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Risk and Quality Management in a healthcare
The Concept of Risk and Quality Management
Risks to staff, patients and organizations are rampant in healthcare (Williamson, 2012). Due to this reason, all organizations are required to have competent healthcare managers for monitoring, assessment, implementation, and development of risk management plans with the aim of reducing exposure to prospective risks. Thus, risk and quality management in healthcare is prospectively a vital aspect in all industries. The fundamental concept of risk management program centers around the efforts needed to mitigate the risk (Williamson, 2012). The program commences with a formal and a strategic written plan that focuses on organizational goals, defined program scope, the expression of commitment by the staff, and confidentiality of any form of sensitive information (Williamson, 2012). As a form of risk management process, the risk management plan must be clarified to all the stakeholders to ensure that the concept and goals are well understood. 
In the process of decision making in risk and quality management, the information needed includes the following. First, the problem must be well defined (Satterstrom, 2017). This entails active research, observation, and identification of the potential problem, scrutinizing the exact problem, and knowing what to be done to fix the problem. Defining the problem is integral because it helps to identify the essential steps necessary to avert the impending risk and in turn helping to create a quality organization. Other information required is establishing the criteria (Satterstrom, 2017). Defining the right criteria necessary for risk and quality management is pivotal in deciding what to accomplish in the decision-making process. In addition, establishing the criteria makes it clear on what should be avoided. Third, the necessity to reflect on all alternatives in risk and quality management process is deemed as very important. There are various alternatives to solve the prevailing problem. Therefore, all the alternatives that can aid solve the problem are considered.  The best alternative to solve the problem is also required (Satterstrom, 2017). Usually, this step is based on skills, experience, experimentation, and intuition. Furthermore, developing a good action plan for the implementation of the best alternative is integral. This entails developing the processes of how the action plan will be actualized and determining all the strategies necessary to accomplish the goals at hand. Lastly, the decision makers need to evaluate and monitor the solutions in the process of risk and quality management (Satterstrom, 2017). This calls for the necessity of troubleshooting the decisions made. Troubleshooting implies identifying any problem that may arise from the decision selected. In addition, a backup plan is created to avert any problem that may arise.
To achieve a successful risk and quality management in the healthcare industry, there are essential tools employed in the process. The primary tools were developed from prevailing medical errors and connected by a common statement from the medical field, to err is human (Rath, 2014). The risk management tools include Health Failure Modes and Effect Analysis (HFMEA), Six Sigma, Root Cause Analysis (RCA), Plan-Do-Study-Act model (PDSA). The purpose of the HFMEA tool is an evaluation of the risks (Rath, 2014). The Plan-Do-Study-Act model is utilized for rapid recycle movement. The Root Cause Analysis is used for investigating the problem and problem-solving decisions. Finally, the Six Sigma involves designing, improvement and monitoring with the purpose of reducing potential wastes and thus increasing economic stability.
On the other hand, the tools involved in quality management include; the cause and effect diagram, control charts, Pareto chart, and check sheet. The purpose of the cause and effect diagram is to identify potential causes of a specific event and then categorize ideas into rational categories. The purpose of the check sheet is the collection and analysis of data. The purpose of the control charts is to investigate the changes as time progresses (Rath, 2014). Finally, the purpose of the Pareto chart is to show the most significant factors.
The use of risk and quality management has its advantages and disadvantages as named below;
Advantages
· The Root Cause analysis uncovers and solves the problem from the root and also fixes the apparent issues (Rath, 2014). 
· The PDSA model provided flexibility to adapt to any change and thus ensuring that the changed solutions are developed (Williamson, 2012). 
· The main advantage of the Six Sigma over the other tools is that it is customer controlled.
· The advantage of Health Failure Modes and Effect Analysis (HFMEA) is that it protects a patient from potential risks if there is a failure (Rath, 2014).
· The Pareto chart advantage lies on the Pareto principle which states that the quality management process should center on 20% of issues that lead to significant problems (Rath, 2014).
· The cause and effect diagram aids in identifying the areas of improvement.
· The advantage of the check sheet is that it provides a standardized data gathering tool.
· The advantage of Control Chart is the improvement and optimization of processes.
Disadvantages
· The Root Cause Analysis may include procedures that are hard to the healthcare providers.
· Health Failure Modes and Effect Analysis (HFMEA) is that if the user does not specify the failure modes, the problem will not be detected.
· The disadvantage of the Six Sigma is the high cost during installation.
· In some instances, the Plan-Do-Study-Act model may make out changes that are inconsistent with those of corporate strategy.
· The Pareto charts do not provide insight into the root cause of the problem.
· The Control Chart can sometimes offer flawed results.
· The limitation of the Cause and Effect diagram is that it does not specify the root cause of the problem.
· Similar to the Cause and Effect Diagram, the Check Sheet does not specify the cause of the problem.
The making of decisions in the risk and quality management is coupled with different challenges. In their pursuit to offer quality services, the health care providers are faced with the following problems. The first challenge is doubt (Loeb, 2015). Doubt may arise in the case the healthcare provider cannot establish the likelihood of a patient to provide an informed decision. When there is the challenge of doubt, the healthcare provider must seek an opinion from a psychiatrist. Another challenge can arise when a patient withdraws a consent that had been agreed upon (Loeb, 2015). Basically, any patient who can make an informed decision has the right to breach any consent especially when the consent has the threat of death. Another challenge is the determination of the exact information a patient should know. Every patient has the right to information; however, the burden of the information should be determined. In some cases, some patient refuses to accept the information given and in turn, make their own decisions mostly founded on their beliefs. This challenge leaves a doctor with the task of educating the patient on the need to be informed. Finally, the emergency case is another challenge (Loeb, 2015). In the hospital, when a health care provider is faced with an emergency case, he/she must act without patient's consent. Consequently, this action may result in different complain from either the patient or the family.
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