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. [1-0ct-07 to| 1-Apr-08 to|1-0ct-08 toj

Reportable Sentenial Events 30-Mar-08 | 30-Sep08 | st-Maros| TO™!
[Surgery / interventional procecure invalving the wrong patient or bady part 3 2 5 10
[Retained instruments or other materil after surgery / interventional procedure 5 5 7 1
requiring re-operation o further surgical procedure
IHaemolytic blood transfusion reaction resulting from ABO incompatibilty 0 1 0 1
IMedication error resuling in major permanent loss of function or death of a patient 0 0 0 0
Intravascular gas embolism resuling in death or neurological damage 0 0 0 0
[Death of an inpatiert from suicide (including suicide committed during home leave) 12 13 1" 3
IMaternal death or serious morbidity associated with labour or delivery 1 0 2 3
Ifart discharged to wrong farmily or infant abduction 1 0 0 1
Unespected deaths or serious disabilty reasonably believed to be preventable (not
relatec to the natural course of the individual's iiness or underlying contion) f 0 o f
|Assessment should be based on clinical judgment, circumstances and the context of
[the incident
Total Number 23 21 25 69

Top Health Care Risks Identified from Frontlines
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Sentinel Events (HA-wide)
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Risk Reduction Programmes

» Suggestions from the Incident reporting,
RCA, risk register

* Identify CRITICAL POINTS

» Examples:
— Reduction of inpatient suicide
— Surgical Safety Policy / Checklist
— 2D barcode system




Inpatient Suicide

e Task force on Suicide
— Assessment tool ready
— Environmental screening

2D Barcode System

* Phase 1: Type & Screen
¢ Phase 2: Mortuary Service
¢ Phase 3: All laboratory tests
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Surgical Safety Policy /

Checklist
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SURGICAL SAFETY

Sentinel Events (HA-wide)
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« Incident reporting:
— Change the structure
— Change the process
— Monitor the outcome

¢ Change is a continuous improvement
process




