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Foreword

The Western Australian community enjoys an excellent
standard of health care. Despite this, there is a need to
constantly adapt and improve health care delivery to
meet the current and future challenges such as the high
demand for health services, advances in technology,

a changing workforce and an ageing population. The
more complex the health care provided to individuals
the more room there is for system and human error:

The Western Australian Council for Safety and/Quality.
in Healthcare, in association with the Departmént of
Health’s Office of Safety and Quality in Healthcare and
local clinicians, has developed the Strategic Plan for
Safety and Quality in Health Care.in‘Western Australia
2003/04 to 2007/08 in order te/meet these challenges.

This policy document replacesthe“Incident Reporting
and Management Policy - Information Series No. 4.
The policy incorporatés recent strategic developments
in health care such as the move toward more opéen
communication with patients and their nominated
support person. Recent changes to the qualified
privilege protection afforded to the Advanced Incident
Management System (AIMS), formerly the Australian
Incident Monitoring System, are also outlined.

The document also incorpofates information generated
from an extensive evaluation of the Clinical Incident
Reporting and,Management Program carried out by the
Office.of Safety and Quality in Healthcare, Department
of (Healthy (WA) in 2005.

Asisafety and quality injhealth care is an area of
rapid change, future updates of this policy will be
made available on thelOffice of Safety and Quality in
Healthcare website (www.safetyandquality.health.
wa.gov.au).

Welencourage all health service staff within WA Health
to read this policy and embrace the culture of change
asiwesstrive for an improved, open and accountable
health care system.

W//

Dr Neale Fong
Director General
Department of Health



1. Introduction

The Strategic Plan for Safety and Quality in Healthcare
in Western Australia 2003/04 to 2007/08, sets the
agenda for continuous improvement of health care
delivery across the State. It is built around four
important interlinked strategic areas of clinical
governance: consumer focused health care, clinical
practice improvement, risk management and
system improvement and accountability. Central to
risk management is the reporting, monitoring and
management of clinical incidents to the Advanced
Incident Management System (AIMS).

AIMS is in place across all WA governmentarea health
services and covers the reporting, investigation,
analysis and monitoring of clinical incidents that occur
as a result of the provision of health cares#The main
objective of AIMS is to imprové health care delivery.
The reporting of clinical incidentsyenables hospital
and health service staff to,commence an invéstigation
to identify contributing factors'and system errors

that may have caused or contributed to.the‘incident.
Preventative measures,can then befput in‘placesto
minimise the risk from similar events occurring in the
future. Trended data can also be used,to signal system
errors that are, not obviously visible in individual cases.

This document is designed for hospital and health
service staff across WA Health to provide guidance

on reporting, investigating analysis and monitoring of
clinical incidents through the AIMS process. Staff should
be aware that a single clinical incident can give rise to
many reporting requirements and information on the
relationship of clinical incidents to some of these other
reporting requirements is investigating analysis and
monitoring of clinical incidents included in Section 8 of
this policy.

Scope of policy.

Whilst reporting to AIMS is voluntary, the Australian
Health Ministers mandatedin 2004 that all public
hospitals will have an incidentreporting system in
place by January 2005. This policy provides direction
for WA hospitals and health services,to comply with this
mandateq Area Health Services will implement systems
and processes that comply with the guidelines set out
in'this policy in érder to,provide a consistent approach
todreporting, investigation, analysis and monitoring of
clinical incidents to AIMS.

This policy applies to WA Government metropolitan and
rural health,services and their staff including contract
staff and unpaid staff (e.g. volunteers).

Updates of policy

This policy may be updated from time to time. To
access the latest version please go to the policies and
publications page on the Office of Safety and Quality in
Healthcare website:
http://www.safetyandquality.health.wa.gov.au

Definition of a clinical incident

A clinical incident is an event or circumstance resulting
from health care which could have, or did lead to
unintended harm to a person, loss or damage, and/or a
complaint." In the context of this document, a ‘person’
includes a patient, client or visitor. Clinical incidents
include:

» near misses - incidents that may have, but did
not cause harm; and

> adverse events - an incident in which harm
resulted to a person. Harm includes death,
disease, injury, suffering and/or disability.'

1. Australian Council for Safety and Quality in Health Care



Clinical incidents that fall within the
scope of this policy

One clinical incident can give rise to many reporting
requirements. Some of these are outlined in Section

8 of this document. For the purposes of reporting to
AIMS, staff should consider reporting clinical incidents
that meet the definition of an incident. Examples of
clinical incidents reportable to AIMS include (but are
not limited to):

medication errors (e.g. wrong medication;
omission, overdose);

patient falls;

intended self harm or suicidal behaviour;
therapeutic equipment failure;
environmental,haZards;
contaminated.food;

problems with'blood products;
documentation errors;

delayed diagnosis;

surgical operation complications;
hospital acquired infection;

incidents when a patient expresses concern with
their treatment; and

inappropriate treatment/s.

Clinical incidents that do not fall within
the scope‘ofithis policy

Clinical ihcidents that'should not be reported to AIMS
include (buthare not limited to):

Occupational Safety,and Health (OSH) incidents
that involve staff onlyi(e.g. needlestick injuries);

workplace aggression between staff
(e.g. rudeness;, bullying); or

allegationsyor suspicions of:

>

physical altercation or sexual misconduct by
staff or other individuals involving a patient
or client;

non-compliance with a hospital or health
service policy or practice concerning work
safety;

suspected or alleged alcohol/substance use by
a staff member/provider;

property theft or damage; or

incidents involving visitors unrelated to the
provision of a health care service to a patient
(e.g. spilling hot drink on self).

Please note that OSH or workplace aggression incidents
(where no physical altercation is involved) resulting in
harm to patients should be reported to AIMS.

The line manager or local AIMS coordinator can provide
guidance where staff are unsure whether to report an
incident or not.



2. Ensuring safety of a person involved in
a clinical incident

Where a clinical incident occurs, the first priority is
to ensure the subject of the incident is safe and that
all necessary steps are taken to support and treat the
person and prevent injury to that person and others.

A Medical Officer must be notified if a person suffers
harm or injury as a result of a clinical incident.

Where the subject of the clinical incident is apatient,
the hospital or health service member of staff (‘the
reporter’) reporting the incident to AIMS ‘must, before
doing so, document the incident in the patient’s
medical record. Staff involved in providing clinical
care to the patient must make,a notation of the care
provided in the usual way.

Where the subjectofia clinical incident is a visitor, the
reporter must document the incident as follows:

* Where a MedicalzOfficer examines the visitor,
a medical record should be generated for
the visitor and the incident and‘care given
documented in that medical record;

* Where the visitor has not been medically
examined, the clinical incident should be
recorded in the hospital or health service’s
corporate incident reporting system (e.g.
an incident and accident register) following
applicable local processes; or

« Where a visitor and patient are involved in
the clinical incident the incident should be
documented in the patient’s medical record as
well as the medical record generated for the
visitor. Where no medical record is generated
for the visitor, the clinical incident should be
documented in the hospital or health service’s
corporate incident reporting system.

The recording of a clinicaliincident as outlined above
should be a strictly*factual'account of the incident,
the action taken immediately following the incident
(includingitreatment’administered or first aid given)
and (where applicable) future/treatment plan. Care
must_be‘taken to ensure that the clinically relevant
information is recorded only,in the medical record of
the'individual patienticoncerned.

The factual account of the clinical incident should not
contain any’*commentary or expressions of opinion. Nor
should it apportion blame to any individual involved in
the clinical in¢ident. Details of any investigation and
analysis'of the clinical incident conducted within AIMS
should similarly be excluded from the medical record
or other corporate reporting systems.

Information recorded in a medical record or separate
corporate reporting system is not protected and may be
accessible by means of the Freedom of Information Act
1992 or be the subject of pre-action discovery (prior

to the commencement of a civil action) or discovery
(following the commencement of an action). Further,
in the case of a death of a patient or visitor, such
records may be accessible under the Coroners Act

1996.



3. Notification of clinical incidents
to AIMS

Where hospital and health service staff witness or
detect a clinical incident they are encouraged to report
it to AIMS using the clinical incident form. A copy of
this form can be found at Attachment 1. In cases where
more than one individual witnessed or detected the
incident, one person should be designated to report the
incident to AIMS.

Patients, clients or visitors to hospitals and health
services can also report incidents to AIMS. _In orderito
maximise data quality, staff may need to‘help them
complete the clinical incident form ac€urately.

The incident form allows for anonymaous reporting.
Anonymous reporters should bé'aware that they can not
be informed about the outcome ofytheir report.

If after a clinical in€ident ‘(including thosesotified
anonymously) has been notified to AIMS it becomes
apparent that the clinical’incident is‘onethatshould
not properly be managed within AIMS (see section
headed “Clinical incidents that fall within.the scope
of this policy”), staff should refer the matter to senior
management and/or their Head of Department for

a decision on withdrawing the incident from AIMS.

If withdrawn, the incident should be referred to the
hospital or health service’s Risk Manager, Clinical
Director, senior management or other relevant staff
member for future management through appropriate
local processes.

Staff responsibilities

Reporter

The reporter is responsible for completing page 1 of
the clinical incident form, (the notification). This page
is not part of the declared quality assurance activity,
and therefore information captured on this page is

not protected (see Section 7 for further information).
Information captured during notification of the incident
to AIMS is purely factual.

4. Clinical incident investigation and
analysis

Once a clinical incident has been notified to AIMS,

the nextfstage is for the incident,to be investigated
and analysed. The investigation and,analysis phase is
uséd to establish the.course,of events and to identify
the contributing factors. The goal of investigation and
analysis is to improve health services through remedial
action.

Hospitals and health services may also wish to
investigate and analyse ‘near miss’ incidents,
particularlyathose that could have had a catastrophic
outeome (esg. the incorrect limb marked for surgery
but noted before the operation or a potentially fatal
doses,of medication drawn up but not given). Near

miss incidents may signal serious breakdowns in health
systems and can serve as ‘free lessons’ that may result
in recommendations to prevent further incidents
occurring at a later time.

Staff responsibilities

Reporter

The reporter is responsible for completing page 2 of
the clinical incident form. The information captured on
this page comprises the first part of the investigation
and analysis of the clinical incident, and is therefore
protected (see Section 7 for further information).

To ensure clinical incidents can be coded accurately,
reporters must record only their observations of the
factual events on page 2 of the clinical incident form.
Do not include suppositions. For example: a member of
staff walks into a room and sees a patient lying on the
floor. The reporter writes in the incident description
box “Patient fell from chair. | walked in and saw
patient lying on floor”. If there was no witness to the
incident and the patient is not able to state what
happened, the reporter does not know the patient fell
from a chair. In this instance the reporter should write
“l walked in and saw the patient lying on the floor - ??
fall”.



The following information should be reported on the
incident form:

« a description of the actual or potential incident;

e asummary of possible factors contributing to the
incident (subject, staff and systems);

e a description of any treatment or investigations
ordered;

¢ an indication of what factors minimised the
outcome;

¢ an indication of how the incident could have
been prevented; and

* reporter details.

It is important that all relevantiinformation is provided
as the quality of the information reported has a

direct impact on thé ability,of senior management,to
investigate and analysé clinical incidents, ‘and prevent
their recurrence. The quality of infofmation also
influences the usefulness of the trend reports available
through the AIMS reporting software.

The following tips are useful when reporting clinical
incidents that involve medication or behaviour:

« If a medication incident is being reported,
it is important to include the name of the
medication/s involved and specify the dosage
that should have been given and the dosage in
fact given. It is also useful to state the time
period over which the incident occurred (e.g.
Medication A was omitted over 2 days).

« Where a behavioural incident is reported it
is important to differentiate between the
aggressor and the victim. It may help to provide
a description of their roles in the incident.

The information the seporter provides should not seek
to apportion blame®te any‘individual.

Medical Officer

Where a Medical Officer was called to attend to a
person,who suffered harm, or injury-as a result of a
clinical incident, thesMedical Officer concerned should
complete the section headed “Medical Practitioner’s
examination of subject™at the bottom of page 2 of
the clinical incidentform? Only factual and clinically
relevant information should be provided.

Senior Staff

Theyreporter’s supervisor or senior staff member

is responsible for conducting a risk assessment,
undertaking further investigation and analysis of the
clinical incident and documenting the appropriate
remedial action to be taken. This information should
be captured in the ‘Senior staff evaluation’ section on
page 3 of the clinical incident form.

The investigation and analysis should be performed in
a way that discourages the placing of blame on any
of those involved in the incident. This can be best
achieved by using a systematic process in which the
following factors are considered:

o patient;

e communication;

« knowledge/skills/competence;

« work environment/scheduling;

e equipment;

» policies/procedures/guidelines; and

« safety mechanisms.



A standard for investigating high and extreme risk
clinical incidents has been developed and is available
at the Office of Safety and Quality in Healthcare
website: http://www.safetyandquality.health.wa.gov.
au Staff should consider applying the standard when
investigating these types of clinical incidents.

When describing the remedial action avoid making
general statements that refer to documents outside the
incident reporting and management system

(e.g. “as per patient notes”). Include a brief
description to indicate what action was takenand why.
(e.g. ‘Falls risk was reviewed and care planyrevised to
include two hourly toileting’, ‘patient was provided
with medication to relieve pain and was monitored’).
The supervisor should also include comments on how
the risk will be managed in order toprevent or reduce
the likelihood and/or consequence of similar events in
the future.

It is important that the"supervisor or seniorstaff
member regularly review/and analys€ local data to
identify incident trends and patterns. This process
can also provide information on whether particular
strategies put in place to target incidents have been
effective.

For more information on risk assessment please refer
to the Clinical Risk Management Guidelines for the WA
Health System, which is available at:
http://www.safetyandquality.health.wa.gov.au

Third Party

In this document, a ‘third party’ refers to an area (e.g.
pharmacy, radiology, allied health, pain services, home
visiting) at the local hospital or health service level
other than the area responsible for conducting the
investigation and analysis.

If a third party was either involved, or can provide
additional expertgiffermation, the clinical incident
form should be forwarded to the appropriate area

(eg. pharmacy, infe€tion control) for comment. On
completion of, the relevant sectien of the clinical
incident'form/(“Third party comments’ section on page
3 of the glinical incident/form), the third party should
forwardsthe form to the Head'of Department or Senior
Staff Member.

Head of Department

The Head of Department/Service Head or Director
should:

a)Complete the relevant section of the incident
form (‘Department/Service Head or Director
Comments’ section on page 3 of the clinical
incident form) by commenting on the action
taken or needed to prevent recurrence,
resource implications and an indication of the
incident outcome. It should be clear from these
comments how the risk will be managed, who
will be responsible for taking any necessary
actions and in what time frame.

b) Make a final judgement on the incident
outcome level by checking the relevant box
(‘Incident Outcomes’ section on page 3 of the
clinical incident form) and ensure that relevant
notifications have occurred.

¢) Sign the clinical incident form after they
are satisfied that all necessary information
is included on the form and relevant risk
management has occurred.



5. Prevention of clinical incident
recurrence

The identification of contributing factors must be
documented and appropriate actions taken to enable
improvements in patient safety. Where there is a high
to extreme risk of patient injury in the future, the
recommendations arising from the investigation and
analysis of the clinical incident should be placed on the
health service risk register. This information placed

on the register must not identify, either expressly or
by implication, a particular individual or individuals
involved in the clinical incident.

Appropriate groups within the hospital andshealth
service, such as the Clinical Governance Committee or
Unit, can then monitor remedial action. For further
information on risk management please refer to the
Clinical Risk Management Guidelines‘for the®WAHealth
System, which is @vailable at:
http://www.safetyandquality.healthewasgov.au

Remedial action for non-serious clinical incidents
should also be monitored and evaluated.to'determine
its effectiveness in preventing the recurrence of similar
events. If the volume of clinical incidents prevents this
process occurring, such incidents should be prioritised
according to risk to patients or visitors and other local
criteria.

6. Feedback tosstaff and patients

Providing feedback to staff abeut clinical incidents
reported to AIMS is a crucial stepiin the quality
improvement/process. Formal recoghition that
reporting clinical incidents results in visible or tangible
system*improvements supports‘and fosters a safety and
quality culture.

Hospitals andyhealth services should ensure that
feedback is\provided personally to the reporter,

where pgossible, and feedback should be provided to
staff more generally on the actions taken and lessons
learned‘@s"a result of reporting incidents. De-identified
information regarding clinical incident trends and
patterns and improvements to patient safety can be
disseminated and reinforced via a newsletter, staff
meetings, group emails or the intranet.

Where possible, patients harmed by clinical incidents
should be informed about what happened and whether
an internal investigation will take place. Where

a hospital or health service wishes to provide the
recommendations of an investigation and analysis

to the patient, the consent of the patient must be
obtained prior to the disclosure of such information.
The consent should be obtained in writing by means

of a consent form that is signed by the patient and
then witnessed. The consent form should be kept in a
separate file relating to the open disclosure process.
For further information on the open disclosure process
and when and how to disclose, please refer to the Open
Disclosure Policy soon to be available at:
http://www.safetyandquality.health.wa.gov.au If

the disclosure of recommendations will also directly

or indirectly identify another individual(s) (such as a
health professional) then the consent of that person
must also be obtained in addition to the consent of the
patient.



Hospitals and health services are advised to attach a
general disclaimer to accompany the recommendations,
and to refer any draft correspondence to patients for
review by their medico-legal department to ensure that
the disclaimer is appropriate to the circumstances of
the case.

It should be noted that there will be restrictions
regarding disclosure of information to individuals
(including staff and the patient) if the clinical incident
has been notified to AIMS but is then investigated

and analysed by a registered quality improvement
committee under the Health Services (Quality.
Improvement) Act 1994. For more information on
restrictions regarding disclosure of information under
the Health Services (Quality Improvement) Act 1994
please refer to the Qualified Privilege guidelines which
are available at:
http://www.safetyandquality.health.wa.govsau

7. Statutory protection of AIMS

The investigation and analysis of clinical incident
reported,to AIMS'is;a’declared quality assurance activity
under the‘Commonwealth Health Insurance Act 1973
Part VC (‘the Act’). Notification of, the incident to AIMS
isfnot-part of the declared, activity.

Prohibition on making records and disclosing
information

The effect of the declaration made under Part VC of the
Act is that|protéction is afforded to all information that
becomes known solely as a result of investigation and
analysis of ¢linical incidents reported to AIMS by:

«\Prohibiting either directly or indirectly the making
of a record of that information except:

» for the purposes of the investigation and
analysis of the clinical incident; or

» where the information does not identify, either
expressly or by implication, any particular
individuals (including the patient and staff).

« Prohibiting either directly or indirectly the
disclosure of that information or documents
created solely for the purpose of the activity to
another person or a court except:

» for the purposes of the investigation and
analysis of the clinical incident;

» where the information does not identify, either
expressly or by implication, any particular
individuals (including the patient and staff);

» if each of the persons who would be directly or
indirectly identified by the disclosure consents
to that disclosure of the information; or

» in accordance with the authority given by the
Minister and for the purpose of enabling the
Minister to decide whether to authorise the
disclosure of the information under section
1247 of the Act.



As the notification of clinical incidents to AIMS is

not a declared quality assurance activity, information
captured during this phase of the AIMS process
(information captured on page 1 of the clinical
incident form) is not protected under Part VC of the
Act. That means that documents generated during the
notification of the clinical incident to AIMS may be
accessible under the Freedom of Information Act 1992.
They may also potentially be accessible through pre-
action discovery (prior to the commencement of a civil
action) or discovery (following the commencement of
an action). Further, in the case of a death of'a patient
or visitor, such records may be accessible under the
Coroners Act 1996.

Information captured during the investigation and
analysis phase of the AIMS procéss (pages 2 to 4
inclusive of the clinical incidentform) is protected
under Part VC of the Act«

Authority by Minister for disclosure of
protected information

Section 124Z of the Act permits the Commonwealth
Minister for Health to issue an authoritysfor the
disclosure of protected information for the purposes
of law enforcement, a Royal Commission or for other
prescribed purposes. An authority can only be issued
where the information that became known solely as
a result of the investigation and analysis of clinical
incidents reported to AIMS relates to conduct that
may have been a serious offence (namely, an offence
punishable with imprisonment for a period of more
than one year) or a law in force in any State or
Territory.

Protection from civil liability

Part VC of thé)Act alse provides protection from civil
proceedings (apatt from those relating to the breach of
rules of procedural fairness) te a person (‘the relevant
person’):

» who engages in any ¢onduct in good faith in
connection with, the investigation and analysis of
clinical in¢identsias part of the AIMS process;

» the relevant person’s conduct adversely affects
any right,or interest of a person who provides
health sérvices;

« the relevant person engages in the conduct as
a member of a committee for the purpose of
making an assessment evaluation of the health
services provided by that other person; and

« all or a majority of the committee members are
health professionals belonging to the same health
profession as the person who provided the health
services.



8. Clinical Incidents and their Relationship
to other Reporting Systems

It should be noted that one clinical incident (particularly
very serious clinical incidents) can give rise to several
reporting requirements. Hospital and health service staff
should note there are statutory reporting requirements,
mandated reporting requirements as per Department of
Health policy as well as professional reporting obligations,
some of which are outlined below.

(i) Statutory requirements

Maternal deaths must be reported to the Executive
Director, Public Health (Section

336 A of Health Act 1911, please see

Operational Circular 1453/0%).

Perinatal and infant deaths must be reported
to the Executive Director; Public Health
(Section 336'A of Health/Act 1911, please see
Operational\Circular,1454/01).

Deaths of persons‘under anaesthesia must'be
reported to the Executive Director, Public Health
(Section 336 A of Health Act 1911y"please

see Operational Circular 1197/99).

Reportable deaths which require notification
to the Coroner (Coroner’s Act 1996, please see
Information Circular 0008/07).

Certification of death (Births, Deaths and Marriages
Registration Act 1998, please see Operational
Circular 1652/03).

(i) Mandated requirements as per Department of
Health policy

Sentinel events must be reported to the Director,
Office of Safety and Quality in Healthcare via the
Senior Policy Officer at the Office of Safety and
Quality in Healthcare (please see Sentinel Event

Policy available at: http://www.safetyandquality.
health.wargev.au" Also see Operational Directive
0D0002/06 and Terms and Conditions of Indemnity
for Salaried'Medical Officers and Terms and
Conditions of Indemnity,for Non-Salaried Medical
Officers available at: httpa//www.health.wa.gov.
au/indemnity/indemnity/index.cfm

Serious adverse events’ (including deaths) that
result in @ medico-legal claim or have the potential
togesult in‘aymedico-legal claim (please see
Operational Circular 1850/04).

Patient suicides and serious incidents that occur

in mental health services throughout WA must be
reported to the Chief Psychiatrist (Mental Health Act
1996, please see Operational Circular 2061/06).

(iii) Professional obligations

Deaths should be reported to hospital or health
service Mortality Review Team, Clinical Governance
Committee or similar.

Communication with the patient and/or their
family/carer. Where relevant this may include
disclosure of the incident and consideration of
organ donation.

Deaths that occur while under the care of a surgeon
are automatically reported to the WA Audit of
Surgical Mortality (please see Terms and Conditions
of Indemnity for Salaried Medical Officers and
Terms and Conditions of Indemnity for Non-Salaried
Medical Officers available at: http://www.health.
wa.gov.au/indemnity/indemnity/index.cfm).



9. Security of the Incident Reporting and
Management System

Hospitals and health services need to ensure the
security access requirements to the incident reporting
and management system conform to the AIMS2 Security
Administration Policy 2.

Due to the sensitive nature of the information collected
during the investigation and analysis phase of AIMS;
hospitals and health services are obliged to maintain
confidentiality. In addition to complying with'the
Health Insurance Act 1973: Part VC, Health Insurance
Amendment Act 1992, hospitals and health'services are
asked to observe the following “Codé ofsPractice” when
using AIMS:

« semi completed/completed, clinical incident
forms should not be availableifor publiesview and
should be transportediinfa sealed envelope;

o clinical incident forms should be'stored in\a.secure
(locked) area within the hospital/ health service;

« hardcopy clinical incident forms'may be
destroyed after 12 months as the verbatim
softcopy in the incident reporting and
management system will constitute the record.
Hospitals and health services may choose to keep
hardcopy clinical incident forms in secure storage
for a period of time determined by the hospital
or health service;

2 Available at the Office of Safety & Quality.

employees with access to the AIMS application
must not disclose their access number and
password to others;

employees withyaccessto the Data Manager
Module of (AIMS application must not disclose
identified/infermation from the system to any
personynot directly involved in the incident or its
investigation and management; and

employees not involved in the incident or its
inyestigation and management should not request
information from staff with access to the system.



Attachment 1 - AIMS Form

Clinical Incident Form

(AIMS)
Ensure medical records are factual and up to date before completing this form

The investigation and analysis phase of the Advanced Incident Management System (AIMS) is a declared quality assurance activity
under the Health Insurance Act 1973 (Cth). The yellow shaded areas on this form denote the investigation and analysis phase.

INCIDENT NOTIFICATION (to be completed by reporter)
Please refer to prompts in the blue shaded areas when completing this form
HEALTH SERVICE NAME

L 4
2
Subject details
Last Name: First Name:
D Equipment
Record / Patient No.:
Health Clients

for affix patient label hers)

Involu Nmm [[] unknown
Date of Birth / Age:
Cou birth ]
Sex. Ward / Unit: WN

Place of incident where did the incident

Ward or unit or place e.g. child haaith clinc, @.9. subject’s home, tollet, shower, theatra room 1
Radiology Dept, Day Centre. tion area, car park
Date of incident: / / Time of incident:
Current and Treating specialty 2.9 General Surgery, Bespiratory Medicing
Was a Medical Pr {treating Has the incident been documented [ Yes [] No [ WA
Doctor) notified? in the medical record?
Was the next of kin / guardian Was the patient informed of the Dm D No DWA
notified? incidanmt?
Type of incident
D Fall D Maedication D Behaviour D Property D Injury
D Safety or Security D Nutrition D Blood or Gas D Documantation D Other

Definition: An Incident is any event or circumstance that could have or did cause unplanned harm,
suffering, loss or damage. Types of incidents to report (examples):

Hospital acquired infections mmnmm«w Absence of informed consent
Documentation incomplete or inaccessible Wwwmm Self harm

Inappropriate restraint / seclusion Delayed assessment or treatment Verbal / physical aggression
WARNING

Section 124Y of the Health Insurance Act 1973 (Cth) prohibits a person from making a record of, or disclosing,
information that became known solely as a result of a declared quality assurance activity except in circumstances
specified in the legislation. It is an offence to release information contrary to section 124Y of the Heaith Insurance Act
1973 (Cth). The information on this form should not be copied or disclosed without referring to the Clinical Incident
Management Policy which is available at www.health.wa.gov.au/safetyandquality/publications.

DO NOT PUT THIS FORM INTO A MEDICAL RECORD Page 1

Clinical Incident Management Policy

15



Attachment 1 - AIMS Form continued

INCIDENT INVESTIGATION AND ANALYSIS (fo be completed by reporter)

Describe the actual or potential incident:

Plsase include the immediate response and culcome. For each pressure ulcer, please indicate the sie, side, stage and whether present on admission
{see back page for stage guidelines). For medication incidents please state ol drugs involved. (Please attach an extra sheet of paper if needed).

>N

Contributing factors:

Pleasa include arty fackors contribufing to the incident including: Mme.a. dedicit, fail commanication problem.

Subject fachor &.g. mental piysical of medical condition, eocia support mmmulmumm
instructions. System factors e.g. ﬂuhmhﬂ.hdtnfmwrpnhw Mmm iately before the incident.

%,
%)
e Q"’

E.g. X-Ray, Blood lest, ECG, EEG, medications, Rnhlrll fior review by another clinician

*

What factors m sed the
Eg.mm bymlltuarﬁm Good
protocel, Good |uck, Consullation or conaliatio
use of PRN medication.

How could the incident have been prevented?

od plan o E.g. Equipment check before use, better written or verbal commainication,

i, an lechniques, befter roatering | work layout / tearmwork.

Reporter's details i youvant to submi an anonymaus report, leave the Name, Contact Number and Other person present fiekds biank)

Name: Contact Number:
Nurss / Midwife (Designation ) Patient Other (Specify }
Doclor (Designabion ............oceoue, ) Visitor Alied Health Workes (Designasion }
1. Other person present: 2. Other person present:

Medical practitioner’s examination of subject:
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Attachment 1 - AIMS Form continued
INCIDENT INVESTIGATION AND ANALYSIS (fo be completed by Management)
Senior staff evaluation:

To allow for full evaluation of the incident, plesse ensure that all resulls are available e.g. blood lests, Xrays elc.
Describe results of investigation and findings. Please do not repeat a description of the incident.

Name: Signature:

Designation: Date  Time: L 2

Have the relevant authorities been notified,

where appropriate?

== )

Department / Service Head o comm

Third party comments:
Please forward this form to any relevant 3rd party area for comment e.g. Phammacy) MN Home Visiting edc_

Comment on action taken of needed lo p rrence. Comimen implications. Please do not repeal the senior staff evaluation,

*
*
Did the incide of costs or or consume exira resources? Please specify:

Please complete the recommendations s ed

Incident QutcOmMes (prease tick the most appropriste box - see back page for Risk Assessment matrix If required)
POTENTIAL INCIDENT
Dangerous state | potential for harm eg. understaffed ICU, torn floor covering
Intercepted prior fo causing harm e.g. wrong drug drawn up but not given, drug allergy identified so diug not
ghven | bedrails not in place
ACTUAL INCIDENT
No harm occurred, no change in condition or treatment e.g. harmless drug given to wrang patient
Review by doctor / extra observations or monitoring, minor harm not requiting treatment
Minor diagnostic interventions e.g. blood fest/ x-ray | urinalysis, minor treatment e.g. dressings / cold pack | analgesia,
secutity or emergency services attendance, allied health review

Diagnostic investigations e.g. MRI / CT, surgical inlesvention, cancellation or postponement of treatment, transfer to
another srea not requiring increased length of stay, trestment with another drug

increase in length of stay, hospital admission, readmission, transfer to ICU, CPR / resuscilation, secure ward management,
seclusion, # NOF, morbidity which continued af discharge.

Permanent disability o death.

Specify the ward | department ! area responsible for follow-up and investigation:
(the incident will be included in that ward | depariment / area's reports)

Name: Signature:

Designation: Date ! Time:

POTENTIAL INCIDENT
Level 1

Level 2

ACTUAL INCIDENT
Level 3

Level 4

Level §
Level 8

Level 7

Level 8

Page 3
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Attachment 1 - AIMS Form continued

Risk Assessment Matrix
Please circle / cross the most appropriate box
CONSEQUENCE
Insignificant Minor Moderate Major Catastrophic
s G ) @ @ ©
L

Rare (1) Low 1 Low 2 Low 3 M 4 | Moderate 5

Unlikely (2) Low 2 Low 4 rate 8 High 10

Possible (3) Low 3 Moderate 6 gh 12 Nﬁl 15

Likely (4) Low 4 Moderat igh 12 r\fm Extreme 20
Almost Moderate 5 N Extreme 25

certain (5)

Sentinel Events
Sentinel events are rare events that hic patient o or Western Australia, the list of reportable sentinel events is
b d on nationally end d cate ncludes:

1. Procedures involving the
2. Suicide of o patient in @

g pa t or body part.
% (mdnr:l-nklnn’mmﬁct. Mental Health services are required to report to the Chief Psychiatrist

episodes of unexpoctad death).
3. Retained i 1 aterial afte 9 Iﬂng ro-operation or further surgical procedure.
4. Intravascdla rrnbolism res: desat] surolog damage.
5. H 0 hcompalibiﬁly
6. Medicatio onably believed o be due to incorrect administration of drugs
7. Maternal dea abour or delivery.
8. Infant di arg d
9. Other sentinel events as defined linel Event Policy.

Staging of Pressure Ulcers (based on AMWA Clinical Practice Guidelines)

Stage Description
1 Alterations of intact skin. May include changes in skin perature, tissus istency and/or < Appears as a defined area of
. porsi o in lightly pig d skin and persi rod, blue or purple hues in darker skin tones,
2. Partial thickness skin losa involving epidermis and/or dermis. Presents clinically as an abrasion, blister or shallow crater.
Full thickness skin loss involving damage or of subcuta tissue that may extend down to, but not through, undertying fascia,

Presents clinically as a deep crater with or without undermining of adjacent tissue.

Full thickness skin loss with extentive destruction, tissue necrosis or damage 1o muscle, bone or supporting struct: Unds
and sinus tracts may also be assoclated.

DO NOT PUT THIS FORM INTO A MEDICAL RECORD
Page 4
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*2NSUSD eLISISIULW
“Jessiwsiq *Ayneusad
JURDYLUBLS YILM
uo1Ind3asoud 1o
uoryesnL -3oe
10 9d5uds18au
Jeutwi) “yoealiq
INJ)IM pUe SnoLISS

*JUSWISAI0AUL
JeLIa3siuly ‘uoyde
Areundiosig
*uo11es1ISaAuL
Jew.io ‘w.ey
JuedYLUBLS
*92ua815au $s0J5 J0
‘yoeauq a1esaquaq

*pasned wiiey
eLIaley “pajeniul
M3IASJ SOURWLIOYIS
“JUSPIAS yitey
poo3 Jo e
*yoealq JuasSaN

*d)qensJe yey
PO03 JO 95USPIAT
‘uolyeslIsaaul
YIIM wey Jouty
*paspo) jurejdwod
/uo1323[qo ‘yoea.g

“3oedwt 913317
*92UaB1)Lp/aJed Jo
93439p Aq y3jtey pood
J0 9DUSPIAT “ydealq
1eanpadoud juadouu]

aoueljdwo)-uoN

*3Joddns Japjoyayess
£3¥/219nd pue
Anqipasd jo sso

*aunytey
9duew.oylad

+ %0€ *UOLIUSAIIUL 3D3ULQ 1e10] ‘aWodIno
*9INSUSD |RLIAISIUIW / 9A13D3[qo jo
*94nsodxa 19A91-ys1y JUSWSASLYIR-UON
a)dinw wnwixeyw
| *JUSWISAJOAUL
' 1eLIIsIuW
*sdnoJs Aay Jo *195.1e)
) ougnd Sunoedwt_«*  uspun Ajjuedytusis
%0€ - %S| sanyxadwed 9dURWIONSY
PaAj0S21URIO 3)Ney 1y _ *sAejap jJuedylusis
*aJnsodxa pajeaday
*3)youd aunpesH
& f & Q.
! 15uystiq
b *9duewlioyad 198.e)y
/Aainbuayeusisiuty
%G1> - %G *U0I3N0591 MO|S J0 qustlaadl R
- Japun jeulsiew
*aunsodxa auljpesy | s |
-uou pajeaday 19P 18 L
,
= 4
“3oedwit 31qL5139N
*asuodsal
1ejuswiiedsq .
%S> - %T Aq Apdinb sy

JUSLUSAUODU|
pa113ss “yney

J1e3)) "ainsodxa
aulpeay-uoN

*30edwt oN *Appinb
pa133es "Nnej je
JON °94nsodxa
aulpeay-uoN

1oedw|

% ueyy sso
%C ueyy ssa amn

sawodInQ 1o
saA1d3[q0
JeuonjesiuesiQ

anss| Jad afew|

UOHELIEA 1d) pue uonyeinday

+ W0Z$

‘W0ZS$ ueyy
$s3] 03 WES

‘WES ueypy
§59] 03 000°001$

'000°001$S

Uey) ssa) 03 000°GS

"000°G$ Ueyl s

ddueunsu| 910499
JuaA3 Jad Aiqer
$SO7 eldueuty

*S9ILAISS 1edIILID
adueuy Jo yjeys Aed 0}
9)geun SuLaq Jo ‘Jeak
1eldueuy ay3 ulym
9)qeISA031 J0U
UNJ-J9A0 JURDYIUSIS
e Jo 395pnq
J9A0 AjLesodway
%01 ueyy alow

*Jeak
jeldueUY 3y3 Utyim
9)qe.I9A03. J0U
unJ-I9A0 |eLiajew
10 338pnq Jano
Aueiodwsal %01
0} %G ueyy aiow

'395pnq
Jan0 AjLrelodwal %G
03 dn %z ueyl aiow

*398pnq
190 AjLelodwsa) %z
03] dn %] ueY) aIoW

'398pnq
J8n0 AjLrelsodway
%L 01dn

198png 0}
9dUeW.I0NIDd

‘pajutodde siapiroud
19y3Q 9duewoyad
-UON ‘9)qeaSeuew
j0u 3oRdW| *HYIOM
4o uotsuadsns
pasuojoud
9)eulWIIIBPU|

*pastwoidwod
BLI9)LID 9DURWI0IDd
‘paJinbau asuejsisse

Juswaseuey

©395pnq ‘sadunosal
Jeuonippy "yIiom

4o uoisuadsns

pasuojoud

*3oedwt a)qeaseuey
*1e3)D 0} $324N0S3I
jeuonjippe Io
SWIIISA0 IO YIOM
papuajxa saiinbai
sopoeg yiom
Jo uoisuadsns
Aresodway
WwI9)-wnipaw

*30edwt
onqgnd oN “Aep ul
paJea)d Soppdeg

*)JOM JO uoisuadsns
Aresodway
wa3-1oys

*40M juapuadap
03 uonydnusip
JeLIa3ew oN

uonydn.aiayu|
SIILAIDS |ed13LI)

“lenplAlput
ue jo ‘paje)dwaluod
8uLaq st ay3 03
pajejas Ajjesned
‘yjeap Jo saunful
/S9SLID yyeay
a19A9s a1dinw

‘syjuow

€ puoAaq aduasqe
1o Ay1oededout

pasuojoud ‘satinfut
Jo/pue SIsLID
yjeay aJanas

"350) swiy
/M1oededul syjuow ¢
0] S}99M 7 °uol3duny

10 Yjjeay jejusw
/A1poq yew.ou
40 $S0) 10 uoLINULWLP
pasuojold *paJinba.
uoljualIe Jestpaw
JO 19A3) pasea.du|

*150] awly/A3oededut
SY99M 7 Xew
‘uorduNy Jo yjeay
1e3uaw/Ajpoq
Jew.ou Jo uonnuiwLp
Aresodws |
‘paJinbau uonjuane
JedLpaw aulNoy

*Ajuo juajeatnba
10 ple 3sii4

(239 sJ030ea3U0)
o1qnd ‘yeis
‘syuanjed)
syoedw| yiesHy

oydouayseie)

Jofew

9jelapow

Joutw

juedyLUSISU|

Joydunsaqg

19A97




Attachment 3

Consequences
I Insignificant Minor Moderate Major Catastrophic
Likelihood
(1) (2) (3) ¢ @ (5)
Rare Low Moderate
(1) 5
Unlikely High
(2) 10
Possible High
3) 15
Likely Extreme
4) 20
Almost
. Extreme Extreme
Certain 20 25
(5)
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Office of Safety and Quality in Healthcare

Western Australian Department of Health
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Tel: (08) 9222 4080 Fax: (08) 9222 4324

Email: safetyandquality@health.wa.gov.au

Web: http://www.health.wa.gov.au/safetyandquality/






