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Purpose: To ensure that all incidents are timely and effectively reported and managed to minimize future risks and ensure safety.

Policy Statements:
· The hospital shall ensure that all incidents are reported and addressed on a timely basis (less than 24 hours from the incident).
· The hospital shall ensure that all staff and patients are aware of incident reporting process.
· [bookmark: _GoBack]The hospital shall ensure that all incidents are reported, investigated, and that corrective and mitigation measures are taken accordingly.
· All incidents shall be documented and appropriately filed.
· All staff are responsible for reporting incidents.

Definitions:
· Incident: an event or circumstance which can lead to harm including adverse events and near-misses 
· Near miss incident: an unplanned event that did not result in injury, illness, or damage but had the potential to do so.
· Sentinel event: an unexpected occurrence involving death or serious physical or psychological injury, or the risk thereof.
Equipment/Forms:
· Incident report form 
· Pens
· Incident Register

Procedures:
Physical Injury
1. Any employee or other person witnessing the injury notifies the nearest healthcare provider.
2. The notified healthcare provider assesses the injury and takes action accordingly.
3. Any employee who witnesses or is aware of the occurrence of an incident completes the Incident Report Form.
4. The completed incident form is transmitted to the Health and Safety Focal Person, who is responsible for coordinating incident response.
5. For staff injury, the medical doctor who has assessed the employee injured decides whether the staff needs medical rest and other help. 
6. The copy of incident form is filed in personnel file.
7. The Human Resource Officer also documents any staff injuries and will then monitor the progress and will inform the patient about any laws and regulations.
8. The Human Resource Officer provides information about the situation to the family of the affected staff.
9. The Customer Care Officer or Public Relations Officer provides clear explanations and way forward to both patient and family.

Equipment/Utility Incident
1. The equipment/utility involved in the incident or damage is removed from the service or tagged labeled “out of service or do not use.”
2. The Head of Department shall complete the incident witness form and transmit it to the Health and Safety Focal Person.
3. The Head of Department notifies to the Maintenance Officer or IT manager.
4. The Maintenance Officer/ IT Manager shall fix the problem. When his/her capacity is exceeded, they report it to the hospital administration.
5. The hospital administration calls upon the external contractor for fixing them but meanwhile replaces by another when possible.
Security Incident
1. Staff who witness an incident related to security reports it to the administration. 
2. The hospital administration shall report a security incident to the security company.
3. The staff completes the incident form and transmits it to the Health and Safety Focal Person.
4. Any incidents related to robberies and violence shall follow national law.
5. The hospital administration notifies the security cases that need more investigation to the police.
6. The hospital administration shall follow up and provide feedback to the involved persons.
Medication Incident
1. If a medication incident occurs, it shall be communicated to the competent authority to take immediate actions.
2. The notified healthcare provider takes immediate action and completes an incident report form.
3. The healthcare provider transmits the completed form to health and safety focal person and to the Drugs and Therapeutics Committee for analysis.
Sentinel Events
1. When a sentinel event occurs, the staff who witness the situation shall immediately report the event to the Head of Department within 24 hrs.
2. The staff witnesses the event report to the physician for appropriate management.
3. The Head of Department or staff witnesses completes the incident form and submits it to the health and safety committee and informs the hospital administration.
4. The hospital management appoints the team to conduct the immediate root cause analysis.
5. The root cause analysis report is submitted to the hospital management and copy to the health and safety committee.
6. The hospital administration shall provide the information on the situation to the person or family affected  and will assist where necessary
Data Collection and Analysis
1. Health and safety committee aggregates and analyzes all completed incident forms on a monthly basis.
2. Health and safety committee categorizes the incidents into types and severity of events, persons involved, and locations.
3. The health and safety committee transmits the analysis report to the Quality Improvement (QI) committee.
4. The Health and Safety Committee together with the QI committee shall make an action plan for mitigating future incidents.
5. The report and action plan are transmitted to the Hospital Management Committee by QI committee for final approval.
6. Data related to incidents are communicated to the hospital staff by the QI committee.
7. The QI committee monitors the progress of the implementation of the action plan and reports to the Hospital Management Committee on a monthly basis.
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Appendix #1: Medication Incidents Form 
(Include Medications Errors and other medications related problems)
	Medication administration error 
    Medication omitted
   Medication administered at wrong time 
   Wrong consumer
  Wrong medication administered
  Wrong dose administered
   Wrong route of administration
   Wrong form of administration
   Medication given after physician order   discontinued
  Consumer allergic to medication administered
	Dispensing error 
    Wrong medication dispensed
    Wrong dose/concentration   
     dispensed 
    Expired drug dispensed  
    Wrong drug form dispensed  
    Wrong quantity is formulated
	Prescribing error
   Consumer allergic to medication prescribed
    Incorrect drug selection
    Incorrect drug dosage selection
    Incorrect drug form selection
    Incorrect drug quantity selection
    Incorrect drug route selection
    Incorrect drug concentration 
   Incorrect rate of administration selection
   Incorrect instruction for use of drug



	

Appendix #2: Hospital Incident/Sentinel Event Report Form
Ministry of Health
………… District Hospital
HOSPITAL INCIDENT/SENTINEL EVENT REPORT FORM 
◊ Inpatient      ◊ Outpatient         ◊ Staff       ◊ Equipment ……………….Department.......................   
Ward...........................................................Patient ID: ………………………………………..


Description of what happened + suspected contributive factors to the sentinel’s event
...............................................................................................................................................................................................................................................................................................................................................................................................................................................................
Suspected factors: .....................................................................................................................................................
………………………………………………………………………………………………………………


Immediate actions and outcome:
...............................................................................................................................................................................................................................................................................................................................................................................................................................................................
Prevention (Ideas of how this could have been prevented)
...............................................................................................................................................................................................................................................................................................................................................................................................................................................................

Signature, Name and Position of Person completing the form+ date and time

Reported by:  
………………………………………………………………………………….Date……/…..                              


Received by ………………………………………………………………………Date:/……/…...
Appendix #3
TYPES OF INCIDENTS TO BE REPORTED 

These include but are not limited to the following:

Safety Incidents
· Falling down 
· Sharps injuries
· Wrong identification of patients
· Use of Unidentified products and materials
· Wrong/false results transmission/reported
· Spills
· Smoking tobacco
· Typing Error, depends on severity 
· 
Security Incidents
· Stealing
· Gun shooting
· Act of violence or aggression 
· Conflict
· In appropriate Access to restricted areas
· Patient Escape

Equipment Related Incidents
· Biomedical equipment damage
· Equipment disfunction/malfunction

Property/Utility Incidents
· Fire
· Building collapse
· Accidentally hit glasses of doors
· Water pipe rupture
· Toilets obstruction or fullness
· Shortage of electricity or water
· Out of range room temperature
· Electricity incidents (Electrocution, Equipment)
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