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l. Determine how and why

it happened

3. Proactive fact finding
(listen, observe & investigate)
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4. Identify root causes /
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1uluffis latent condition wiadaduakdns
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|. Understand what 2. Identify potential

change or unsafe act
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Organizational Accident Causation Model

Latent Conditions

Contributory Factors

Organization &
Management Culture
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Individual Factors
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Contributing Factors to Adverse Events in Health Care

o Base

New Technology

External Environment

Economic Pres
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S Physical Human-System Org/Social
Environment Interfaces Environment
Lighting Medical Devices Authority G
Noise Equipment Location Group Nc 3rd
Temperature Controls and Displays Commun Tier
Workplace Layout Software Control Coordinati
Distractions Paper/Electronic Local Procedures
Ventilation Charts Work Life Quality
Informaton Technology
Nature of the Work
Treatment Complexity Competing Tasks & 2nd
Workflow Interruptions Tier
Individual vs. Teamwork Physical/Cognitive
Requiremer
2
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Contributing Factors to Adverse Events in Health Care

5th Tier

External

Environment
Knowledge base,
New technology,
Equipment design,
Economic
pressure,
Public awareness,
Demographics,
Govemment
initiatives,
Healthcare policy,
Political climate,
Rules & regulation

- =

4th Tier

3rd Tier

Management
Organizational policy/
culture/structure,
Management system,
Management priorities,
Leadership
involvement,
Work process design,
Palicies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,
Support from central
functions

Physical
Environment
Lighting, Noise,

Temperature, Workplace
layout, Distraction,

Ventilation

2nd Tier

1st Tier

M592lA root cause AosavAulUIvng

3'9 %50 4™ tier ¥@4 contributing factor

Human-System
Interfaces
Medical devices.
Equipment location,
Controls and displays,
Software control,
Paper/electronic charts,
Information technalogy,
Available information

Nature of Work
Treatment complexity.
Workflow,
Competing tasks,
Interruptions.
Physical/cognitive
requirements

Latent Conditions

Social Environment

Management & supervision,

Group norms & climate,

Communication/
coordination,
Work life quality.
Local procedure

Team
Role clarity, Handover,
Communication,

Individual Staff
Factors
Knowledge, Skills,
Experience,
Sensary/physical
capabilities
Alertness, Fatigue,
Motivation, Attitude,
Cultural competency

Performance
Acceptable or
Sub-standard

Patient Factors
Having information to
avoid AE,

Social or cultural factor,
Language barrier,
Medical condition,
Medication

Active Errors

)

Unsafe Act /Substandard A

Adverse
Event

ct

uw.mﬁwﬂ ﬁlﬂ’gﬁqa 151911 Kerm Henriksen et al. & Canadian Incident Analysis Framework



Problem
or Event

Patient factors: Individual (staff) Task factors: Communication Team factors:
Clinical condition factors: Guidelines/ factors: Role congruence
Physical factors Physical issues procedures/ varbal Leadership
Social factors Paychalogical protocols Written Support + cultural factors
Psychological/ Social/domestic Decision aids Mon-verbal
mental factors Personality Task design Management
Interpersonal Cognitive factors
relationships
9
2 unul3uny
Ichigawa
Diagram
1% Y
Madarldme
Working condition factors: Organizational +
Education + Training Equipment + Administrative strategic factors:
Factors: resources: Design of physical environment Organizational structure
Competence Displays Environment Priorities
Supervision Integrity Staffing Externally imported risks
Awailability / Accessibility Pasitioning Workload and hours Safety culture
Appropriateness Usability Tirne




Contributory
Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

Societal influence Policy, rules & regulation Design New
Public awareness national, payors, finance, IT, Equipment & technolog
professional org supplies y
Organizational climate Resource .
) . Organizational process
structure, policy, culture, availability, - .
. . policies & procedures, decision, staff/workload
management system, leadership priorities & management, support from central functions
involvement, management g » SUPP

Information,
education, unit
communication

Supervision

Task design
Clinical protocol

Human-System/technology Interfaces
IT, medical device availability, location,
controls and displays, software, charts

Physical Environment
lighting, noise, temp.
layout, distraction,
ventilation

Contributory
Factors Tier 2
Work & Team

Nature of Work

work process complexity, workflow, competing tasks,
interruptions, physical/cognitive requirements

Contributory
Factors Tier 1
Individuals

Individual staff factors

knowledge, skills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Team

role clarity, team briefing, team awareness,
team morale, handover, care team

communication

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Substandard
Act

Violation

Flow of Steps

Error
perceptual,

decision, skill-based

Potential
Change




5th Tier

External
Environment
Knowledge base,
New technology,

Equipment
design, Economic

pressure,
Public
awareness,
Demographics,
Government
initiatives,
Healthcare policy,
Political climate,
Rules &
regulation

Contributing Factors to Adverse Events in Health

4t Tier

3rd Tier

Management
Organizational policy/
culture/structure,
Management system,
Management
priorities,
Leadership
involvement,
Work process design,
Policies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,
Support from cenftral
functions

Physical
Environment
Lighting, Noise,
Temperature, Workplace
layout, Distraction,
Ventilation

2nd Tier

Human-System
Interfaces
Medical devices,
Equipment location,
Controls and displays,
Software control,
Paper/electronic charts,
Information technology,
Available information

Nature of Work
Treatment complexity,
Workflow,
Competing tasks,
Interruptions,
Physical/cognitive
requirements

15t Tier

mi%@ root causeIEE

3 4138 4™ tier ¥a4 con

Latent Conditions

Social Environment
Management &
supervision,
Group norms & climate,
Communication/
coordination,

Work life quality,
Local procedure

Team
Role clarity,
Handover,
Communication,

Individual Staff
Factors
Knowledge, Skills,
Experience,
Sensory/physical
capabilities
Alertness, Fatigue,
Motivation, Attitude,
Cultural
competency

)

Patient Factors
Having information to
avoid AE,
Social or cultural
factor,
Language barrier,
Medical condition,
Medication

Active Errors

Perform

ance
Unsafe Act

)
Unsafe Act

Adverse
Even

uw.am‘"@uﬁ gm?jﬁna 1/3Uan Kerm Henriksen et al. & Canadian Incident Analysis Framework
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Contributing Factors to Adverse Events in Health Care

5th Tier 4t Tier 3rd Tier 2nd Tier 1st Tier

Patient Factors
Having information to avoid AE, auilumsesiugt@nisal
Social or cultural factor, Msumsgsnuiausssuanulasant

Language barrier, am »
Medical condition, smizgunw Even

Medication mslsen

or

coordination,
u Work life quality,

Local procedure

< Latent Conditions Active Errors >

uw.am‘"@uﬁ qm‘jﬁqa 1/3Uan Kerm Henriksen et al. & Canadian Incident Analysis Framework
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ndividual Staff Factors
Knowledge, anaj
Skills,dsinuz i
Experience, dssumant o
Sensory/physical capabilities anususalunisiviuazasuauas

Alertness, anudnm }
Fatigue, anuwitons |
Motivation, usssla

Attitude, reuad
Cultural competency susrnueniiians




Contributing Factors to Adverse Events in Health Care

IndiViduaI Performance Patient
Staff Factors Unsafe Act Factors
A5 1IoaN UNIY

pgntegmsosnuuusewdly 1 Tier 1d
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Contributing Factors to Adverse Events in Health Care

5th Tier

External

Environment
Knowledge base,
New technology,
Equipment design,
Economic
pressure,
Public awareness,
Demographics,
Govemment
initiatives,
Healthcare palicy,
Palitical climate,
Rules & regulation

- =

4th Tier

3rd Tier

Management
Organizational policy/
culture/structure,
Management system,
Management priorities,
Leadership
involvement,
Work process design,
Palicies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,
Support from central
functions

Physical
Environment
Lighting, Noise,

Temperature, Workplace
layout, Distraction,

Ventilation

2nd Tier 15 Tier Unsafe Act /Substandard Act

159219 root cause aasavAulUTvng

3" 450 4™ tier ¥4 contributing factor

Human-System
Interfaces
Medical devices.
Equipment location,
Controls and displays.
Software control,
Paper/electronic charts.
Information technology,
Awvailable information

Latent Conditions

Social Environment

Management & supervision,

Group norms & climate,

Communication/
coordination,

Work life quality.
Local procedure

Nature of Work .
Treatment complexity. Individual Staff
Workflow. Factors
Competing tasks., Knowledge, Skills,
Interruptions, Experience, Performance Adverse
Physical/cognitive $ Sensory/physical ® Acceptable or $ Event
requirements capabilities Sub-standard
Alertness, Fatigue,
Team Motivation, Attitude,
Role clarity, Handaver, Cultural competency
Communication,

Patient Factors
Having information to
avoid AE,

Social or cultural factor,
Language barrier,
Medical condition,
Medication

Active Errors

ar & = ar
WH.BIEIG ﬁlﬂ‘gﬁlqﬂ 1l51u97n Kerm Henriksen et al. & Canadian Incident Analysis Framework




Contributing Factors to Adverse Events in Health Care

5th Tier 4t Tier 3rd Tier 2nd Tier 1st Tier

Physical
Envitonment msadld root causd dasalidululnae
Lighting, Noise, rd oo th o . .
Temperature, Workplace 3" 1199 4™ tier Y94 contrlbutlng factor

layout, Distraction,

Management
raanizati i

External | Ventilation

Treatment complexity, anugudanaasnissnm
Workflow, unuisnszuawsu
Competing tasks, mysanmsnunmanulwasifaani
Interruptions, myinlinuazaa
Physical/cognitive requirements sussouzaninm

Nature of Work/ Task | "

AN V.

uw.am‘"@uﬁ qm‘jﬁqa 1/3Uan Kerm Henriksen et al. & Canadian Incident Analysis Framework




5th Tier

Contributing Factors to Adverse Events in Health Care

4t Tier

External
Environment
Knowledge base,

Management
Organizational policy/
culture/structure,
Management system,

New technology, Management
Equipment priorities,
design, Economic Leadership
pressure, $ involvement, ¢
Public Work process design,
awareness, Palicies & nrocedures

3rd Tier

Physical
Environment
Lighting, Noise,
Temperature, Workplace
layout, Distraction,
Ventilation

2nd Tier

15t Tier

msadla root causd desdldululuas

3" yi39 4™ tier ¥@9 contributing factor

Human-System
Interfaces
Medical devices,
Equipment location,
Controls and displays,
Software control,

Nature of Work
Treatment complexity,
Workflow,
Competing tasks,
Interruptions,
Physical/cognitive
requirements

Paper/electronic charts

Team

Role clarity, unumluia
Handover, nsssnaudsssiasu
Communication, nsgessludiy

Individual Staff
Factors

Knowledge, Skills,

Experience,
Sensory/physical $

capabilities

Alertness, Fatigue,
Motivation, Attitude,
Cultural
competency

Patient Factors
Having information to
avoid AE,
Social or cultural
factor,
Language barrier,
Medical condition,
Medication

ye Errors t

Performanc
e
Acceptable or

Sub-standard

L

Adverse
Even
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Contributing Factors to Adverse Events in Health Care

5th Tier

External
Environment
Knowledge base,
New technology,

Equipment
design, Economic

pressure,
Public
awareness,
Demographics,
Government
initiatives,
Healthcare policy,
Political climate,
Rules &
regulation

4t Tier

3rd Tier 2nd Tier 1st Tier

)

Management
Organizational policy/
culture/structure,

Management system,

Management
priorities,
Leadership
involvement,

Work process design,
Policies & procedures,

Resource availability,
Staff management,

Training & education,

Maintenance,
Support from cenftral
functions

< Latent Conditions

Physical Environment
Lighting, wss
Noise, \7u3
Temperature, auwni
Workplace layout, msesnuuuiuiiviam
Distraction, fssuniusans

Ventilation nisszunsoniea

X

7
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5th Tier

External
Environment
Knowledge base,
New technology,

Equipment

ressure,
Public
awareness,
Demographics,
Govermnment
initiatives,
Healthcare policy,
Political climate,
Rules &
regulation

design, Economic

< Latent Conditi

Human-System

Interfaces
Medical devices, gunsal
Equipment location, assadnsal

| Controls and displays, msmuquuaziais

Software control, Tdsunswaiuay
Paper/electronic charts, nasziisu
Information technology, sssuwne

154N

Available information dayawsauls

ctor

. Adverse
Even




5th Tiel

External
Environme
Knowledge bz
New technold

Equipmen
design, Econd

pressure,
Public
awareness
Demographi
Governmer
initiatives,
Healthcare po
Political climg
Rules &
regulation

j Late

Contributing Factors to Adverse Events in Health Care

Social Environment

Management & supervision,misusnimniia/ns
AMnuAaaINAnamNTaY
Group norms & climate , uswiagrwning/usssnnme
Tuniig
Communication nsfessluniisau
coordination, msdszauanu

Work life quality, amnwdinaurhau
Local procedure nsifidnuilseini




Management

Organizational policy/ culture/structure,daséns
Management system, szuuusns
Management priorities, myiasauanusian
Leadership involvement, msfisiuiiavasiims
Work process design, mssanuuuszuuns
Policies & procedures, slainsduaznsmny
Resource availability, msiagsnsweins
Staff management, mﬁ@mmﬂmm
Training & education,dmsfinausudsasam
Maintenance, misﬁauﬂﬁguﬁaﬂmﬁu
Support from central functions szuuasuauu

dverse
Even




External Environment
Knowledge base, wangwimms
New technology, wmalulaflna
Equipment design, nmssanuuuadnint
Economic pressure, iasugfia
Public awareness, mm?iujﬁu@”waammim%u
Demographics, dsz5ulas
Government initiatives, dsidudragniasy
Healthcare policy, ulausammymge
Political climate, ussanniamenisiias
Rules & regulation ngwunsuszmstisauls

dverse
Even




5th Tier

External
Environment
Knowledge base,
New technology,

Equipment
design, Economic

pressure,
Public
awareness,
Demographics,
Government
initiatives,
Healthcare policy,
Political climate,
Rules &
regulation

Contributing Factors to Adverse Events in Health Care

4t Tier

3rd Tier

Management
Organizational policy/
culture/structure,
Management system,
Management
priorities,
Leadership
involvement,
Work process design,
Policies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,
Support from cenftral
functions

Physical
Environment
Lighting, Noise,
Temperature, Workplace
layout, Distraction,
Ventilation

15t Tier

msadla root causd desdldululuas

3" yi39 4™ tier ¥@9 contributing factor

2nd Tier

Human-System
Interfaces
Medical devices,
Equipment location,
Controls and displays,
Software control,
Paper/electronic charts,
Information technology,
Available information

Nature of Work
Treatment complexity. Individual Staff
Workflow, Factors

Competing tasks, Knowledge, Skills,

Interruptions, Experience, Performanc
Physical/cognitive $ Sensory/physical $ e .

requirements capabilities Acceptable or
Alertness, Fatigue, Sub-standard

Latent Conditions

Social Environment
Management &
supervision,
Group norms & climate,
Communication/
coordination,

Work life quality,
Local procedure

Motivation, Attitude,
Cultural
competency

Patient Factors

Team
Role clarity,
Handover,
Communication, =

Having information to
avoid AE,
Social or cultural
factor,
Language barrier,
Medical condition,
Medication

Active Errors

Adverse
Even
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Organizational process (decision & rules)

2 Axis Swiss Cheese RCA Template

Potentla Skill-based error
| Change Violation

\ 4

\ 4

\ 4
v

Tier4 . Resource management/ priorities
Organizational cllmate (structure, pO|ICIeS culture) I,WE;[‘I}'U“VIH‘UBNanENN!,ﬂEI‘J‘UBQTGISJ‘I/IN,VI
: warldTuns3assvivosiia investigate
Training program unsafe superV|5|on (nJauutauaunjq'\wﬂuﬂun1‘sn1u WHY ‘lh"l)
Tier3 | Workdesign ‘ 1) s=u steps/process gy incident Tauazdun
" Technology / human -system mterface 2) sy unsafe act w39 potential change ‘[uumavsuumau
Physical/social enwronment 3) T‘S’mmu Why pdan mmn,l,ma”‘tfu'na”vlimummmm Lﬂﬂ')‘?JENﬂ‘U
‘ unsafe act usiazn1snszvin (muuﬁ’mmm ATIRZHDINY NANAG)
3 | aadusiaz unsafe act aonannAu mamummmw‘lmﬂu tier 4)
Tier2 AEREES work 4) oalgFnuazinegwlsiistlossu unsafe act laslal key
| el word wasusia tier i azapnuUUsULILaulsIAD. ..
Tier | Individual staff factor
1  Patient factor
Unsafe : Perceptual error
ct/ | Decision error 3 v |
z S

Flow of§
Steps |




Incident: Delayed Dx STEMI

msrAudamulaousms » Onboarding
Tier 4
, , : AT
nsaldnnduluunvos template it T
Tier 3 Aunadoniandnnsod anuiivh EKG 1a804 EKG
lisononsdoans AULAL AuAERD
\ 4
ligiwuavenseannses msdeansiuviy, lud szuu buddy
Tier 2| atypical chest pain, SrUUA), i msUszAn "si work Tu
WUUWDINENEIA nan, hifizuuiinax I e
|
v i v
ANUDIAVINEE - " uwnwngl ER 1@
Ti v e WHILIAIWLKRHN uwnwnd lid lefwe il
ler an @Ujgsﬁuq M, e i ond . AINNHILLULR
” Tnsi siUgnu i opwnon e o
1 ¢ GERD ARy
Unsafe Act X Y \/
I/> - Screening b Delayed EKG Delayed decision
oea oepeor [ o (MD)
Change
Flow of
Steps Screen » Assess > EKG Consult MD » Dilagnosis » Treat




RCA workshop



Timeline

30 &.41.

* 05:14 w. filaomseny 42 I H19z36 DM,
HT, DLP 1113Un133n®1628 MCA

® 06:20 #. Na®333 CT Brain lLlaz CT C-spine
1Uné, MRI C-spine WU #C4-C7, Spinal Cord
Contusion: C2-C5, CXR Unél gileignai
M3IHA@ Laminectomy

* 14:00 w. fiodaIMITUR (WaY)

2 n.A.
* 18:00 . ;jﬂwﬁmmﬂ ICU 1189 Ward 2/2
LLﬂ:"L@T%'umsﬂi:Lﬁuﬂi:mm;ﬂ’;m:ﬁu 4

3 N.A.

. N‘L]’JEJVL@]i‘lJﬂ’]iﬂﬁwLﬁJ%ﬂiwm‘ﬂNﬂ’JEli.,,(ﬂ‘u 3

. LmemnmewaN’]@mﬂmzvl,mnmmmmmLLﬂaﬂﬂaaﬁu

. Nﬂwmvlfm,l,awmﬂammu

® WNR®3II9 EKG WU Trachycardia, CXR WU Lung Aspirate
Pneumonia

o WasuenUfTauzan Cef-3 1 Tazocin
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* Morning Safety Brief
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e Performance for Awareness
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e Duration of Free from Harm
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Numbers Books
Manuals
Explicit \

Unwritten Not Documented
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Imprecise Experience
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Intuition
Personal Knowledge

Consciousness Emotions
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Now, Root Cause Analysis is
outdated.
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Now, Root Cause Analysis is
outdated.
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Now, Root Cause Analysis is
outdated.
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Now, Root Cause Analysis is
outdated.
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Now, Root Cause Analysis is
outdated.

*What’s New

*RCA Square

*Incident Analysis
*Prevention review
*FMEA review

eSafety Culture Review

e After Action Review

e Automated RCA
*RCA by Al
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N1TUINIIAIAULEY Risk Management System
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Risk Management Principles (1S031000) Q@

L/ v/ 1
28 1 RM @3 9uazinifasqaan (values)
) [~ 1 =2 6
28 2 RM LTna 1w iz asnnnIzuInn13uaIadans (all processes)

[~ 1 & o A
28 3 RM tind 1nitsnadn13anawla (decision making)
29 4 RM waadaaniinana LaiuitwabiagaLan (uncertainty)
U [~ ~ [~ = V) o 'V .
28 5 RM 1iwi309209a13tHnszuu Alasasn9sa nutIan (systematic)
28 6 RM agju%ﬁ%g'mwaamiaumﬁﬁﬁﬁqﬂﬁﬁagj (best information)
78 7 RM Usuliaanaaasnuusunuag risk profile (context)
28 8 RM ﬁ'\ﬂﬁ)é’ﬂé’f'\%u%ﬂﬁuaz%’m%ﬁssuu'\ﬁa'\‘smﬂ (human and cultural)
22 9 RM analdsslauazlsinann (transparent & inclusive)

[~ o gJ H

28 10 RM AA13duna e RAWD wazaavanadn1stdaawuias (dynamic)

1 Y 1 1 { 6 .
28 11 RM 23 lwiin13dsuilysadnsaaiivas lwasans (improvement)
ED 131000 Risk Management: Principles and Guidelines




Risk Management Principles (1ISO31000)

* RM a519uazuniasnairn (values)
* nsdasnuvseanlaniaiindunsneuniUisfanisdeuauuIn1 sl
<, 1 = 3
* RM 1JUaUnRUNU99NNTZuUIUN13UDIB9ANT (all processes)
® YNNTTUIUNITAANULALHIDE RM F9AIIATOUAGUNNNTZUIUNITVIDIANT AILATEAUNDENSDS
52AUUHUANS
< 1 ¢ v a o o .
* RM Wudaunilevainisnadula (decision making)
* fannduladnazyansuaudeInsali AsTulianuAdUERE19ls FTUTIIMIAUEENIBRENSLS
= 1 1 Y v A
* RM uwansaanasanuliniuaulyudaiay (uncertainty)
* anudsaduiasvadlanianagianisal liaunsavenlduiusulunsdazsednazinanzali s
dnusamanmsallitanuluauavladndlenanavuwials

@ Source: ISO31000 Risk Management: Principles and Guidelines



Risk Management Principles (1ISO31000)

< { < o/ % .
* RM 1Wu5e9v9autlussuu AlAseds199n utian (systematic)
* Systematic Tun1s3Asevivaya n13eszuualasny
* lassasnednfadaandnlasaziasinesls Wals iy wi9Nvas risk owner AU risk register
* viuan AeviuIanlun1siuanudewaraianisal iuanlunisuSudeuninsnistasiu
PS 1 dy dldd. dld 1 . .
RM 98 Uunuguvasa1saumanavganilag (best information)
* Tdvayanangalun1siasienaudes Tun1sim3gunsausuiioseninenisninenu
* RM UsuTliaannanenuusunuas risk profile (context)
® 33UV RM AR 215a0191U3unasAnsvin itinauadnudesaslsuns
* uiazaudeslilonanngUuRNITallazIuLILNesln

@ Source: ISO31000 Risk Management: Principles and Guidelines



Risk Management Principles (ISO31000)

* RM 1hdaenunyudiaz Inusssudnnansan (human and cultural)
o Jaduuyud thaniarsanitazneliiinauidesedisls uazazesnuuulesiugiAnisaledndls
o JaduTausssy Wududdnlunsadnsesdnsiivasnsivdsein
* RM fianulusalauaziazlainanu (transparent & inclusive)
o fiarulusdlalamsilamedoyaiiofamanisal tathungnisiFeus
. 1/|nﬂuluzmnﬂnuaanmﬂﬂsvmummﬂui ﬂ’lii“’Uﬂ’J’]ﬁJLﬁ‘c’J\‘iLLa“LLu’JVI’]\‘i‘ﬂ’éJ\‘iﬂu
* RM fiaudunain vmusm waznaUaUINIsUABULUAY (dynamic)
* §in1s update Ty¥sensanuidsaiiasniy
® Risk register MuualiifinesauvaInIsnuNIUiTaaY
* RM trelviiinnsuSulssesnsdaiilasluasdng (improvement)
e nnsi3auianngiinisal thangnsusulsaiatiostu
* wiliingUfinisal AAefNuNsRILINIRINsTB Y

@ Source: ISO31000 Risk Management: Principles and Guidelines
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Proactive Risk Management
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N33 ANNLE LN (Risk Identification) a2

Look backward Look forward

1 7| -

J Risk analysis
Mr/"

Corporate Risk

1 'y A
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Y o o Learn from others
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{ Y ¢ a
o ﬂ’)’la\llaﬂ\‘iﬂ'l%ﬂa E(!‘Ylﬁ/ﬁqiﬂ‘i]

Look aside

*  ANNLAYIAIWNITN

* ANNLALIAIBAILIAADN
*  ANMNLALIAIBAIITWINGA Operational Risk
® Clinical risk

® Non-clinical risk
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NIAAAINLATNUNINAINNLELY (Risk Monitoring & Review)
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