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Advanced Skill Certificate in Quality Assurance and Improvement in Health and Social Care

Risk Management In Health And Social Care

Adverse Event – An unintended injury or complication caused by healthcare delivery that results in
measurable harm to a patient. Related terms: incident, near miss, sentinel event. Practical application: staff
report an unexpected allergic reaction to a medication, triggering a root‑cause analysis. Challenges include
under‑reporting due to fear of blame and difficulty distinguishing between adverse events and disease
progression.

Audit – A systematic review of processes, policies or outcomes against established standards to identify
gaps and drive improvement. Related terms: clinical audit, audit cycle, peer review. Example: a quarterly
audit of infection‑control practices compares hand‑hygiene compliance rates with the national target of
90 %. The audit cycle (plan‑do‑study‑act) supports continuous learning, but resource constraints often limit
frequency.

Benchmarking – The process of comparing an organisation’s performance metrics with best‑practice data
from other institutions to set realistic improvement targets. Related terms: performance indicators, best
practice, comparative analysis. In practice, a care home may use regional falls‑rate data to set its own
reduction goal. Challenges include obtaining comparable data and ensuring contextual relevance.

Clinical Governance – A framework through which organisations are accountable for continuously
improving service quality and safeguarding high standards of care. Related terms: quality assurance, risk
management, accountability. Practical application: establishing a governance board that reviews clinical
outcomes, patient feedback and staff training records. A major challenge is aligning governance activities
with frontline workload without creating excessive bureaucracy.

Contingency Planning – The development of predefined actions to mitigate the impact of unexpected
events such as pandemics, natural disasters or system failures. Related terms: business continuity,
emergency preparedness, resilience. Example: a hospital creates a surge‑capacity plan that reallocates staff
and equipment during a flu outbreak. The main difficulty lies in maintaining up‑to‑date plans amidst
changing threats and limited funding.

Corrective Action – A step taken to eliminate the cause of a detected non‑conformance or risk, thereby
preventing recurrence. Related terms: corrective and preventive action (CAPA), remedial measure,
improvement plan. In practice, after a medication error, the pharmacy revises its double‑check protocol and
provides staff training. Challenges include ensuring the action is proportionate and that verification of
effectiveness is robust.

Culture of Safety – An organisational environment in which staff feel empowered to speak up about
hazards, report incidents and participate in improvement activities without fear of retribution. Related terms:
just culture, psychological safety, openness. Practical example: implementing a “no‑blame” reporting system
that recognises learning from near misses. Barriers often involve entrenched hierarchies and inconsistent
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leadership commitment.

Data Governance – The set of policies, standards and processes that ensure health data is accurate, secure,
accessible and used ethically. Related terms: data quality, information governance, data stewardship.
Example: a social‑care provider adopts a data‑validation tool that flags incomplete patient records before
they are uploaded to the shared electronic system. Challenges include balancing data protection with the
need for timely information sharing.

Deliberate Risk Assessment – A structured evaluation of potential hazards, their likelihood and impact,
undertaken before a new service or change is introduced. Related terms: risk analysis, hazard identification,
impact assessment. In practice, before launching a telehealth platform, a team assesses risks such as data
breach, patient misidentification and technology failure. The difficulty is often predicting low‑probability,
high‑impact events.

Diagnostic Error – A failure to establish an accurate and timely diagnosis, leading to inappropriate or
delayed treatment. Related terms: misdiagnosis, delayed diagnosis, overdiagnosis. Example: a missed
diagnosis of sepsis in an elderly resident results in rapid deterioration. Addressing diagnostic error requires
enhancing clinical reasoning, improving access to diagnostic tools and fostering multidisciplinary discussion,
which can be hampered by time pressures.

Emergency Preparedness – The planning, training and resources needed to respond effectively to acute
incidents that threaten health or safety. Related terms: disaster response, crisis management, drill. Practical
application: conducting quarterly fire‑evacuation drills in a nursing home and reviewing the outcomes to
refine evacuation routes. Challenges include staff turnover and ensuring that drills remain realistic without
causing alarm.

Evidence‑Based Practice (EBP) – The conscientious use of current best evidence combined with clinical
expertise and patient values to guide decision‑making. Related terms: research utilisation, clinical
guidelines, best evidence. Example: adopting a pressure‑injury prevention protocol that aligns with the
latest NICE recommendations. Barriers often involve limited access to up‑to‑date research and resistance to
change established routines.

Failure Mode and Effects Analysis (FMEA) – A proactive, systematic method for identifying where and how a
process might fail and assessing the relative impact of each failure mode. Related terms: prospective risk
assessment, process mapping, severity‑probability‑detectability (SPD) scoring. In practice, a multidisciplinary
team analyses the medication‑administration workflow to pinpoint steps where errors could occur. The
main challenge is the time‑intensive nature of the analysis and maintaining staff engagement.

Feedback Loop – A mechanism for communicating performance data back to staff and stakeholders to
inform ongoing improvement. Related terms: monitoring, reporting, continuous improvement. Example:
monthly dashboards display infection rates, prompting ward managers to adjust cleaning schedules. A
common difficulty is ensuring feedback is timely, actionable and presented in a format that encourages
ownership.

Hazard Identification – The process of recognising potential sources of harm within a health‑care
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environment. Related terms: risk identification, safety scan, threat analysis. Practical application: using a
safety checklist during ward rounds to spot unsafe equipment, inadequate lighting or cluttered walkways.
Challenges include staff fatigue, inconsistent use of tools and the tendency to focus on obvious hazards
while missing latent ones.

Incident Report – A documented account of an event that resulted in, or could have resulted in, harm to a
patient, service user or staff member. Related terms: adverse event report, near‑miss report, safety incident.
Example: a nurse records a fall that occurred after a patient attempted to mobilise unaided. The main
obstacles are incomplete reporting, lack of standardisation and the perception that reporting adds to
workload.

Infection Control – The policies and practices aimed at preventing the spread of pathogens within
health‑care settings. Related terms: aseptic technique, hand hygiene, antimicrobial stewardship. Practical
example: implementing a “bare below the elbows” policy and monitoring compliance with electronic
badges. Challenges include behavioural change, resource limitations and emerging resistant organisms.

Key Performance Indicator (KPI) – A quantifiable measure used to evaluate the success of an organisation in
achieving its objectives. Related terms: metric, benchmark, target. Example: a KPI of 85 %
medication‑reconciliation completion within 24 hours of admission. Difficulties arise when KPIs are too
numerous, poorly defined or not linked to patient outcomes, leading to data fatigue.

Learning Organisation – An entity that continually transforms itself by encouraging knowledge sharing,
reflection and innovation among all members. Related terms: organisational learning, continuous
improvement, knowledge management. In practice, a care provider hosts regular “huddles” where staff
discuss recent incidents and propose solutions. Barriers include limited time for reflection and a culture that
prioritises productivity over learning.

Likelihood – The probability that a specific risk event will occur, often expressed as a qualitative descriptor
(rare, unlikely, possible, likely, almost certain) or a numeric value. Related terms: probability, risk rating,
chance. Example: assessing the likelihood of a medication error during night shifts as “possible”. The
challenge is achieving consistent rating across assessors and avoiding subjective bias.

Medication Safety – The systematic approach to preventing medication errors throughout the prescribing,
dispensing, administration and monitoring phases. Related terms: drug‑related problem,
pharmacovigilance, safe prescribing. Practical application: using barcode scanning at the bedside to verify
patient identity and drug dosage. Common challenges are technology integration, staff training and alert
fatigue.

Near Miss – An event that could have resulted in harm but was averted before reaching the patient or
service user. Related terms: close call, precursor event, sentinel event. Example: a pharmacist catches a
dosage discrepancy before the medication is dispensed. Near‑miss reporting is valuable for proactive
learning, yet many organisations struggle with under‑reporting due to perceived insignificance.

Organisational Resilience – The capacity of a health‑care system to absorb, adapt and recover from
disruptions while maintaining core functions. Related terms: robustness, adaptive capacity, recovery. In
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practice, a hospital’s ability to maintain elective surgery slots during a flu surge demonstrates resilience.
Challenges include limited surge capacity, supply‑chain vulnerabilities and staff burnout.

Patient Safety Culture Survey – A tool used to gauge staff perceptions of safety, communication openness,
and error reporting within an organisation. Related terms: safety climate, staff questionnaire, perception
audit. Example: the HSOPSC (Hospital Survey on Patient Safety Culture) is administered annually to identify
areas for improvement. Interpretation can be hindered by low response rates and varying understanding of
terminology.

Preventive Maintenance – Scheduled servicing of equipment and infrastructure to reduce the likelihood of
failure and associated safety risks. Related terms: equipment servicing, reliability engineering, downtime
reduction. Practical example: quarterly calibration of infusion pumps ensures accurate drug delivery. Budget
constraints and competing priorities often delay maintenance activities, increasing risk exposure.

Process Mapping – Visual representation of the sequence of steps involved in delivering a service, used to
identify inefficiencies and hazards. Related terms: flowchart, value‑stream analysis, workflow diagram.
Example: mapping the discharge pathway reveals redundant paperwork that delays patient release.
Difficulties include obtaining accurate input from busy staff and keeping the map updated as processes
evolve.

Quality Improvement (QI) – The systematic use of data‑driven methods to enhance service delivery,
outcomes and patient experience. Related terms: continuous improvement, Plan‑Do‑Study‑Act (PDSA),
improvement cycle. Practical application: a QI project reduces catheter‑associated urinary tract infections by
30 % through staff education and checklist implementation. Common obstacles are limited analytic skills
and competing clinical demands.

Root Cause Analysis (RCA) – A structured investigative technique used to uncover the underlying reasons
for an incident, rather than focusing on immediate causes. Related terms: causal analysis, fishbone diagram,
systemic failure. Example: after a fall, an RCA reveals that inadequate lighting, poor staffing levels and
outdated bed alarms contributed to the event. Barriers include time constraints, reluctance to expose
organisational flaws and insufficient expertise.

Risk Appetite – The amount and type of risk an organisation is willing to accept in pursuit of its objectives.
Related terms: tolerance, threshold, risk profile. In practice, a community health service may accept a
low‑level risk of delayed appointments in exchange for broader service coverage. Determining appetite is
challenging because it must balance stakeholder expectations, regulatory requirements and financial
realities.

Risk Communication – The exchange of information about risks between organisations, staff, patients and
the public, aimed at fostering understanding and informed decision‑making. Related terms: transparency,
stakeholder engagement, messaging. Example: informing patients about the potential side‑effects of a new
vaccine programme through leaflets and webinars. Challenges include jargon, misinformation and varying
health literacy levels.

Risk Management Plan – A documented strategy outlining how identified risks will be monitored, mitigated,
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and reviewed over time. Related terms: risk register, mitigation strategy, action plan. Practical use: a
social‑care provider creates a plan that assigns responsibility for each risk, sets review dates and defines
performance indicators. Maintaining the plan’s relevance requires regular updating and senior leadership
support.

Risk Register – A living document that records identified risks, their assessment (likelihood and impact),
existing controls, and planned mitigation actions. Related terms: risk log, risk matrix, tracking sheet.
Example: a hospital’s risk register lists “staff shortage during winter” with a high impact rating and includes
recruitment surge plans as mitigation. Challenges include ensuring completeness, avoiding duplication and
integrating the register with other quality systems.

Safety Incident – Any event that compromises, or has the potential to compromise, the safety of patients,
service users or staff. Related terms: adverse event, incident report, safety breach. Example: a faulty oxygen
cylinder valve that triggers an alarm but does not cause injury. The difficulty lies in distinguishing true safety
incidents from routine alerts and ensuring consistent classification.

Safety Netting – The practice of providing patients with clear guidance on what to do if symptoms persist or
worsen, thereby reducing the risk of delayed diagnosis. Related terms: discharge instructions, follow‑up
plan, contingency advice. In a primary‑care setting, a clinician advises a patient with a sore throat to seek
urgent care if fever spikes. Barriers include time pressure and lack of standardised templates.

Scenario Planning – A strategic method that explores multiple plausible future conditions to test the
robustness of plans and identify emerging risks. Related terms: foresight, strategic foresight, what‑if
analysis. Example: a health board develops scenarios for varying levels of pandemic severity to assess
staffing and supply needs. The main challenge is allocating resources to explore low‑probability scenarios
while maintaining day‑to‑day operations.

Security of Information – Protecting health data from unauthorised access, alteration or loss, ensuring
confidentiality, integrity and availability. Related terms: cyber security, data protection, GDPR compliance.
Practical example: implementing two‑factor authentication for electronic health record access. Challenges
include balancing security controls with usability and keeping pace with evolving cyber threats.

Service User Involvement – The active participation of patients, families or community members in
designing, delivering and evaluating health and social‑care services. Related terms: co‑production, patient
engagement, stakeholder participation. Example: a focus group of older adults contributes to redesigning a
falls‑prevention programme. Barriers can be tokenism, limited representation and difficulty translating
feedback into actionable change.

Simulation Training – The use of realistic, often technology‑enhanced, scenarios to develop clinical and
non‑clinical skills in a risk‑free environment. Related terms: mock drill, virtual reality, skills lab. Practical
application: staff rehearse a code‑blue response using a high‑fidelity mannequin. Challenges include high
cost, need for skilled facilitators and ensuring transfer of learning to real‑world practice.

Stakeholder Analysis – The systematic identification and assessment of individuals or groups who can
influence or be affected by a risk‑management initiative. Related terms: interest‑influence matrix,
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engagement plan, power mapping. Example: a project to introduce electronic prescribing maps the interests
of clinicians, IT staff, patients and regulators. Difficulties arise when conflicting priorities lead to resistance or
disengagement.

Standard Operating Procedure (SOP) – A documented set of step‑by‑step instructions to achieve uniformity
of performance for a specific task. Related terms: work instruction, protocol, guideline. In practice, an SOP
for “hand‑over between shifts” details the information to be communicated, ensuring continuity of care.
Maintaining SOP relevance amid changing practice and technology is a persistent challenge.

Strategic Risk Management – The integration of risk identification and mitigation into the organisation’s
long‑term planning and decision‑making processes. Related terms: enterprise risk management, strategic
planning, governance. Example: a health authority incorporates climate‑change risk assessments into its
five‑year capital investment plan. The main obstacle is aligning long‑term risk horizons with short‑term
performance pressures.

Systemic Risk – Risk that arises from inter‑dependencies within complex health‑care systems, where failure
in one component can cascade to others. Related terms: inter‑connected risk, cascade effect, network
vulnerability. Practical illustration: a failure in the central IT server disrupts medication ordering, lab results
and patient monitoring simultaneously. Addressing systemic risk requires holistic analysis, which can be
hampered by siloed departments.

Targeted Surveillance – Focused monitoring of specific high‑risk areas, patient groups or processes to
detect emerging safety concerns early. Related terms: active monitoring, focused audit, sentinel surveillance.
Example: weekly review of bloodstream infection rates in intensive‑care units. Challenges include selecting
appropriate indicators, data collection burden and ensuring timely response to trends.

Threat and Hazard Identification (THI) – The systematic process of recognising both external threats (e.g.,
natural disasters) and internal hazards (e.g., equipment failure) that could impact service delivery. Related
terms: risk identification, vulnerability assessment, environmental scanning. In practice, a care home
conducts a THI exercise that uncovers risks from severe weather, cyber‑attack and staff shortages.
Maintaining up‑to‑date THI findings is resource‑intensive.

Training Needs Analysis (TNA) – An assessment that determines the gap between current staff
competencies and those required to manage identified risks effectively. Related terms: skills audit,
competency mapping, learning gap. Example: after a series of medication errors, a TNA reveals insufficient
knowledge of dosage calculations among junior nurses. Implementing the required training can be limited
by staffing levels and budget.

Trigger Event – A specific occurrence that initiates a predefined response or escalation pathway, often used
in risk‑management protocols. Related terms: escalation criteria, alert, activation threshold. Practical
example: a patient’s temperature exceeding 38 °C for more than 24 hours triggers a sepsis bundle.
Challenges include setting appropriate thresholds that avoid over‑alerting while ensuring timely action.

Verification and Validation – Processes that ensure a system or intervention meets its design specifications
(verification) and fulfills its intended purpose in the real world (validation). Related terms: testing, quality
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assurance, performance check. Example: a new electronic prescribing module is verified through software
testing and validated by pilot use in a ward. Difficulties include allocating time for thorough testing and
capturing real‑world performance data.

Vulnerability Assessment – The systematic examination of weaknesses that could be exploited, leading to
adverse outcomes. Related terms: risk assessment, weakness analysis, gap analysis. In a health‑care setting,
a vulnerability assessment of the network infrastructure may reveal outdated firewalls. The challenge lies in
prioritising remediation actions amid competing priorities.

Work‑Based Learning (WBL) – Educational activities that occur in the workplace, integrating theory with
practice to develop competence in risk‑aware care. Related terms: apprenticeship, on‑the‑job training,
clinical placement. Example: a junior therapist participates in a mentorship programme that includes regular
reflection on safety incidents. Barriers include finding qualified mentors and ensuring learning objectives
align with service demands.
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