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By the end of this session, we will:
• Describe the fundamental purpose of Integrated Risk Management
• Explore a systems approach to safety and risk management  
• Explore learning from harm  
• Describe the importance of safety and risk management action  

Objectives
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Healthcare Insurance Reciprocal of Canada (HIROC)

Patient 
Safety
& Risk

Service 
Excellence

Innovation
& Culture

Strategic 
Priorities

Our 
Mission

To provide insurance, risk management, and innovative 
solutions supporting safety and collaboration in healthcare.
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Insurance landscape
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Enterprise = 
Integrated
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Uncertainty
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What if
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Interconnection 
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Key components of risk 

• Attention to the identification of risk

• Assessment of the degree of risk

• Prevention, transfer and reduction of 
risk 

• Financing risk 
(insurance/reinsurance) 

HIROC Resources

• Risk Note: risk identification

• Risk Note: risk assessment

https://www.hiroc.com/resources/risk-notes/risk-identification
https://www.hiroc.com/resources/risk-notes/risk-assessment
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Attention to the identification of risk – where risk may arise

• Intentional Tortious Conduct (e.g., battery, assault)
• Negligence

• Duty of Care
• Breach of Duty of Care
• Resulting Loss or Damage
• Caused by Breach

• Contributory Negligence
• Vicarious Liability (Liability for staff)
• Institutional Liability (Liability for itself)
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Assessment of the degree of risk

• “Determining what to do”
• “Doing”
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Assessment of the degree of risk

Healthcare Claims Experience 
• Healthcare Professional Liability (78%)
• Bodily Injury (including personal injury) (13%)
• Errors and Omissions/Directors and Officers Liability (<1%)
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Assessment of the degree of risk

https://www.hiroc.com/system/files/resource/files/2024-08/HIROC%20Top%20Risk%20Report%202024.pdf 

https://www.hiroc.com/system/files/resource/files/2024-08/HIROC%20Top%20Risk%20Report%202024.pdf
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Amalberti R, Auroy Y, Berwick D, Barach P. Five system barriers to achieving ultrasafe health care. 
Annals of internal medicine. 2005 May 3;142(9):756-64.

Figure 1. Average rate per exposure of catastrophes and associated 
deaths in various industries and human activities.

How safe is healthcare?
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How safe is healthcare?
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When the employee
faces:

“Ideal Employee” 
Behaviors

Employee Behaviors Conducive to 
Organizational Learning 

Own errors and 
problems 

Creates an impression 
of never making 
mistakes

Self-Aware Error-Maker: Lets manager 
and others know when they have made 
a mistake so that others can learn from 
their error. Communicates openness to 
hearing about their errors discovered by 
others 

Table 2: Comparison of Traditional and Learning Views of Desirable Employee Behaviors 

Tucker AL, Edmondson AC. Why hospitals don't learn from failures: Organizational and psychological dynamics that inhibit system change. California management review. 2003 
Jan;45(2):55-72.

Do we like to talk about our errors?
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The need 

• The lack of patient safety continues to be one of the leading causes of 
preventable death globally

• Factors that influence risk outcomes in healthcare are largely unknown 

• No prescriptions on how to design system safety to reduce top risks
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Current approaches 

Characteristics

• Description of healthcare associated harm/patient safety incidents 
(i.e., cause and effect)

• Risks identified and prioritized by expert opinion (e.g., never events)

• Focused on patient safety on individual-level
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Reductionist approach

Culwick MD, Merry AF, Clarke DM, Taraporewalla KJ, Gibbs NM. Bow-tie diagrams for risk management in anaesthesia. Anaesthesia and Intensive Care. 2016 Nov;44(6):712-8.
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[driving rassmussen ]

https://www.google.com/url?sa=i&url=https%3A%2F%2Fwww.tripsavvy.com%2Fcanada-speed-limits-
1481680&psig=AOvVaw15y8LlH95FvRhpnatoOIKN&ust=1727861749835000&source=images&cd=vfe&opi=89978449&ved=0CBQQjRxqFwoTCPib0uXw7IgDFQAAAAAdAAAAABAE

Rasmussen, J. (1997). Risk management in a dynamic society: a modelling problem. Safety science, 27(2-3), 183-213.
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Systems thinking 

“Complex systems cannot be understood by studying 
parts in isolation. The very essence of the system lies 

in the interactions between its parts and the overall 
behavior that emerges from the interactions. The 

system must be analyzed as a whole.”

Ottino, J. M. (2003). Complex systems. American Institute of Chemical Engineers. AIChE Journal, 49(2), 292.
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Systems thinking frameworks – examples

Systems Engineering Initiative 
for Patient Safety (SEIPS)

Functional Resonance Analysis 
Method (FRAM)

Systems Theoretic Accident 
Model and Processes (STAMP)

Framework for understanding 
outcomes within complex 
sociotechnical systems 

SEIPS work system:
• Tools/technology
• Tasks 
• Person 
• External environment 
• Organization 
• Internal environment 

FRAM seeks function/process 
variability to understand everyday 
work.

FRAM examines everyday work as 
described by six aspects of the 
function: 
• Input 
• Output 
• Precondition
• Resource 
• Control
• Time

Engineer a sociotechnical system in 
which responsibilities and controls 
are designed to allow the entire 
systems and its individual parts 
achieve their objectives.

Safety control structures:
• Design supervision
• Process oversight 
• Social controls 

Carayon Hollnagel Leveson
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Learning from error harm
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The concept of human error 
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https://99percentinvisible.org/article/norman-
doors-dont-know-whether-push-pull-blame-
design/
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Aoccdrnig to a rscheearch at Cmabrigde 
Uinervtisy, it deosn't mttaer in waht oredr 
the ltteers in a wrod are, the olny iprmoetnt 
tihng is taht the frist and lsat ltteer be at the 
rghit pclae. The rset can be a toatl mses 
and you can sitll raed it wouthit porbelm. 
Tihs is bcuseae the huamn mnid deos not 
raed ervey lteter by istlef, but the wrod as a 
wlohe.
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[bimanual interference]
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https://www.ismp.org/resources/be-wary-controlled-and-non-controlled-medication-replicas-sold-online



4141

Case study – drug diversion

• https://www.ismp-
canada.org/download/JHospMed.pdf

• Pan-Canadian Drug Diversion Tool Kit: 
https://mssa2.ismp-canada.org/cdn-
diversion 

https://www.ismp-canada.org/download/JHospMed.pdf
https://www.ismp-canada.org/download/JHospMed.pdf
https://mssa2.ismp-canada.org/cdn-diversion
https://mssa2.ismp-canada.org/cdn-diversion
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Creating (and sustaining) action
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Intentional design of research to inform practice 

Vicente, K. J. (2000). Toward Jeffersonian research programmes in ergonomics science. Theoretical Issues in Ergonomics Science, 1(2), 93-112.
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https://www.hiroc.com/resources

• Top Healthcare Risks Report 
• Risk Reference Sheets
• Risk Note: 

• Link between Risk Management, Patient Safety and Quality Improvement
• Risk Management 
• Just Culture

• Applied toolkits 
• Allegations of Sexual Assault: Incident Response Toolkit 
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• Error is inescapable 

• Human error is a symptom not a cause

• Safety and integrated risk management is a system problem

• Action 

Is care safe today, how about tomorrow?
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Thank you
thall@hiroc.com

mailto:thall@hiroc.com
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