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It is my pleasure to stand before you today as a representive of
the profession of risk management not only in the United States
but around the globe. As I prepared to visit the different
countries this year the country that I was must excited about
seeing is Japan. Japan is a country that is not only rich in
history and culture but a country that has been able to take the

word "manufacturing" and Efficiency and redefine it.

The art of risk management is something that I constantly think
about. How can we identify new ways to provide a safer
environment for our employees to work in? If we manufacture
the product faster is it at the same level of quality all the time.
Did we produce a consumer hazard? How do we identify the
bottlenecks in a production process that contribute to the
production of a dangerous product or a dangerous way of

manufacturing a product?

About six months ago I changed where I work. I am now the
Director of Risk Management and Insurance at New York
University in New York City. Rather than bore on how to
identify exposures in a global university of fifty thousand
students, who spend the day hours in class and the night hours
in the bars, restaurants and clubs of New York City I thought I
would speak to you about risk identifification in today's modern
health care system. For seventeen years I was the Director of
Risk Management at Bridgeport Hospital and Health Care
Services in Bridgeport Connecticut USA.

Bridgeport Hospital and Healthcare Services is the largest
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provider of healthcare in southern Connecticut. We operate a
425 bed Level 1 trauma hospital, a mutispecialty physician
practice were over 100 physicians practice, a real-estate
company, visiting nurse service, and a biomedical engineering
company. BHHS has been in business for 128 years. Operating
this type of business for that long comes with its challenges.
Creating a risk management process in a healthcare
environment is not as easy as you may think. Healthcare is a
rapidly changing environment with many different variables.
There are many processes that are never done the same way
twice. Just think for a minute about all of the different variables
that exist in treating the common cold. Each person is different
and each healthcare practioneer is different in their
methodology of treatment. If you go into the store where you
purchase your medication the shelves are full of different
remedies that can reduce, cure the common cold. Not all the

different remedies work on all the people all of time.

In a hospital environment you are dealing with similar variables
but the stakes are higher. You have to develop strategies that
reduce exposures but do not harm patients similar to the way a

surgeon saves a life.

For example while reviewing the medical incident reports for a
given month I noticed a trend of patients returning to the
operating room for reopening of their surgical site. My initial
investigation into that data for the month was not very
impressive. It showed that these patients were returning to the
operating room for removal of a foreign body within a short
period of time after their surgery. I than expanded the sample
size of information and it revealed that many more patients
were returning to the operating room for similar issues. This
alone was a serious issue and was probably fixable. The
question I asked myself was how hard will it be to get the
attention of senior management. I decided that I needed to do
some more data analysis on this issue. I then went back to the
data to calculate the amount of time the second surgery had
taken as well as the cost of man power and supplies. When you
add up that information with the number of patients that this
occurred to and the ill will these events generate then there is a
substantial exposure to the organization. The other hard costs
that factored into this equation are the total cost of a medical
malpractice case for these types of untoward events as well as
the increased cost of future premiums due to these events. What
struck the surgeons was that there was time in the operating

room schedule that was being used for unproductive surgery.
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This meant that the operating rooms could not be used for new

surgeries where the hospital and the surgeons can get paid.

They next step was to determine the root causes of the incidents
to determine if there is a common factor involved. We were
able to assemble the key individuals involved in the process.
When you have all of the risk owners together it is relatively
easy to determine the causes. The first task was to list all of the
risk factors that caused these occurrences and break them down
into categories, human, product, environmental, and time. This
would allow us to further drill down to the root cause. We then
flowed out the process of work and determined any bottlenecks
that can cause a failure in the process. These processes were
then broken down into sub process. Realizing that we could
identify many process failures we decided to vote on all of the
ones that were identified and concentrate on the top three. In
this case they were organization, communication, and
materials. In terms of organization we decided that we would
purchase an inexpensive organizer and number the pockets and
load them at the beginning of the case with the sponges that
were going to be used in the surgery. For communication there
would be a read back of all orders and written documentation
pertaining to sponges put into a patient and removed from a
patient. For material we changed the type of sponge to one that
we easily visible on an x-ray. All of the surgical staff and
surgeons were educated as to this new process. We also
collected data from the documentation that was written as well
as direct observation. The data was then feedback to all of the
users on a monthly basis in an effort to get to zero defects per
case. After six months of monitoring and adjusting the process
we were able to obtain zero defects per case. This greatly
reduced the liability on the organization while advancing the
quality of the care it also added to increased patient satisfaction.
A positive byproduct was that patients stayed for a shorter time
in the hospital using less resources and operating rooms were
now available to be used for other surgeries. This entire process
would not have been successful without a very dedicated team
of risk owners. The risk management department guided them
through the process but the risk owners are the ones who have
to work in these systems everyday. Fundamental risk
identification uncovered the deviation from practice and guided
a group of specialists in their field through a process to which
will prevent this problem from reoccurring. The Risk
management process was commended for identifying the issue
and leading a team to create a solution that had a positive

impact on the entire patient hospital continuum.
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Senior management as well as the regulators demand that there
be some type of risk management process in place. A strategic
function of any risk management program is the risk
identification process. The risk identification process should be
the backbone of your risk management program whether you
are practicing operational risk management or enterprise risk
management; the fundamentals of the process are the same. In
the real scenario I outlined just a few minutes ago it was an
active and operational risk identification process that provided
the information to begin this study and eventually correct the
problem. To have a successful risk identification process you

absolutely have to have the following support.

© The support of senior management.

© The support of all the employees in your organization.

O A robust method of communications.

© Systems to analyze the data.

OTHE TRUST OF YOUR ORGANIZATION TO
EFFECT CHANGE.

In my opinion these are the key critical function to be
successful. On a large scale when you have identified all of the
risks insurable or not in your organization you have created a

risk map to begin to work from.

So how do you begin the process? To obtain senior
management support if your organization is like mine you
obtain the support of senior management by showing positive
results from your program. Such as management of insurance
premiums, loss control activities, claims control, etc. It is these
bottom line oriented results that get the eye of senior
management because ultimately they bring higher share holder

value and increase profitability.

A risk map is not developed in a vacuum or within the risk
management department. I developed a list of individuals who
managed key departments in the organization. These key
individuals are what I call the risk owners. Through a brain
storming session we developed a list of areas that created
exposure for the organization. When you are not working with
risk management professionals such as these mangers I decided
to make to concept extremely simple. I initially asked three

questions of the group.

El What kept you up at night last year as it pertains to the

operation of your area?

1
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A What keeps you up at night this year as it pertains to the
operation of your area.
El What will keep you up at night next year for the operation

of your area?

Using these three simple questions you begin to get the
mangers think of the areas of exposure in their sphere of
responsibility. Once this list is created then the list has to be
prioritized. That is done by a voting process of the entire group.
The risk owners describes the concern then they are voted on
using a 1 to 5 scoring. 1 would be a critical exposure and 5
would be a remote exposure. The three lowest scoring
exposures would be the ones that would be worked on for the
next 12 months. Each area would have three areas to work on.
The results are reported to senior management and they follow

the progress of the remediation of the exposure areas.

The process of working through the identified risk exposure
areas can be accomplished in many different methodologies, we
have chosen to use six sigma. You may or may not know six
sigma is a process that systematically breaks down the
processes within each exposure unit. By using a series of
scientific methodologies we are able to break down systems
into its core components. This allows the risk owners to
identify the bottle necks in the process that are causing the
exposure. You then brain storm to engineer the bottle necks out
of the process and create as near to perfect process that you can
get. I six sigma language it is called engineering the defects out

of the process to get it as close to perfect as possible.

After the initial brain storming process and solution
development metrics are developed. The metrics that are
developed are used to monitor the implementation of the
solutions. Data is collected on a monthly basis by the risk
owner and communicated to the risk management office. The
risk management office then develops specific graphs to
represent the data. Examples of these graphs are bar charts, line
charts and control charts. The data is reviewed and the process
is constantly improved until it is as close to being defect free as
possible. All of this information is reported to the risk

management committee and the various governing committees.

In conclusion the risk identification process is one that can
molded for an organizations needs. There is not one model that
must be followed because each organization is different. The

basic methodology or premises is the same for every
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organization. In my new role as the Director of Risk
Management and Insurance at New York University I am using
the same methodology and frame work to create a risk map
using this type of risk identification process. I am no longer
dealing with complicated medical systems but the risk
identification process is the same. The team in higher education
at New York University has embraced the use of the risk
identification process. In the case of New York University I
have wrapped it up inside a enterprise risk management
framework.

This allows the designer of the risk identification process the
access to all areas of the organization. In doing so you will have
the opportunity to bring your findings directly to the people

who can help effect change.

There is no cookbook on how to deploy a risk identification
strategy. Each organization is different in how it handles it

exposures.

I would suggest that you develop a plan to attack this issue. In
today's world there are tools available to you to begin to build
such a framework. I challenge you to go to the RIMS website
www.rims.org and go to the tab labeled Enterprise Risk
Management. It is there you will find the RIMS Maturity
Model. Complete the maturity model it will not take long.
When you are done you will have an assessment of your
organizations readiness to embrace not only the risk
identification process but and Enterprise Risk Management
strategy. Use this as your launching pad to begin your journey.
I'm sure you will uncover exposures you did not know about.
But when you have completed your deployment you will know
that your organization is protected and the senior management
team is aware of all of the exposures. It is only at this point that

you as the risk manger can sleep at night.

I would like to thank you all for listening to me today. This has
been exciting for because I have been able to explain to you in
great detail how I have used the risk identification process to
expand my career but allowed me to create a department that is
focused minimizing risk issues. This will surely become woven

into the cloth of my organization.

Thank You
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