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Managing and mitigating risk:
An administrator's view
This experienced manager offers advice iearned the hard way

As liability issues abound and insurance
^ipremiums skyrocket, risk manage-

-*. A . ment is no stranger to long-term
care managers. Several areas of long-term
care are particularly susceptible to serious
risk exposure (see "Typical Risk-Associated
Events," p. 58). Many organizations are
cognizant of this but have struggled to fully
understand this complex topicand how to
implement an effective risk-management
program. Because issues of risk are multi-
faceted, they requireaii equally complex
and systemic approach. Effective risk
management ts a way of conducting
day-to-day operations, encompassing
preplanning to prevent risk-laden situ-
ations fl/W implementing procedures to
follow when things go wrong, as they
inevitably will. At the heart of a success-
ful approach is an acknowledgment that
organizations, like people, are moreoften
judged by how they handled a mistake,
not whether one was made.

Case One
One of the hardest situations for ,i
long-term care employee to deal with is •
a missing resident. The person who made
the discovery must make itnmediate deci-
sions having implications for the suspected
missing resident, the resident's family, the
organization and, potentially, the outside
community's emergency-response systems.

One such occurrence at my own facility
began with a phone call notifying me that
one of our more "independently minded"
residents, who had a history of taking walks
without following checkout procedures, was
missing. Employees conducted an extensive
search of the building and grounds, con-
tacted family members, and then telephoned
authorities. As I drove up to our facility, 1
experienced a wide range of emotions. 1 was
awestruck as I negotiated a full contingency

of emergency-response vehicles crowding
our parking lot. I identified myself to the
largest congregation of uniformed person-
nel, who were busy plannmg search patterns.
I was i nformed of the search status, including
the fact that a state police search helicopter
was in flight.

As it turned out, the resident had gone to

a n evening service at his church. While this
was a documented "near miss," the incident
unleashed a chain oFevents with far-reach-
ing ramifications for our facility. It would
have been easy to treat the employee who
made the decision to contact authorities
as if she had overreacted, but that would
have diminished employees' willingness to
make critical decisions in the future. Her
response was correct for the situation she
faced. We recognized her conduct as such,
reemphasized to the resident the responsi-
bilities of residency, and extended formal
appreciation to our local, county, and state
emergency responders. Meanwhile, we sent
risk-management bulletins to residents,
family members, and employees, reiterat-

ing our sign-out procedures and that we
are developing a system of missing-resident
drills for staff.

Case Two
Even il" blessed with the most knowledgeable
employees, thcfinestpoliciesand procedures,
the most realistic expectations, and the high-

est levels of trust, we are not capable of
overcoming one of the most basic truths
of our human condition: We are imper-
fect beings, and we make mistakes. Best
practices don't promise an absence of risk;
they promise an ongoing commitment
to responsively minimize risks associated
with the aging process.

One morning, I arrived at work to
find one of our residents m cardiac
arrest. Asked to continue (̂ PR in the
ambulance during transport to our
community hospital, I waited near the
nurses' station at the ER for a report.
Eventually I learned that the resident
had passed away, and as my thoughts
returned to work 1 became aware of a
conversation behind me.

I heard a nurse on the phone ask in
disbelief, "You did what?" She to\d a nearby
ER physician about the information she just
received, and his face flushed with anger.
Having heard her mention my facility, I
quickly walked over and interrupted the
discussion by introducing myself. Thrust-
ing the phone toward me, she said, "Here,
you talk to her."

The caller was one of our charge nurses,
who began by reminding me that we had
many residents with the same first and last
names, distinguishable only by their middle
initials. She recounted that the employee
who had contacted the resident's family had
accidentally grabbed the chart of another
resident—and the wrong family was en route
to the hospital, thinking that their mother
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had passed away. It also meant that the
relevant family remained wholly unaware
ot the morning's events, i instructed our
charge nurse to immediately contact the
family whose mother had died and explain
the course of events.

Confident that amends would be made
with the grieving first family, I told the
physician I would meet the arriving family
in the lobby to explain our facility's mistake.
Following this difficult but ultimately posi-
tive encounter, I returned to our facility. As
I entered, I saw the employee who had made
the mistake waiting in the hallway. Stricken
with grief, she ran to me and asked me to write
her up. But instead of a disciplinary action,
1 suggested that both families deserved a
personal apology for her mistake. Having to
face both families would be more difficult for
her than any discipline 1 could dole out.

In investigating the event, I had no doubt
that such an incident would have opened us
up to extensive hahility, probably enticing
the families to take legal action. After all,
such events beg questions of negligence
and inadequate care, especially when an
initial response is defensive or full of denial.
Thankfully, we had trusting relationships
with both families prior to the event, and
they forgave us. Futthetmote, we identified
potential risk issues related to duplicate
names—ranging from residents receiving
other residents' mail to the increased risk
for medication errors—and made necessary
adjustments in our operations. In doing so,
we demonstrated accountability and showed
respect by listening to suggestions, audit-
ing our operating procedures, and keeping
vested parties informed oi our progress.

Organizational Design
for Risk Management
Effective risk-management programs have
certain basic characteristics {see "Risk-
Management Program Components,"
p. 59). All derive their accountability and
authority from the governance board and
senior leadership oi the organization. Every-
one who provides care, direction, or decision
making on behalf of the organization has
the potential to create risk and is liable for
the consequences of his/her decisions ot
actions {or prolonged inaction when aware
of an event). Ultimately, of course, it is the
facility's legal responsibility to ensure that

good operational standards are in place
and that an active "corporate compliance"
program ensures adherence to them.

Furthermore, ignorance of culpability is
not a permissible defense, especially when
a governing board is involved. Fiduciary
responsibility begins with the premise that
culpability exists based on what the govern-
ing body knows or should know regarding the
operations of the organization. Therefore,
the board'sappointinga representative body
of organizational stakeholdets focused on
safety, quality improvements, risk manage-
ment, and prevention becomes a powerful
tool for mitigating risk and showing the
exercise of due diligence.

Effective risk-management programs
begin with a risk-management and safety
committee that has been sanctioned to pre-
vent, investigate, and reduce risk throughout
the operation. I he committee should be
composed of a large cross section from all
domains of the organization, including
supervisory/management personnel and an
equal representation of frontline employees.
Committee members receive direct feedback
from many sources in the organization.

Typical Risk-Associated
Events
Several such events are associated with

long-term care, one of the latest additions

to the list being HIPAA violations. Additional

issues include:

• resident abuse (alleged, suspected,

or substantiated)

• elopement

• medication or treatment errors

• falls, both recurring and those

resulting in serious injuries sucti as

fracture

• injuries during the provision ot

services

• pressure ulcers and sores

• suicide, homicide, or unanticipated

death of a resident

Educating stakeholders to be aware

of these high-risk drivers and how to ef-

fectively deal with them is a crucial piece

of managing risk.

such as resident councils, quality assurance
committees, medical service committees,
and other groups of srakeholders. The best
programs also include feedback processes
for safety audits and organizational self-
evaluation.

Planning, implementation, training,
and communication of facility practices
addressing emergency situations also fall
to the committee. These include emergency
management plans, fire-drill programs,
missing-resident drills, and in-services on
topics such as infection control, accident
prevention and reporting, hazardous materi-
als, and fire safety.

Finally, the committee must be known
to the organization so that the maximum
number of stakeholders will know whom
to contact when they witness an unsafe
situation or are involved in a risk-associ-
ated event.

Culture of Risk Management
If risk-management programs createan atmo-
sphere of openness wheremistakes are frankly
discussed and learned from, this will build
a strong organizational culture of account-
ability dedicated to continually improving
standards, operations, and quality of care. A
systems approach to this would be:

• fully participative, involving every stake-

holder;

• fully integrated, involving every aspect of

the organization;

• continuous, improving operations expe-

ditiously every day through corrective

measures; and

• a source of constantfeedback, with creative

responses to that feedback and education

on upgraded practices.

An important element of an effective
risk-management program is the process
for internal reporting of "near misses,"
sometimes defined as "almost" events. Con-
tinuous quality improvement is impossihle
without processes in place to communicate
all risk-associated events or situations, and
acceptance that reporting of those events is
everyone's responsibility.

Many organizations experience difficul-
ties in reporting actual events and near
misses. Once the significance of reporting
d//risk-associated events is established, the
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process should be simple and consistent,
and include:

• an understanding thatthe reporting process

is neither part of the organization's disciplin-

ary process nor used to establish blame;

• a well-designed reporting form that is easy

to understand, collects vital facts about

the event (time, date, location, equipment

involved, injury, action taken, etc.), and is

easily accessible at all times;

• a process for contacting a designated

family member about a//events in a timely

manner;

• specific guidelines as to who receives com-

pleted eventforms, the facility's policy about

copying them (which should be strongly

discouraged), and the time frame in which

thecompletedeventformneedsto be passed

along to the appropriate people;

Risk-Management Program
Components
An effective risk management program

includes:

• an integrated working relationship

with the organization's corporate

compliance program

• a well-defined risk management

committee that enjoys complete

support from the leadership and

governance of the organization;

• an organizational culture that obli-

gates stakeholders to identify and
report near misses, risk events, and

noncompliance issues;

• a well-designed and weil-communi-

cated system for internal reporting,

data collection to identify trends,

investigating, decision making, and

execution;

• organizational stakeholders who

are highly educated in potential

areas of risk within their industry

and knowledgeable about the most

effective responses to those situa-

tions when they occur; and

• a process for building realistic

expectations regarding risk at the

beginning of each relationship with

every resident and family members.

• a well-defined process for investigating

events;

• a process to meet external reporting

requirements (e.g., state department of

health, workers' compensation, OSHA,

etc.), depending on the nature of the event;

and

• a compilation method to identify trends

regarding specific incidents, common

locations, areas needed for improvements,

etc.

The ultimate purpose of these processes
i.s to untangle the elements that lead to
risk so that root causes can be identified.
Root-cause investigation of catastrophic
events typically identifies specific mistakes
that increased likelihood and risk and at-
tempts to pinpoint how different decisions
might have prevented the events. This is
followed by development oi best practices
and linking continuous improvement with
stafi development. Only after this sequence
of events will actual changes in day-to-day
operations hecome reliably executed.

Conclusion
Sound risk-management practices require
total commitment. Decisions responding
to risk take courage to execute because the
implications ofrisk sometimes necessitate
unpopular change and require personal
accountability. While neither total com-
mitment nor courage will overcome the
reality that life is inherently risky and that
mistakes will be made, they do provide
organizations with their best opportunity
for fulfilling their duty of care—their basic
purpose fot existence. •

Victor Lane Rose, MBA, NHA, is Director of Operations
at Souderton Mennonite Homes, a CCRCin Souderton,
Pennsylvania. For further information, phone {Z15)
723-2182, ext. 219. To send comments to the author
and editors, e-mail roseO4O6@nursingt]omesmagazine.
com.
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Empower Seniors
with the Tek-CARE®500 Wireless Emergency Call System

Residents wear water-resistant pendants,
allowing them the freedom to roam throughout
your facility-knowing that help is always just a
button press away. The masterstation computer
displays calls and forwards them to staff
pagers, while maintaining resident data and
monitoring all transmitters.

Tek-CARE'̂ SOO includes a complete selection of
wireless call transmitters-in eluding pendants,
emergency switches, smoke detectors, door &
window monitors, and motion detectors.

Give seniors the peace of mind and
independence they deserve—

give them Tek-CARE®500.

Call (800) 327-8466, or visit
www.tektone.net/tekcare500.htm

Phone: (800) 327-8466

Outside US: (828) 524-9967

••'ebsite: www.tektone.NET
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