





The Incident Report process is not well-informed to all
departments.

Latihan

Incident report incomplete
next action and no outcome from report

Aktiviti keselamatan melibatkan IR

Fail incident report perlu dikemas kini

on



system of reporting
iInvestigate or review
action

share



TERiNii|

Definitions of Patient Safety ABSENCE

-Absence of preventable harm to a patient OF HARM
during process of health care” (WHO)

-Freedom from accidental injury FREEDOM
ACCIDENTAL
-Actions undertaken by individuals and INJURY

organizations to protect health care recipients
from being harmed by the effects of health
care services.

ACTIONS TO
PROTECT




« AIM OF INCIDENT REPORTING



find weakness of the system
reduce patient harm

prevent similar incident

holistic improvement of the system
finding an individual to be blamed






* NATIONAL / KKM STANDING ON INCIDENT REPORTING




































« RCA






Root

Root
Cause
Analysis
& Action
(RCA?)

Root
Cause

Analysis
(RCA)

Concept RCA? was introduced by National
Patient Safety Foundation, USA in 2015
(traditional RCA has had inconsistent
success)

Emphasize on the “Action” part with the
ultimate objective to prevent future harm
from the lessons learnt.









e OMNTRIBLTIMG FACTORS:

Plecze choose and fick at the relevant box the relevant confributing factors that
=ad fo the incident & describe the factor:. (con be more thon cne factor)
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Li:;’r out the maost important confributing factors/ root cause (5] that lead to the
incident.

The factors/ root cause (s) should be selected/written using 5 Rules of Causation
[Pleqase refer fo Appendix 3 of Guideline on Implemeniation of Incident Reporing
& Learning System 2.0)

IMCTION PLAN TABLE

Based on the contibuting factors/root cause |s) listed above, identify the most effective action plan. The action plan
should have at least 1 strong/intermediate action plan. “Weak" action can be implemented to support other action or
while waiting for “stronger™ or “intfermediate” action fo be implemented.




Fundamentally, RCA aims to establish:

v WHY it happened

HOW it h
VWHAT happened VHOW it appened (5 rules of causation)

Contributing
Factors

The objective is to
that contributed to

the incident / issue — some of these
will be identified as












INCIDENT HAPPENED

A COPY OF THE
MINUTED MEETING IS
SENT TO HOD

REPORT IS
SUBMITTED TO JKNS

PATIENT SAFETY
INCIDENT REPORTING
FORM IS FILLED UP

OUTCOME /
DISCUSSION IS
MINUTED IN MEETING

REPORT IS COMPILED
AND SENT TO KKM

FORM IS SENT TO
HOSPITAL QUALITY
UNIT att QUALITY
MANAGER

INCIDIENT IS
PRESENTED AT
HOSPITAL LEVEL
INCIDENT REPORT
MEETING, MONTHLY
BASIS

INSTRUCTIONS ARE
GIVEN BY HOSPITAL'S
QUALITY MANAGER

PRESCRIPTION SLIP /
RCA







1 : i! .
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HAME OF FACILITY, T LPATENTS. |
1| o ETD HiwE2 o™ o u—
IF UNCERTAIN
2 | paTECFINCIDEN | [TIF ) [OE | [CHOTE]
,; =Y AFPRONIMATEDATE:
CICHE T CEIF] Amde IF UNCERTAIN
1. | TIME OF INCIDENT - APPROKIMATE TIME: - A /o
PATIERT'S EHS ER INDENTIFICATION MUMBER - HAGE: 3 5_ ETHMEC _
4. | GEMDER .'M@IIEWLINNDWN STATLS ;  DECEASE LANGUASE BARRILE: Y5
Ipkose i : __ADHE 3 penoup HE -
|| TYFE OF PATINT [pleaie Tk ara] GEPASTMENT(S | INVELVED (piecne ok ¥
) [ ™AL | o&s oHCOoET ]
| IMPATTENT DAYCARE || SiwGkoal FHARKAL Y GERATRIC ]
| SUTFATIENT CITHERS: SPECIFY CORTHOPAEDAC RADIOLGY & BEHABILITATICN
5 AAE e — — IANCIG
PAECIATRIC ALE - CCu
LOCATION; WAKD / CUNIC | BRI TR e —
e CTHERS: SPECIFY _ - —
& TYPE OF INCIDENT 7 | Acioal T Wear Miss — ]
(e fok ool o .

Exarmples of incidents that need to be reporied: (Nole that this st is nat exhousiive) o
I Winong surgeryiprocedns —wisng shie, o or potiond

L Uninlenced rolgined tomign body In polient afler an aperalioniorocmme
o If Eminmrﬂlrﬁunurbbod.nblmumuch

Wi, Medcolicn enor Ik Al WERS fesm aas wial]

V. Pafienl fallin the Iy

wio Cbededic rekaled incidents )

Vi, Advene culcome ol dinkodl procedung

Vil Pre-hospial cons and ombulonc soice reatod ocident

e Fosioliheropy ekeled ncident

& Patien! suicioe f allempled sicks

i Patient dichangad fo wiong fomisy members § restof -En

I X, Assaull] batery of peliens

®il,  Unanficipaled Ao - Fre, fhame, or inanlicipaled wmoke, Pt of fashes oocuring iy Ihe facity

s, Ohers type of inciderd . —

7. EREF DESCRIFTION OF WHAT HAPFENED (Procse (il in The Exbewnis)
Tree: descriplion should Gxpleinwhol happen prior and uring The Incident ond how H occumed, Do nclde ay addfional
irdomnafion which you think sy leod o the incideni.

Hhegopm e

Fatiead wanted 0 go 4p dpitet . ofond np From bed, howevey
Whabie 4o ordvel Pu. B algedhy  per on HOV and slep o i
Tl backveard e 4 glippevy ooy . _

Posi fall. no Acte-taap H?M'..ﬂumj f.t-Dmdl‘ia | divnaneri |

sland g with axd . no deﬁlwn'nfg [ eMieraad wiangs-
ol neove (D gy 8 gana 1 B0 taca ey .
J}W Wi of slvifelian apnpes -

) | FATERTSAFETY (gt TrlumE= 9027 ey
i 240 AT SECROH, MBI AL DEVELCPMIN) DA BN, M2 b 0 reaimesdus avman, -
g

AL 4]
SULEF



PATIENT CUTCOME [pleass fick cne] & IMMEDIATE ACTION - ONLY FOR ACTUAL INCIDENT

| HONE
| MILD
OUTCOME  # | MODERATE T
" OFINCIDENT SEVERE -
DEATH
| CURRENTLY CANNOT BE DETERMINED
WKLY (€ ghi Hey ¢ HF
ieid
%, IMMEDIATE ACTION i iren
FOLLOWING INCIDENT
_REFORTED BY -
10, DESIGNATION: (pleass fick one) SHGNATURE OF REPORTER:
MURSE SPECIALIST _ SWEE JIAWE)
| HICHISE OFFICER FHARMACIST :::’EI.'EI/‘ | Perubzian LUD4
|~ MEDICAL DFFICER CIHERS: - Mo MRk 34120
Kecamagan gan Trauma
Hospital Cueon Elzabeth Il

' SECTION B : TO BE COMPLETED BY THE RISK MANAGER/ QUALITY MANAGER OF HOSPITAL

I, ACTION TAKEN; (Pledse fick) .
o "PRESCRIPTION SLIP"
Mondatony Rool Cause Anaysis; MZMITOR THE TREMD FIRST
T Incidert wilh Severe or Death ";)r BCA o
oufcame S ;
2] Ofherincident/near miss brsed MIBC A [Mull-incident Rcu.:ﬁ Cause Anclysis)

on the Risk Moncgery Quality
Monoger assessment

3) Direcfive from Stafe Heolth
Deporfment [ Ministn.

Addifional commaents :

2. e-IR SUBMITTED?

Please submif fo e-Ik within 5 days
from the date of the incident,

Cate of Submission: I]? -i— .},D1'5

2. RISK MANAGER QUALITY MANAGER

OF HOSPITAL

[pleaze fil in the blanks)

MNAME:
SIGMATURE: .

DESRGNATION:
DATE:

A







Ministry of Health Malaysia Serial No. /117423

Incident Reporting & Learning System “Prescription Slip” ;

To: KETUA JABATAN [ UNIT Department / Ward: ETD
JABATAN KECEMASAN & TRAUMA

Issue(s)/Comment(s):

Mohon melakukan |ﬁenyiasatan dan membuat laporan berkaitan dengan insiden pesakit jatuh yang
berlaku pada 01 JUN 2023, NO.RUJ: IR/ HQE2/2023/JUNE/FALL/01.

Mohon dpihak tuan/guan mengemukakan maklumbalas siasatan kepada Penyelaras Laporan
Insiden dalam tempoh 14 hari bekerja dari surat ini diterima. Bersama-sama ini disertakan salinan
insiden tersebut untuk tindakan tuan/puan selanjutnya.

1 From: /4‘

Name & Stamp:

L__-l PleaseTake Note Others : 1 Date: :
m Please Take Necessary Action Lé /g (7723




BORANG MAKLUMBALAS PEMANTAUAN LAPORAN INSIDEN , HOSPITAL QUEEN ELIZABETH II.

HQE2/Q/20

Bil. | No.daftar IR | Ringkasan Insiden Maklumbalas tindakan segera dan Pemantauan | Penilaian semula | Status
(di isi oleh {Diisi oleh wad/unit cadangan penambahbaikan (diisi oleh oleh oleh insiden
jawatankuasa | terlibat) wad/unit yang terlibat) | jawatankuasa | jawatankuasa IR | (selesai/
IR} | IR (2 minggu, belum

1 bulan, & selesai)
bulan & 1
tahun

Lokasi :

Tarikh & masa insiden:

Nota : Sila kembalikan borang ini setelah selesai mengisi maklumbalas tindakan segera dan penambahbaikan kepada Penyelaras IR



AmaTy
wi LI

S,

EA MEMO

T— JABATAN RADIOLOGI
HOSPITAL QUEEN ELIZABETH Il

LORONG BERSATLU, OFF JALAN DAMAI, LUYANG
BE300 KOTA KINABALU, SABAH

RUJUKAN KAMI - (11)RADHQEZ/M/2023 TARIKH © 14 September 2023

KEPADA Penyelaras Insiden Report, HQE Il

DAE-'PADA Ketua Jabatan Radialagi, HQE ||

MAKLUMBALAS INSIDEN REPORT ADVERSE OUTCOME OF CLINICAL

TAJUK PROCEDURE (EXTRAVASATION) SERIAL NO. 68/2023

| Tuan/puan,
Oengan segala hormainya perkara di atas adalah dinjuk,
2. Dizertakan bersama ini adalah maklumbalas insiden report adverse oufcome of
clinical procedure (exfravasafion) dar Jabatan RadiclogiButiran lanjut mengenai
maklumbalas insiden ini ada disertakan untuk makluman dan perbatian pikak tuzn/puan
| selanjutnya.

2. Kerjasama dan perhatian dari pihak fuan/puan amatlah diargai dan discapkan ribuan
terima kasih,

Sekian, terima kasih.

"MALAYSIA MADANI"

"BERKHIDMAT UNTUK NEGARA"

Saya yang menjalankan aman

(DR WAN NAJWA ZAINI BT WAN MGH#.HIED]

Ketua Jabatan dan Pakar Radiologi Gred Khas Jusa "C",
Jabatan Radialogi,

Hospital Queen Elizabeth ||
Kota Kinabalu, SABAH

sk - Fail Insiden Report Jeb Radiologi HOE Il




CONFIDENTIAL

@ @ *Haspital Referesce No:

RCAZ? - Root Cause Analysis& Action Report
Incident Reporting & Learning System

PLEASE ATTACH THE IR 2.0 FORM THAT CORRELATES WITH THE INCIDENT AS THE FIRST
AGE,
HOSPITAL NAME: QUEEN ELIZABETH || HOSPIAL Im) -
PATIENT'S RN/ IDENTIFIC ATION NUMBER: 134285 | f
INCIDENT TYPE: PATIENT FALL | fi
INVESTIGATION TEAM: |

"Dr Yong Suet Lal @ Grace | Head of Dopulmom

Team Members A s R e e O
1. Fergus Augustine {Meclcd Officer

2.Yap Yah Yun Assistant Medical Officer

3. Mark Roland ' Assistant Medical Officer

4. Naomi Asir@Yasir | sister

Reported By:
Name: B, T "
SOSPTAL ETMN
Designation/ Stomp: '
Date: m/ 21
Verified By:
vous SUETLN 8 SICE,
Name: 8S ), MMED.E0 S
mnusma?gﬁmmp
1 ' o "
Designation/ Stomp: jrarker Porunding E.MW.M .
Date:
This termnplate needs to be used together with *Guidelines on Impl tion Incident Reporting &

Learning System 2.0 for Ministry of Health Malaysia Hospitals"”

"QUALITY MANAGER NEEDS TO WRITE DOWN HOSPITAL REFERENCE NUMBER FOR EACH OF RCA®
REPORT BASED ON HOSPITAL REFERENCE NUMBER IN E-IR




_ ;l SUMMARY OF THE INCIDEMNT:

Mr W ylsited ETD on 30/05/23 af 08:47H for shortness of breath. He was I:nemg freated
for Acute Decompensated Heort Failvre secondary to De Novoe Heort Failure and
| waos plonned for admission into the medical word, On 01/04/23 at around 2200H,
the palient was found lving on the floor while the staff went to fake clean linen far
the patient ta change. The pafient wos attended stat by the Medical Officer and
staff in charge, The patient had pain over the Left shoulder post foll which resolved.

and the ¥-ray showed no fractures/dislocation.




UENCE OF EVENTS:

Please state only the important information/events/steps that lead fo the incident:

| RN me

Triage Patient registered and was
Counter triaged to Red zone

30052023 | 0847H

Clerked by MO
Blood investigation taken,
0847H RZ ECG & CXR done. CBD
inserted. Referred to Modicsl

& Cardio,

RS

Seen by Medical MO planned
1400H RZ 10 refer to Candio for

MG

Seen by Cardio MO planned (o
decongest kn ETD for HDU &
CCU ward full,

MO
1430H RZ

Review by Caedio MO
planned to contire
RZ | gecongestion in ETD for HDU MO
& OCU ward still full,
Soen by GA MO phnned 1o
3 continue decongestion in ETD,
2330H RZ siol for [CU admission. MO

2100H

ETD AM Review, awaiting
medical sdmission,

Review by Medical MO
0924H RZ plansed for acute bed MO
admission (GMW/MEW).
ETD PM Review, awaiting
1800H YZ medical admission, MO

JL05.2023 | D845SH MO




*Hospital Reference Noc

7. FISH BONE DIAGRAM [REFER TO LONDON PROTOCOL FOR CATEGORISATION])

PATIENT FACTOR INDIVIDUAL STAFE FACTOR
~Non-coepliance patient - Distraction

INCIDENT/ ISSUE
Patient Fall

TEAMEACTOR

- Resources constraints (human)

-Probiem In secking help




B. COMTRIBUTIMNG FACTORS:

Please choose and fick af the relevant box the relevant contributing factars thof
lead to tha incident & describe the factors. [Can be more than one factor]

- - s T S L 2 T __ BT I LT 5 4
FACIORS THATEADS TO THEINCIDENT

‘Writen communicofion issue

Warbil eommunicalion isue

TASE & TECHMOLOGY
FACTOR

Availability ard vse of profocolsf 3.0.F/ guidelines

Avallability and accurocy of healih information

Task desdgn isue

Information technology (g0 malfuncilon, system design)

Decision miaking daids

sheclootian reloted Bsue [e.q wiong prescrplion, simiar
packoging sounding names, complicoled dosage detgn)

Rodictherapy reloted Isswe (e.g miscoloulation of dose]

Cihvars [specify]:

Dascripfion:

Unclear moies ond responsitiliy

Leack of supervisiony ronslonng

1 | TEAR FACTOR

natipciive leodershin® responsicdty

Pretlam in seeking Pedp

Hotl or coleagua asponsa suppor 10 help

Cribers [specity|

Drescription: The skall Gidn' saak help fom ofar Colleagues.

Lack of knesdedgefexparienca)’ skil

1| Distraction
Ferliguey shress
I Lopes of concentralion
INCAVIDUAL STAFF Honcompilance fo protocolf policy] SOF
2 FEACTOR Pamonal issue

Lingcsle beniovicur — assurndng, nof osking clodficotion sic

Irder personc e

MANAGEMENT
BORGAMIZATIZMAL
FACTOR

Leaderhip and govemancs issue
Crgarizofienal structure Issue

Objachvas, policies and stondard issue

o Resowces constrains dhuman/ financial)

Inodaquale sofely cullure lack DI"IU_IiiiES in safety
7 | Dthers [specity]: Pending Admissian

Descripfion: The othar staff was cccupied with different fosks (admission to
the word and atfending 1o olher patient)

The stalls nead te handle new patients and pending admission patiants ol
The sarme Fime.

Orhers [soacity]:

Dmsciption: The daff went to get new linan from the inen cobines,

Mircommuniceion be e n pofen and sell

Lo e Dewier

Hon-complionoe pofient

Sl Biue

Fatient-shalt ralationship Eue

Pealiend: pofient rekifionship isua

3 | FATIENT FACTOR

Complexity of clrical condifion

Frap-oudsti

ot sk asociabed witlh fraaimean

WORE
EEMVIROMMENTAL
FACTOR

Bulicling & desion reloled Buies

Physical environment issue|temperature, Ighting, wet fioor, haoles,
starage, housekaaping)

Molsy, busy sumrounding

Malfunchion/ failure of eguipment maintenance of eqguipment,

unctionofly, design
Cluttered surrounding

Urisafe sumounding

Inoppropriate allecation of staff (e not eccording 1o workloody
specialty}

Heowy workload, inodegquote break

Service delivery- deloy, mised, inoppropriote

OHbvarrs (spacily]:

Description;

Dihess (goaciy]:

Descripdion: The patient irdisted fo winoie i |"| B Yol

EXTERMAL FACTOR

Flaase specify;




2, List out the maost important confributing factors/ roof cause (3] that lead to the
incident.

The factors/ root cauvse (s) should be selected/written using 5 Rules of Causation
[Please refer o Appendix 3 of Guideline on Implementation of Incident Reporting
& Learning System 2.0)

— o i o e T

IMDIVIDUAL STAFF FACTOR

Distraction and problem in seeking help lead to pafient being left unattended
and resulting in fall,

— . 2 el BN YN P

MAMAGEMENT &ORGANIZATIONAL FACTOR

Pending admission leads to staff being occupied with different tasks (admission
ta the ward and attending to other pending patient/new patient) and increases
the lkelihood of patient fall.




10. *Root Cause (5): L

| *if the root cause(s) can be identified
| This incident happens because staff 5 occupied with different tasks and

distraction lead to the patient being left unattended and increases the lkellhood
of the patient fall,




11. ACTION PLAN TABLE

Based on the contributing factors/root cause (s) listed above, identify the most effective action plan. The action plan
should have at least 1 strong/intermediate action plan. “Weak" action can be implemented to support other action or
while waiting for “stronger™ or “intermedicte” action to be implemented.

o et pencp st Pomumpmlbb Evmnce‘ idenceot | oo
dnlgndion) hogeu SRR

- Rogular rounds by the
shift supervisor to monitor
staffs and patients’ safety

- Reminder to all staffs to
inform other staff when All staff &

Inodequate attenfion 2 .
leaving the assigned zone Strong Soparisor

to the high risk patfients.

- Reinforce compliance to
patient monitoring/ safety
during Morning
Prayer/CME/department
meetings




eliminate / reduce






-y oy















TELUS Patient

Safety wajib dilaporkan.

4. Tamatkan BLAMING

REPORT RESPOND SHARE






THANKYOU



