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The Worst Adverse Event
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Message from Dr Derrick AU, Director (Quality & Safety)

Distribution of Sentinel (SEs) & Serious Untoward Events (SUEs) (Q4 2013)
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SENTINEL EVENTS Q4 2013
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P.2

Retained Consumables and Instruments
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SENTINEL EVENTS Q4 2013

Fragment of cut cat�eter *circled6 
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P.4

Retained Consumables and Instruments (Continued)
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SENTINEL EVENTS Q4 2013

5 An Abdominal Pad was Retained in the Abdomen

Abdominal pad with 
radio-opaque thread (in blue)
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Administered Double Dose of the Prescribed Amount of NaHCO3 
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P.5

Injected Retrobulbar Anaesthetic into the Wrong Eye

Patient Suicide
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Medication Incidents related to Known Drug Allergy (KDA)
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SERIOUS UNTOWARD EVENTS Q4 2013

Incorrect Documentation Resulting in Unnecessary Insulin Given

������ �� �������� ���� ������ �������� 	
�� �	�
������
� ��8���� ���� 	� �	%�
�� ��� ���
�� ����
Point-of-Care Test (POCT) device. 
(��� ��������� k�C�%>@/V:z

���F;� ��
����@/-:����Fv� �
� ���� �	%�
�C�� ��
� �	���:� � �
������ ������
specimen was also sent to the main laboratories.
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Insulin infusion was prescribed in view of the high blood glucose level.
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over his trunk and limbs. 
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Penicillin; [

Paracetamol; 2

NSAI"; 1

��drin-P; 1

Acet�lc�steine; 1

Opioid; 1

Fisinopril; 1
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LOCAL SHARING
Sharing on Reported Near Miss Case

Drugs-on-
hand 
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NEAR MISS CASE SHARING
It doesn’t seem RIGHT

DO YOU KNOW?
New feature in AIRS

System has been enhanced to facilitate 
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* Blood Transfusion
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* Generic

Near Miss Definition: Event stopped before reaching patient

WHY REPORT NEAR MISS?
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Top Categories of AIRS Incidents (Jul-Dec 2013)
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Sharing on Reported Near Miss Case (Continued)

Note:
1: Incident repor%ng in AIRS is vo�untary:
2: Inc�ude near miss incidents without aGec%ng pa%ents:
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with “L” (Indicated as “F'B)”).  
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KEY LEARNING POINTS
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LOCAL SHARING

http://qsdportal/psrm/Public/Safe%20Surgery/Policies/PSRM-PY-2%20HA%20Surgial%20Safety%20Policy.pdf

