carries.  

2.6. Risk Treatment

While certain measures were taken at operational level to treat risks as they arose there was a lack of
structure around this function.  There is a need for the establishment of appropriate committees or
working groups to guide implementation on risk treatments.  The review group acknowledged that this
process had commenced and there is a need for further development across the Board.  In their
interview with staff the review group found that reference was made by staff interviewees that there
is no access to Clinical Risk Advisors in relation to Health and Safety incidents or risks.  Currently, the
Healthcare Risk Department does not have a remit to deal with health and safety issues unless the
incident impacts directly on patient safety.  

2.7. Continuous Evaluation and Monitoring

This is the final step in the risk management process and is an essential step in the risk management
programme.  It allows the programme to be evaluated and demonstrate its effectiveness in meeting its
objectives and goals.  This process requires to be systematically structured within the board.  

2.8. Clinical Audit

A proactive risk identification process in the Board identified by the review group was clinical audit.  The
group found that clinical audit was carried out in a very informal, ad hoc and unstructured manner.
There was no sharing of information in these audits and therefore learning and system improvements
were not being maximised.  

2.9. Accreditation

One impressive example of proactive risk identification that was present was the preparatory work
being carried out during the accreditation process of the five acute hospitals.    
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2.10. Health and Safety Issues

Having no dedicated Health and Safety Resource within the Board was identified by the review group
as an area requiring further consideration. Whilst most hospitals/areas had a Health and Safety
committee these worked on an ad hoc basis and in some instances committees had not met for some
time.  There is no link between these committees and other Healthcare Risk Management functions
within the Board and there is no over-arching structure to supervise and support this structure.  

2.11. Occupational Health

The Occupational Health service is based in the Mid Western Regional Hospital complex, Dooradoyle.
There is a need to link this Department more closely to the overall health & safety and risk
management function.  

2.12. Claims/Insurance

The review group identified that whilst there is communication between the Insurance/Claims Manager
and the Healthcare Risk Manager, no formal links exist between the two.  The insurance/legal unit is
responsible for much of the insurance reporting function.  

There is a risk management administration department based in the Mid Western Regional Hospital
which looks after incident reporting for the acute hospitals in Limerick.  The risk management
administration department also notify insurers.  The review group identified that there is no direct link
between this unit and the Healthcare Risk Department. 

During their review the group noted that other arrangements for incident reporting tend to revolve
around Finance Units in different areas of the Board, where the incidents are reported to the Finance
Units and from there directly to IPB/CIS.  Even in respect of clinical incidents the Healthcare Risk
Department is not linked in to this process in any way.

2.13. Complaints

The review group found that the Healthcare Risk Department is not linked in any way to the Board’s
complaints handling process and as such valuable learning opportunities are lost.   
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3. Healthcare Risk Management
Strategy

Having a strategic framework for healthcare risk management will allow for the development of
appropriate structures and processes to manage risks within the Health Service Executive Mid Western
Area.

The Healthcare Risk Management Strategy for the HSE Mid Western Area will be discussed in the next
three chapters under the following headings under Policy, Process and Structure.  

3.1. Policy

3.1.1. Aim 

The HSE Mid Western Area’s incident reporting policy is aimed at embedding a culture where
awareness and responsibility for identification, assessment and management of risk at all levels in the
organisation is the norm.

The aim of the HSE Mid Western Area is to provide for the safe delivery of a first class quality health
and social service within available financial and other resources.  This will be achieved by creating
robust systems and processes that will reduce or eliminate risk to patients, clients, staff, the
organisation and to third parties by promoting consistency in practice in all areas.

3.1.2. Objectives 

3.1.2.1. To develop a robust and proactive approach to the assessment, identification and
understanding of the risks inherent within the delivery of health services.  

3.1.2.2. To develop a process of risk identification and assessment in order to identify risks in all
areas within the Board.

3.1.2.3. To encourage staff to identify, report and analyse risks within their working practices and
to incorporate controls to eliminate or reduce risk.

3.1.2.4. To support the reporting of all adverse and near miss incidents.

3.1.2.5. To adopt a just, fair and responsible culture in the investigation of adverse and near miss
incidents by evaluating and monitoring system failures within the region rather than
blaming individuals.  

3.0
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3.1.2.6. To promote effective communication and sharing of best practice.

3.1.2.7. To drive and support the management of quality and risk at a local operational level with
support through centralised resources.

3.1.2.8. To ensure that procedures for audit and monitoring performance management are in place.

3.2. Healthcare Risk Management Process 

3.2.1. Risk Assessment

Risk assessment is an essential component of the risk management process.  Assessment of risk is a
thorough examination of what, in the work environment, could cause harm to people, so that the
appropriate precautions can be taken and implemented, thereby preventing harm.  Risk assessments
support the delivery of safe care to patients and clients and promote a culture of safety in the work
environment. 

3.2.2. Risk Management Standard 

The HSE Mid Western Area’s risk management process is based on the Australian/New Zealand Risk
Management Standard (AS/NZS 4360 1999).  This standard is an internationally recognised risk
management standard and provides a generic framework for the risk management process.  

3.2.3. This process consists of:

Figure 1

- Establishing the context of risk. 
- Identifying the risk.
- Analysing the risk.
- Evaluating and prioritising the risk.

- Treating the risk
- Monitoring and reviewing the risk. 
- Communication of risk (see figure 1).
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3.2.4. Establishing the context of risk

Determine the strategic, organisational and risk management context in which the other steps of the
risk management process will occur. 

3.2.5. Identifying the risk

Identify what, how and why incidents occur.  Risk is identified through proactive risk assessment,
incident and near miss reporting and investigation, complaints, claims, FOI requests, health & safety,
fire safety, security and estate maintenance and human resource management.  The HSE Mid Western
Area developed its policy and procedure on Incident Reporting in mid 2004 and went “live” on the
Clinical Indemnity Scheme STARSWeb IT system in August 2004.  Identifying and understanding the
risks enables informed decision making about policies and service delivery systems.  (Refer to the HSE
Mid Western Area Incident Reporting Policy and Procedure document).

3.2.6. Analysing the risk

All reported incidents are analysed to determine the extent of possible consequence and likelihood of
occurrence or recurrence and existing control measures are examined.  (Fig 1, page 14)

3.2.7. Evaluating and prioritising the risk

Incidents are graded by the Healthcare Risk Department and risks are identified and recommendations
made.  These are referred to the appropriate local and/or general manager and are prioritised to
support decision making.

3.2.8. Treating the risks

Low priority risk may be acceptable but must be continuously monitored.  Other risks will require a
specific management plan which will include consideration of resources.

3.2.9. Monitoring and reviewing the risk

Continuous monitoring and review of the risk management control system must take place.  It is
important to assess whether the nature of the risk changes over time.

3.2.10. Communication and consultation of risk 

At every stage of the risk management process communication and consultation must take place.  The
Healthcare Risk Department communicate and consult with local managers and General Managers as
appropriate.  
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3.2.11. Risk Grading

The Healthcare Risk department grade all incidents (excluding Health and Safety incidents).   The
grading indicates the urgency and degree of action which is required in investigating the incident to
reduce or where possible eliminate the risk.  The Healthcare Risk department also grade incidents as to
the potential risk they pose to the organisation.

3.2.12. Complaints

A mechanism for complaints, to be received, investigated and responded to, is in existence within the
HSE Mid Western Area.  The Mid Western Health Board launched its complaints policy “Feedback –
your vision shared” in June 2001.  There are designated “feedback” co-ordinators” throughout the
region.  The Clinical Risk Advisors work with these feedback co-ordinators at a local level to identify
healthcare risk management issues arising from complaints and advise on the appropriate
management.

3.2.13. Claims Management

All claims are managed jointly by the HSE Mid Western Area and the relevant insurers.  Early
identification and effective management of claims is essential.  The Regional Healthcare Risk Manager
liaises with the HSE Mid Western Area’s Legal and Insurance Manager on issues relating to claims.

3.2.14. Fire Safety, Security/Physical Resources and Human
Resources

The Healthcare Risk Department liaises with these departments and units as appropriate to ensure that
all risk within HSE Mid Western Area is effectively managed. 

3.2.15. Health & Safety 

The Safety, Health and Welfare at Work Act 1989 embody the statutory framework in relation to Health
and Safety.  Currently Health and Safety is not within the remit of the Healthcare Risk Department but
the proposed new structure for Healthcare Risk Management within the HSE Mid Western Area will
address this issue.  There are Health and Safety representatives within each area of the region who have
a responsibility for and are accountable for Health and Safety matters.  These employees liaise with
local management in the management of Health and Safety incidents.

3.2.16. Internal Audit 

The core role of Internal Audit with regard to Enterprise-wide risk management is to provide objective
assurance to the HSE Mid Western Area in the effectiveness of risk management.  The key factors to
take into account when determining internal audit’s role is whether the service activity raises any
threats to the internal audit functions, independence and objectivity and whether it is likely to improve
the organisation’s risk management control and governance processes.
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Having a system of risk management and controls assurance will greatly assist Internal Audit in giving
assurance.  Review of the risk management processes should be in the Internal Audit plan to
independently assess management’s implementation of the framework.  Internal audit plans could take
into account management’s formal assessment of risk.  The HSE Mid Western Area has an Audit
Committee chaired by an external person.

International best practice suggests assurance should be organised to provide a planned approach to
assurance:

• Operational and Supervisory Assurance is conducted by management. Local and
corporate management are the first line of defence.

• Oversight risk management is reviews conducted by specialists and management and is
the second line of defence often co-ordinated by a governance support/risk management
function.

• Independent assurance is conducted by Internal Audit and the Audit Committee, and is
the third line of defence.

3.2.17. Controls and Quality Assurance Framework

The Combined Code of Corporate Governance (2003) recommends that the board of the HSE should
maintain a sound system of internal control to safeguard shareholders’ investment and the company’s
assets.  The board should, at least annually, conduct a review of the effectiveness of the group’s
system of internal control and should report to shareholders that they have done so.  The review should
cover all material controls, including financial, operational and compliance controls and risk
management systems.

3.3. Current Organisational Structure For Healthcare Risk
Management 

3.3.1. Internal Stakeholders 

3.3.3.1. Healthcare Risk Department

The Healthcare Risk Department has been established to advise the corporate team in healthcare risk
management issues and to assist and support operational managers in the management of healthcare
risk.  Currently the Healthcare Risk Department does not have a remit for Health and Safety issues.  This
is an area which requires further development and will be addressed within the proposed new
structure for integrated risk management.  The department is a central key resource in driving the HSE
Mid Western Area‘s objectives for effective healthcare risk management especially in the area of risk
awareness and risk identification.  The department provides an essential link with general managers
and operational areas in ensuring the “loop” is closed in the management of healthcare risk.
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The Healthcare Risk Department comprises of a Regional Healthcare Risk Manager and six Clinical Risk
Advisors covering Limerick Acute, Limerick Non-Acute, Clare, North Tipperary/East Limerick, Limerick
Mental Health Acute Services and the Mid Western Regional Maternity Hospital.  

3.3.1.2. Key objectives of the Healthcare Risk Department:

3.3.1.2.1. Implement a Healthcare Risk Management model which integrates the management of
healthcare risks throughout the region thus ensuring that due consideration is given to
preventative measures, risk identification, assessment, analysis, prioritisation, control,
elimination, evaluation and monitoring.

3.3.1.2.2. Empower all staff to participate in healthcare risk management through the provision of
information, education, and training to ensure that they are competent to manage risks,
and to perform the functions for their positions safely.

3.3.1.2.3. Develop and deliver a training programme on Incident and Near Miss reporting and
investigation and other risk management issues for staff.

3.3.1.2.4. Develop a single universal Incident Report Form.  Develop an Incident Reporting Policy and
Procedure for all HSE Mid Western Area employees.   

3.3.1.2.5. Ensure that the investigation of all incidents is carried out within a just, fair and
responsible culture.  Evaluating and monitoring system failures within the organisation
rather than blaming individuals.  

3.3.1.2.6. Support the introduction of the Incident and Near Miss reporting, investigation and
follow-up.

3.3.1.2.7. Facilitate the rapid follow-up of serious incidents and where appropriate conduct root
cause analysis on incidents.

3.3.1.2.8. Link with and enhance where possible the HSE Mid Western Area’s complaints
management procedures.

3.3.1.2.9. Link with the FOI request system.   

3.3.1.2.10. Assist in the development and implementation of risk management policies, protocols and
processes.

3.3.1.2.11. Ensure there is appropriate integration and collaboration between the Healthcare Risk
Department, Finance and Claims Management Department, Clinical Audit, Occupational
Health Service, Fire Prevention and Safety Office, Internal Audit and local Health and Safety
Representatives to ensure optimal use of resources.
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3.3.1.2.12. Evaluate the effectiveness of the Healthcare Risk Management programme, including
incident and near miss reporting, on an on going basis.

3.3.1.2.13. Contribute to staff induction programmes.

3.3.1.2.14. Liaise with the Claims Management Department to review claims from a risk management
perspective.

3.3.1.3. The Role of the Healthcare Risk Department is to:

3.3.1.3.1. Provide direction and guidance on healthcare risk management.

3.3.1.3.2. Establish a systematic approach to the identification, analysis, evaluation and minimisation
of clinical risk. 

3.3.1.3.3. Liaise with and involve medical, nursing, allied health professionals and other staff as
appropriate in the management of healthcare risk.

3.3.1.3.4. Support in the development of codes of practice, policy guidelines, procedures and
protocols

3.3.1.3.5. Be knowledgeable on current issues, legislation and research in relation to healthcare risk
management and be a resource to senior management within the field of healthcare risk
management. 

3.3.1.3.6. Act as a facilitator in the functioning of the Regional Strategic Healthcare Risk
Management Group and the local Risk Management Steering Groups.

3.3.1.4. Regional Strategic Healthcare Risk Management Group

A Regional Strategic Healthcare Risk Management Group was set up in May 2003.  
This multidisciplinary group includes:

Two Assistant CO’s
Director of Public Health
Consultant Anaesthetist
Director of Finance
Director of Nursing and Midwifery Planning
Care Group Directors
Director of Technical Services
Regional Healthcare Risk Manager
Allied Health Professional representative
Internal Auditor
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The group is chaired by a Consultant Anaesthetist.  The Regional Healthcare Risk Manager provides the
secretariat for the Group and is responsible for ensuring that information is collated from the Risk
Management Steering Groups throughout the HSE Mid Western Area to inform the Regional Strategic
Healthcare Risk Management Group.  The group has developed their terms of reference and
communication strategy.  (Appendix 1).

The Regional Strategic Healthcare Risk Management Group reports to the Chief Officer and the Senior
Management Team. 

3.3.1.4.1. Key Objectives of the Regional Strategic Healthcare Risk
Management Group

3.3.1.4.1.1. To promote and develop a culture of openness to support the reporting of risk and adverse
and near miss incidents within a “just, fair and responsible” culture.

3.3.1.4.1.2. To ensure staff are aware of their responsibilities in relation to healthcare risk management. 

3.3.1.4.1.3. To ensure that healthcare risk management is integrated into the Mid Western Areas
culture.

3.3.1.4.1.4. To ensure a co-ordinated standard methodology is adopted by all areas.

3.3.1.4.1.5. To ensure that the Chief Officer and Senior Management Team is being provided with
evidence that risks are being appropriately identified and assessed, managed and
monitored.

3.3.1.4.1.6. To preserve and enhance the organisations reputation.

3.3.1.4.1.7. To ensure that risk management is integrated into the strategic and operational planning
and decision making throughout the organisation.

3.3.1.4.2. The Role of the Healthcare Risk Department is to:

3.3.1.4.2.1. Develop strategic planning for healthcare risk management.  

3.3.1.4.2.2. Devise measures to ensure that the strengths and weaknesses in the development and
implementation of the risk management strategy are appraised and plans introduced
accordingly to improve performance

3.3.1.4.2.3. Ensure that planning for change at every level in the organisation incorporates risk
assessment and allocates responsibility for the risks introduced or influenced by planned
changes.
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3.3.1.5. Risk Management Steering Groups

Each area within the HSE Mid Western Area will have a multidisciplinary Risk Management Steering
Group facilitated by the Healthcare Risk Department.  

Risk Management Steering Groups have been set up in the Mid Western Regional Maternity Hospital,
Limerick Non-Acute area, Limerick Acute area, Clare Non-Acute area, Clare Acute area, North
Tipperary/East Limerick area and Limerick Acute Mental Health area.  These risk management steering
groups are progressing healthcare risk management across their areas.  Currently the remit for the
groups does not include Health and Safety.  

Each group is multidisciplinary and represents all disciplines and care groups within their area.  The local
Clinical Risk Advisor provides the secretariat to the group.  The chairperson and vice - chairperson is
elected by the group.  The Regional Healthcare Risk Manager and the General Manager of the area
contribute to and support the group.  Each group has developed their terms of reference and
communication strategy.

3.3.1.6. Key Objectives of the Risk Management Steering Groups 

3.3.1.6.1. To champion the risk management process within the respective areas.

3.3.1.6.2. To raise staff awareness, knowledge and skills and encourage staff participation in the
healthcare management process. 

3.3.1.6.3. To ensure that risk management is integrated within the strategic and operational planning
and decision making throughout their area. 

3.3.1.6.4. To ensure that there area as a whole is effective and efficient in the management of actu-
al and potential risk.  

3.3.1.6.5. To provide an Annual Report to the Strategic Healthcare Risk Management Group. 

3.3.1.6.6. To ensure that staff have the requisite skills and knowledge to manage risk on a day to day
basis.  

3.3.1.6.7. To ensure that they receive a detailed analysis of identified risk together with
recommendations and actions taken or to be taken from the various areas within their
remit.  

3.3.1.6.8. Ensure that appropriate policies, procedures and guidelines to support healthcare risk
management are in place.

3.3.1.6.9. To raise staff awareness, knowledge and skills and encourage their participation in the
healthcare risk management system.  
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3.3.1.7. Responsibilities and Accountability for Healthcare Risk
Management

All employees of the HSE Mid Western Area individually and collectively, from the corporate level to
front line level, are accountable for and have a responsibility for proactively managing risk and
reporting adverse and near miss incidents.  The focus for healthcare risk management across the region
is the Healthcare Risk Department, the Regional Strategic Healthcare Risk Management Group and the
local Risk Management Steering Groups.  

3.3.1.7.1. CO and Senior Management Team

The CO and Senior Management Team are responsible for ensuring that effective integrated risk
management and incident reporting is an integral part of service delivery within the HSE Mid Western
Area.  They ensure that Healthcare Risk Management issues are included at Corporate and Senior
management meetings and discussions.  They promote a positive and supportive culture and
environment for the management of healthcare risk.  

3.3.1.7.2. Healthcare Risk Department

The Healthcare Risk Department is responsible for ensuring the continuing development and
implementation of effective healthcare risk management and the incident reporting system
throughout the HSE Mid Western Area.  The department participate and assist in the identification,
investigation and analysis of incidents and verify the grading of all incidents (excluding Health & Safety
incidents).  The department conduct root cause analysis as required and make recommendations on
managing risk.  They monitor the ameliorative action taken to ensure the reduction of risk across the
region.  They promote a positive and supportive culture and environment for the management of
healthcare risk.  

3.3.1.7.3. General Managers/Consultants/Directors of Nursing

General Managers, Consultant and Directors of Nursing will ensure there are effective policies and
systems in place for the identification of risk and adverse and near miss incidents and for reporting,
investigation and treatment of risks and all incidents within their areas of responsibility.  They will
ensure that patient, client, staff and visitor safety and health issues are included on the agenda of their
management team meetings.  

3.3.1.7.4. Senior & Divisional Managers

Senior and Divisional Managers are alert to any potential risks within their area.  They are responsible
for ensuring that any risks within their area are correctly dealt with.  They ensure that all employees are
provided with suitable and sufficient information, training and resources to identify, report and
manage risks and incidents. 
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3.3.1.7.5. Department Managers/Line Managers 

Department Managers/Line Managers are alert to any potential risks within their area.  They ensure the
prompt reporting of untoward incidents and risks.  They ensure compliance with the organisations
Incident Reporting Policy and Procedure.  They promote the development of a positive and supportive
culture within the organisation for the management of Healthcare Risk.  

3.3.1.7.6. Employees of the HSE Mid Western Area 

Report all risks and incidents of which they are aware.  The universal incident report form is
completed for all adverse and near miss incidents.  The HSE Mid Western Area Incident Reporting Policy
is adhered to.  Employees inform their line or department manager immediately that an incident has
occurred and comply with and use any control measures put in place to prevent recurrence of an
untoward incident.  All employees must participate fully in the management of Healthcare risk within
the work place.  

3.3.1.8. Incident Reporting

A comprehensive incident reporting system can provide the bedrock of information on which to base
analysis and make recommendations.  Comprehensive and consistent incident reporting within the
organisation will allow trends to be identified and areas needing further investigation will be
highlighted.  This will continuously improve the quality of healthcare, the safety of patients, clients and
staff and assist in the reduction of litigation costs for the HSE Mid Western Area.

To support effective incident reporting the HSE Mid Western Area developed and adopted a universal
Incident Reporting Form.  This was developed in tandem with the Clinical Indemnity Schemes’
STARSWeb IT Reporting System.  An Incident Reporting Policy and Procedure document was produced
to support the incident reporting structure.  These were adopted and launched across the region in
August 2004.

3.4. External Stakeholders

3.4.1. Clinical Indemnity Scheme 

The Clinical Indemnity Scheme was established on 1st July 2002 and its Delegation Order was made
on 18th February 2003.  The Scheme is administered by the State Claims Agency which was
established under the National Treasury Management Agency (Amendment) Act 2000.  

Under the Clinical Indemnity Scheme the HSE Mid Western Area is indemnified by the State and all its
employees are insured.  This means that the HSE Mid Western Area assumes liability for the acts and
omissions of all its employees in handling claims for personal injury arising from clinical negligence.  
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Being indemnified by the Clinical Indemnity Scheme places statutory obligations on the organisation
and on all employees.  The HSE Mid Western Area is obliged to report adverse incidents to the State
Claims Agency and it must facilitate the State Claims Agency’s investigation of adverse incidents. 

3.4.2. STARSWeb IT Reporting System

To facilitate the collection and analysis of adverse and near miss incidents the State Claims Agency has
procured an Internet based system called the STARSWeb IT Reporting System.

STARSWeb is one of the first systems to be hosted on the new e-GovVPN (virtual private network) for
Government applications.  In August 2004 the HSE Mid Western Area went “live” on the STARSWeb
IT System.

Being able to log all our incidents on this system will enable the organisation to identify early any trends
that are occurring within the HSE Mid Western Area.  It will highlight areas that we need to work on
immediately and those areas that are of greatest risk to the organisation.  Having such a system will
also help with claims management within the HSE Mid Western Area.
.  
The STARSWeb IT System is still being developed and to date limited reports can be accessed.  As the
system is developed and modified the reports available will be of great use in the management of
healthcare risk.

3.4.3. Head of the Clinical Indemnity Scheme

A new Head for the Clinical Indemnity Scheme has been appointed.  With this appointment it is
envisaged that a National Strategy for Clinical Risk Management and National Clinical Risk
Management Standards will be produced.  The production of these will guide HSE Mid Western Area
in the further development of its strategy and standards.

3.4.4. Health Services Executive

The Health Service Reform Programme Composite Report (2004) recommends Health Service
organisations to develop effective governance arrangements.  The Report identified that it is
incumbent on every manager and indeed every member of staff to accept responsibility for risk
assessment, identification and management in an appropriate way.  

Both the Prospectus Report (2003) and Brennan Report (2003) identify the need to embrace and
enhance governance and accountability within the Health System.  It is within this context that risk
management will play an important part of the reform process.  It is essential in developing its
Healthcare Risk Management Strategy that the HSE Mid Western Area embraces these concepts.  
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3.4.5. Other External Stakeholders include:

Department of Health and Children.
Comhairle na nOspidéal.
Health and Safety Authority.
Voluntary Agencies with whom the HSE Mid Western area has service agreements.
Statutory Inspection bodies.
Social Services Inspectorate.
Professional Bodies.
Patient Advocacy Bodies.
Staff Representative Groups.
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4. Implementation of the Strategy 
In developing its future structure for healthcare risk management the Health Service Executive Mid
Western Area needs to be confident and assured that the risk management systems and structures put
in place are operating effectively.  This will ensure that the organisation’s overall aim of providing a first
class quality health and social services is achieved by reducing or eliminating risk to patients, clients,
staff, the organisation and to third parties.  Having an integrated approach to risk management will
help to achieve this.   

4.1. Integrated Risk Management

It is not sufficient to manage risk at the individual activity level or in functional silos.  Healthcare
organisations around the world are benefiting from a more comprehensive approach dealing with all
their risks. 

Integrated risk management is a continuous, proactive, systematic process which allows an
organisation to understand, manage and communicate risk.  It contributes to strategic decision
making and allows an organisation to achieve its overall corporate objective.   

Not having integrated risk management structures means that an organisation is not able to have a
complete risk profile of itself.  Integrated risk management requires an on going assessment of
potential risk at every level and then aggregating the results at corporate level to facilitate priority
setting and improved decision making.  

Integrated risk management should become embedded in the organisation’s corporate strategy and
incorporated into the service planning process.  This will assist in shaping the organisation’s risk
management culture.

Use of an integrated risk management framework provides guidance to adopt a more realistic
approach to managing risk.  Failure to integrate clinical, non-clinical and health and safety risk
management results in omissions and overlaps which culminate in generally ineffective risk
management.  Non-integrated risk management results in a failure to provide “joined up safety”.     

4.2. Governance Support 

4.2.1. The concept of governance support was mooted in the acute hospitals strategy in 2001.
This concept was reinforced in the consultants report as part of the strategy formation
process.  Governance Support incorporating Healthcare Risk Management will be a vital
component in progressing integrated risk management across the region.  

4.0
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An integrated approach – may be virtual – to include such elements as Healthcare Risk Management,
Health and Safety, Claims management, Quality Improvement, Clinical Audit, Accreditation, and Health
Promoting Hospitals is key to supporting patient care and service users as set out in the attached
diagram.

Having a fully integrated approach to all elements of healthcare risk, quality and safety will provide a
core resource of healthcare risk, quality, audit, health and safety, claims, complaints and compliance to
personnel within each operational unit to advise and support them.  

The health care reform programme and the reorganisation of structures may impact on the proposals
envisaged in the acute services strategy and the consultancy report.

The Acute and PCCC dimensions and directorate supports together with HIQA will be key factors in
determining the structures locally to support risk management and associated activities.

Figure 2
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4.3.  Strategic approach to the Strategy 

4.3.1. For healthcare risk management to work, it must be implemented in a systematic manner
which makes best use of existing expertise and structures, and which provides clear direction,
guidance and support from the Senior Management Team.

4.3.2. The Healthcare Risk Management strategy will be approved by the Senior Management Team
for  implementation throughout the region as an integral part of the HSE Mid Western Area
system.

4.3.3. The implementation of the Healthcare Risk Management strategy will be co-ordinated by the
Healthcare Risk Department, the Regional Strategic Healthcare Risk Management group, local
Risk Management Steering Groups and General Managers.  

4.3.4. Education and training of all staff will be essential to ensure successful implementation of the
strategy.  

4.3.5. Education and training sessions will facilitate staff in:

4.3.5.1. Understanding what risk management is and how the HSE Mid Western Area aims to
manage risk effectively.

4.3.5.2. Understanding their individual responsibilities for managing risk.

4.3.5.3. Having the necessary knowledge and skills to meet their responsibilities for identifying and
managing risk.

4.3.5.4. Having the necessary knowledge to know what incidents to report and the process for
reporting them. 

4.3.5.5. The Healthcare Risk Management department will continue to provide healthcare risk
management education sessions for all staff across the region.

4.4. Risk Register 

A risk register is a log of risks that threaten an organisations’ success in meeting its declared aims and
objective.  It is an important tool for the ongoing monitoring and management of risk issues.  The
register should clearly identify the type of risk, its context, the agreed corrective measures, persons
responsible and action completion dates.  It is envisaged that a risk register will be developed within the
HSE Mid Western Area.  

4.5. Health and Safety 

The new governance structure will have Health and Safety within the remit of the Healthcare Risk
Department.
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5. Communication 
An effective communication process is essential to disseminate information on healthcare risk
management and best practice throughout the HSE Mid Western Area.  

5.1. To support effective communication the Regional Strategic Healthcare Risk Management
Group and the local Risk Management Steering Groups have developed their
communication strategies.  

5.2. A designated Healthcare Risk Management site has been set up on the HSE Mid Western
Area Intranet site to keep people up to date on developments within the area of
healthcare risk management.

5.0
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6. Monitoring And Review Of
Healthcare Risk

6.1. Monitoring and review of the HSE Mid Western Area’s healthcare risk management system
is the responsibility of the Senior Management Team.  

6.2. This responsibility will be discharged by annual review of the: 

6.2.1. Healthcare Risk Management Strategy by the Healthcare Risk Department and the Regional
Healthcare Risk Management Strategic Group.

6.2.2. Reports from the local Risk Management Steering Groups from all areas.

6.2.3. Annual Healthcare Risk Management Report.

6.2.4. Clinical Indemnity Scheme STARSWeb Incident Reporting system.

6.2.5. Risk Register.

6.0
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Appendix 1

Regional Strategic Healthcare Risk Management Group

Terms Of Reference

The Healthcare Risk Management Strategic Group will be multidisciplinary and represent the interests
of those who work for and utilise the service.

The group will:

1. Agree membership.

2. Agree Quorum.

3. Meet on a quarterly basis.

4. Develop a communication strategy and an action plan for its implementation.

5. Advise the HSE Mid Western Area on all matters of policy based on its work regarding
healthcare risk management with particular emphasis on clinical risk.

6. Identify, analyse and bring forward recommendations to reduce risk in all areas within the
HSE Mid Western Area.  Members will be asked to bring to the group key risk issues
arising from the area which they represent.

7. Promote the introduction of the HSE Mid Western Area Incident Reporting Policy and
Procedure.

8. Promote the introduction of the Healthcare Risk Management Strategy and devise
measures to ensure the strengths and weaknesses in the development and implementation
of the strategy are continuously appraised.

9. Review progress in implementing the Healthcare Risk Management Strategy annually.  The
review will be based on the written summaries from those responsible for managing
specific areas of risk throughout the HSE Mid Western Area.

10. Ensure the CO and Senior Management Team are kept informed of all developments so
that planning for change at every level of the organisation will incorporate risk assessment
and allocate responsibility for the risk introduced or influenced by the planned changes.
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11. Exchange information on best practice and support the development of evidence based
practice.

12. Provide an annual progress report to the CO and Senior Management Team.  

Regional Strategic Healthcare Risk Management Group

Communications Strategy

Introduction

To communicate is to transmit or pass on information.  Communication will not just happen – it is
planned.  An effective communication strategy includes more than just informing people.  It entails
listening actively to what is being said, and respecting other points of view.  

To be effective, communication must be a two-way process of talking and listening.  Accurately giving
the right message, at the right time, to the appropriate people is critical.  It is essential that all
information is successfully conveyed from one person to the next.  Ineffective communication is a
potential area of healthcare risk.

Effective communication is the responsibility of everyone and should flow from the bottom up and the
top down as well as across the organisation.

Objectives

• To inform the Chief Executive Officer, Corporate Team and health board staff in a clear,
timely, consistent and appropriate way of relevant, factual and accurate information
regarding healthcare risk.

• To listen to the views of all staff on healthcare risk issues.

• To channel feedback from staff so that it informs and influences the business of the
regional Strategic Healthcare Risk Management Group.

• To review and evaluate all feedback which may influence further communications.

• To provide information on healthcare risk management issues to all areas.
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Responsibilities

Each area is represented on the Group.  Members representing each area will convey the information
from the group to colleagues at all levels within their area.  

Responsibilities of group members:

• To convey relevant information from the Healthcare Risk Management Strategic Group to
their area.

• To act as a vehicle to bring concerns relating to healthcare risk issues from all
disciplines/areas within their remit to the Healthcare Risk Management Strategic Group
for discussion and/or action. 

• To ensure that all disciplines/areas within their remit are informed of the function of
Healthcare Risk Management Strategic.
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