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WHATS THE NEED FOR THIS TALK
• Policies and Procedures were not adequately communicated to certain areas eg Incident 

Reporting; the Orientation program, Code Blue, and their implementation were not 
effectively addressed. The Incident Report process is not well-informed to all 
departments.

• Latihan bagi Incident Reporting perlu diadakan.

• Incident report incomplete - few forms available but no endorsement from unit kualiti on 
next action and no outcome from report. To get endorsement from unit kualiti. & follow up 
action on each report. 

• Aktiviti keselamatan melibatkan IR dan kawalan infeksi kepada semua anggota
hendaklah diberi perhatian.

• Fail incident report perlu dikemas kini



WHAT IS INCIDENT REPORTING & 
LEARNING SYSTEM ?
• It is a system of reporting patient safety incidents that happen in 

healthcare, investigate or review why the incident happen, learn 

from the incident, take appropriate action to prevent similar 

incident from happening and share with others. 



ABSENCE  

OF HARM

FREEDOM  
ACCIDENTAL  

INJURY

ACTIONS TO  
PROTECT

•Absence of preventable harm to a patient  

during process of health care” (WHO)

•Freedom from accidental injury

•Actions undertaken by individuals and  

organizations to protect health care recipients  

from being harmed by the effects of health  

care services.

Definitions of PatientSafety
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AIM OF INCIDENT REPORTING

• To find weakness of the system that can be improved &
reduce patient harm.

• To find effective actions / solutions to prevent similar incident
from happening.

• It involves “holistic improvement of the system” and not 
about “finding an individual to be blamed”



ELEMENTS OF INCIDENT REPORTING
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NATIONAL KKM STANDING ON INCIDENT REPORTING

• HPIA 2023

• MPSG 2.0 (KPI 9)

• National Data Analysis E-IR

• MSQH 6th Edition









• Total number of patient safety incidents reported through e-
Incident Reporting (e-IR) for 5 consecutive years 2018 - 2022 
were 43 178.

• Total incident reported in 2022 were 8,482 and out of these, 
7113 (84% were actual incidents and 1,369 (16%) incidents 
were near miss. 
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RCA



Original cause for the failure /
insufficiency of a process or the most
fundamental reason why an event has
occurred.

A structured investigation that aims
to identify the root cause of the
problem and actions necessary to
eliminate it.

(risk management tool)

Concept RCA2 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.
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Contributing 

Factors

The objective is to identify all the 
causal factors that contributed to 

the incident / issue – some of these 
will be identified as root causes.

Fundamentally, RCA aims to establish:

√ WHAT happened √ HOW it happened √ WHY it happened
(5 rules of causation)



WHAT INCIDENT TO BE REPORTED??





PRACTICAL AT HQE II



WORK FLOW OF INCIDENT REPORTING

INCIDENT HAPPENED
PATIENT SAFETY 

INCIDENT REPORTING 
FORM IS FILLED UP

FORM IS SENT TO 
HOSPITAL QUALITY 
UNIT att QUALITY 

MANAGER

INSTRUCTIONS ARE 
GIVEN BY HOSPITAL’S 
QUALITY MANAGER

PRESCRIPTION SLIP / 
RCA

INCIDIENT IS 
PRESENTED AT 

HOSPITAL LEVEL 
INCIDENT REPORT 

MEETING, MONTHLY 
BASIS

OUTCOME / 
DISCUSSION IS 

MINUTED IN MEETING

A COPY OF THE 
MINUTED MEETING IS 

SENT TO HOD

REPORT IS 
SUBMITTED TO JKNS

REPORT IS COMPILED 
AND SENT TO KKM

































Formulate Action Plan & Risk Reduction 
Strategies

• To address the identified contributing factors & root causes

• Most important step in RCA2 process

• Aim to eliminate / reduce the probability of harm occurring to
patients, hence prevent recurrence of similar incidents



Hierarchy of Risk Control



INCIDENT HAPPENED  √

INCIDENT REPORTED  √

INFORMED UNIT QUALITY  √

RCA DONE  √

AFTER RCA ?? 











Take away points 
1. Wujudkan budaya dan kesedaran berkenaan kepentingan Patient 

Safety di kalangan kakitangan hospital keseluruhan.
2. Budaya pelaporan insiden yang TELUS. Kesemua insiden Patient 

Safety wajib dilaporkan. 
3. Menggunakan near misses dan RCA bagi mencegah

berulangnya insiden dan medicolegal.
4. Tamatkan budaya BLAMING dan cari punca insiden secara

SYSTEMIC.
5. Langkah penambahbaikan yang berkesan dikongsi bersama

wad/jabatan dan hospital lain. REPORT RESPOND SHARE



REFERENCES



THANK YOU


