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# @ Incident Reporting System &3 4F ... ...




Story (1) : What happened 7 ...

» The patient was for bronchoscopy, a short
but stimulating procedure. So the plan was to
use boluses of alfentanil and mivacurium.
Both these drugs were in correctly labelled
10 ml syringes.

»Inadvertently | gave mivavurium prior to
alfentanil. But | did not realise my error... ...

»A few minutes later, patient initially appeared
drowsy but agitated, breathing became
shallow and saturation dropped to 85%. He
developed multple VEs.



Story (1) : What happened 7 ...

»0On realising my error some propofol was
given, the trachea intubated.

»Qver a short period of time, his saturation
and ECG returned to normal.

»We continued with the procedure. On
recovery he and his families were informed of
what had happened.



Story (l) : What lessons learned ...

1. Correctly labelling syringes is not enough.

2. Staff were using a number of drugs that
they don't usually use
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Department of Health and Human Services

OFFICE OF
INSPECTOR GENERAL

HOSPITAL INCIDENT REPORTING
SYSTEMS DO NOT CAPTURE
MOST PATIENT HARM

A Daniel R. Levinson
g' Inspector General
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Q2. A1+ )E 24 Incident Reporting System ?

»All sampled hospitals (n=189) had incident
reporting, and administrators rely heavily on
these systems to identify problems.

»Hospital staff did not report 86% of events,
partly because of staff misperceptions about
what constitutes patient harm.

» Hospital accreditors, when evaluating
hospital safety practices, focus on how event
information is used rather than how it is
collected.



Q3. 1+ & & #% &) Incident Reporting System ?

»Institution must have a supportive
environment that protects the privacy of
staff who report occurrences.

»Reports should be received from a broad
range of personnel.

»>Summaries of reported events must be
disseminated in a timely fashion.

»A structured mechanism must be in place for
reviewing reports and developing action
plans.

(http://psnet.ahrq.gov/primer.aspx?primerID=13)
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Top 5 self-perceived barriers
to incident reporting for doctors

1 No feedback on incident follow-up (57.7%)
2 Form too long; lack of time (54.2%)

3 Incident seemed "trivial" (51.2%)

4 Ward was busy, forgot to report (47.3%)

5 Not sure who is responsible to make report
(37.9%)

And, the most importantis... ... ?

(Qual Saf Health Care. 2006;15:39-43)
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http://portal.ntuh.gov.tw/General/Login.aspx
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a) risk identification

b) risk prioritization

c) risk reporting

d) risk management

e) investigation of AE

f) management of related claims
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Proposed Components of a Medical School Curriculum in Health Policy.

Systems and principles  U.S. health care system, financing, and payment
Models of care management and control
Health insurance

Health care safety net
Health information technology

Physician workforce

Quality and safety Quality indicators, measures, and outcomes
Quality improvement
Patient safety

Value and equity Medical economics

Medical decision making
Comparative effectiveness
Health disparities
Politics and law History and consequences of major health care legislation
Adverse events, medical errors, and malpractice

(N Engl J Med 2011; Feb. 24: 695-7)
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Q6. 4o {7 22 #% B [z 4y Patient Safety Culture ... ?




Q7. What Do Your Incident Reporting System
Look like?




