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2007.07.07
Ms. LHL, age 21
Died from a fatal intrathecal injection of vincristine
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From: Siu Fai LUI Dr, NTEC SD(RM&QA)/HOQ&S Cons(Q&RM)
To: NTEC COSs; NTEC DOMs, NTEC HCEs, DHCEs & C(CS)s

Date: Sun Jul 08 2007 02:57

Subject: Tragic death from a medical mishap
- what have we learnt, what must we learn?

With great sadness and sorrow, | am writing about the death of “/\#”, aged 21,
who fought bravely to overcome acute leukaemia but succumbed to a tragic death

from a medical mishap.

Professor Anthony Chan and | were with the family of /\# as they said their
Last goodbye to her. On behalf of the Hospital and our staff, we have once again
expressed our deepest apology and condolences to the family, but no words can

adequately express our regrets, grief, and sorrow.

The relatives have requested that we ensure /Mif tragic death shall not be in vain
— in that, her tragic death would forever remind all medical and nursing staff

to be careful and vigilant at all times when giving treatment to patients.
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Sentinel and Serious Untoward Event Policy

® SE IBREARETEH]
- SUE TEEEREH]

SRR, SE Policy was first implemented in 2007.

fk',’\ N ’lll;’ and managemenr
Circwlar superseded: HAHO Operarions Circular NO. 32,2009
Objecti fth li
- jectives of the Policy
alar is to ansounce that the updsted Sentinel and Serious Untoward
=ffective from | July 2015

.'m‘n s " eloadl s e JO iNncrease Staff awareness Of SE an d SUE

e « To learn through Root Cause Analysis (RCA), with a view to understand the
— underlying causes, and make positive changes to the organization’s

systems and processes

o To maintain the confidence of the public and regulatory / accreditation
bodies

Source: Hospital Authority, Sentinel and Serious Untoward Event Policy, 1 July 2015 8



Clinical Incident Management Manual (CIMM)

Hospital Authority Head Office

e Hospital Authority Clin

ical Incident Management Manual

Hospital Authority Clinical Incident Management Manual

Version Effective Date Risk Rating
10 01/07/2015
20 271122019

Document Number

HAHO-Q&S-PD-P&R-001-v03

Author HO PSRM IMT
Custodian HO PSRM IMT
Approved/ Endorsed By Patient Safety & Risk Management Department
Approval Date 27112/2019
Distnbution List All HCEs, SDQ&S)s, COSs, Q&S offices, HO Corp
Comm, HO PR&E

*Implemented on 1 July 2015

*Provides guidance on reporting, investigating, analysing and
monitoring of clinical incidents

*Describes the’'management of clinical incidents, including Sentinel
Event (SE), Serious Untoward Event (SUE) and other adverse incidents

Immediate risk
reduction to
patient(s) and Open Risk
staff Disclosure mitigation

(N3

ldentification Reporting Investigation Feedback and
learning



9 Categories of Sentinel Events (SE)

Cat. 1.
Wrong patient /
body part

Cat. 2.
Retained
instruments /
material

Cat. 3.
Blood
incompatibility

Source: Hospital Authority, Sentinel and Serious Untoward Event Policy, 1 July 2015

Cat. 4. Cat. 7.
Medication error (Maternal morbidity

Cat. 8.
Wrong infant /
abduction

Cat. 5.
Gas embolism

Cat. 6.
Inpatient suicide

10



Sentinel Events in HA — By Category (2007—-2Q 2024)
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2007-08 2008-09 2009-10 @ 2010-11 @ 2011-12 2012-13 2013-14 2014-15 2015-16 = 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 2022-23 4Q23-2Q24
=== \\/rONg patient/part 5 10 5 3 5 4 3 3 1 6 2 4 2 4 3 1 5
=== Retained instruments/material 10 13 12 18 14 10 20 19 13 19 10 17 15 12 16 14 11
== Bl 00d incompatibility 1 0 0 1 0 0 0 1 0 0 0 0 0 0
= Medication error 0 0 0 0 1 1 0 0
e (5as embolism 0 0 1 0 0 0 0 2 0 0 0 0 0 0
== |npatient suicide 25 15 11 20 10 9 19 15 12 8 7 17 6 7 4 4 2
e \/ate rnal morbidity 1 2 2 1 1 1 2 3 1 1 0 1 2 0 0
e \\/rong infant/abduction 1 0 0 0 0 1 0 0 0 1 1 1 0 0 0 0 0
e Ot hers 1 0 1 0 3 1 1 1 2 0 1 2 1 3 0 0 4

* Statistics from October to September of respective year

e \W rONG patient/part === Retained instruments/material s==Blood incompatibility =====Medication error s Gas e mbolism === |npatient suicide = Maternal morbidity e \\/rong infant/abduction e Others



Interventional Sentinel Events in HA — By Category (2007—-2Q 2024)

30 Procedure Safety Policy
Oct 2010

Safety Policy on
Surgical Safety Policy - Jun 2009 Bedside Procedures

Mar 2011

20

15

10

0
== \\'rONG patient/part 5 10 5 3 < 4 3 3 1 6 2 4 2 4 3 1
=== Retained instruments/material 10 13 12 18 14 10 20 19 13 19 10 17 15 12 16 14
== Bl 00d incompatibility 1 0 0 1 0 0 0 0 1 0 0 0 0 0
= Medication error 0 0 1 0 5 0 0 0 1 1 0
e (Gas embolism 0 0 1 0 0 0 0 2 0 0 0 0 0
= |npatient suicide 25 15 11 20 10 9 19 15 12 8 7 17 6 7 4 4
e \aternal morbidity 1 2 2 1 2 1 1 1 2 3 1 1 0 1 2 0
e \\/rong infant/abduction 1 0 0 1 0 0 0 1 1 1 0 0 0 0
e Ot hers 1 0 1 0 S 1 1 1 2 0 1 2 1 3 0 0

* Statistics from October to September of respective year

e \NrONE patient/part === Retained instruments/material s====Blood incompatibility =====Medication error == Gas e mbolism === |npatient suicide emNaternal morbidity e\Nrong infant/abduction e Others
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Sentinel Events in HA — By Category (2007—-2Q 2024)
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=== \\rONG patient/part 5 10 5 3 5 4 3 3 1 6 2 4 2 4 3 1 5
= Retained instruments/material 10 13 12 18 14 10 20 19 13 19 10 17 15 12 16 14 11
== Bl 00d incompatibility 1 0 0 1 0 0 0 1 0 0 0 0 0 0
— = Medication error 0 0 1 | 0 0 0 0 0 1 1 0 0
e (5as embolism 0 0 1 0 0 0 0 2 0 0 0 0 0 0
‘ === |npatient suicide 25 15 11 20 10 9 13 15 12 8 P 17 6 7 4 4 2
e \/ate rnal morbidity 1 2 2 1 2 1 1 1 2 3 1 1 0 1 2 0 0
e \\/rong infant/abduction 1 0 0 0 0 1 0 0 0 1 1 1 0 0 0 0 0
e Ot hers 1 0 1 0 3 1 1 1 2 0 1 2 1 3 0 0 4

* Statistics from October to September of respective year

s \NrONG patient/part === Retained instruments/material s===Blood incompatibility =====Medication error e Gas embolism === |npatient suicide === Maternal morbidity e \Nrong infant/abduction e Others
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Sentinel Events in HA — By Category (2007—-2Q 2024)
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== Retained instruments/material 10 13 12 18 14 10 20 19 13 19 10 17 15 12 16 14 11
. == Bl 00d incompatibility 1 0 0 1 0 0 0 0 0 1 0 0 0 0 0 0
= Medication error 0 0 1 1 0 0 5 0 0 0 0 0 1 1 0 0
e (335 embolism 0 0 1 0 0 0 2 0 0 0 0 0 0
= |npatient suicide 25 15 11 20 10 9 19 15 12 8 ) 17 6 7 4 4 2
e \/ate rnal morbidity 1 2 2 1 1 1 2 3 1 1 0 1 2 0 0
e \\/rong infant/abduction 1 0 0 0 0 1 0 0 0 1 1 1 0 0 0 0 0
e Ot hers 1 0 1 0 3 1 1 1 2 0 1 2 1 3 0 0 4

* Statistics from October to September of respective year

e \W rONG patient/part === Retained instruments/material s==Blood incompatibility =====Medication error s Gas e mbolism === |npatient suicide = Maternal morbidity e \\/rong infant/abduction e Others
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System Change — Prevent blood transfusion Incidents

Unique Patient Identification (UPI) device‘\‘
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Since 2007, HA introduced UPI

device for patient identification The technology is used as an adjunct to the
in blood transfusion human checking process




2 Categories of Serious Untoward Events (SUE)

1. Medication error which could have led

Medication error to death or permanent harm

2.
Patient
misidentification

Patient misidentification which could

have led to death or permanent harm

Source: Hospital Authority, Sentinel and Serious Untoward Event Policy, 1 July 2015
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Serious Untoward Events in HA — By Category (2007-2Q 2024)

120
art of IPMOE implementation
Sy, I
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2009-10 2010-11 2011-12 2012-13 2013-14 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 2022-23 | 4Q23-2Q24
e=fll= \edication error 72 88 92 96 85 57 73 61 76 86 45 84 77 70 63
==fl== Patient misidentification 9 9 10 8 9 11 13 8 7 6 5 10 10 8 3

* Statistics from October to September of respective year

=== \edication error === Patient misidentification
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Effective Recommendations

SYSTEM-Based

Low Leverage
LEAST EFFECTIVE

Rules and policies
(e.qg., policies to prohibit
borrowing doses from
other areas)

PERSON-Based

Education

and information
(e.g., education sessions on
high-alert medications)

AA

Medium Leverac

(-

AAMANMrEDATIIY ol ol = ~Triwvur
AODERATELY EFFECTIVE

Simplification
and standardization

(e.g., standardized paper or
electronic order sets)

Reminders, checklists,

double checks
(e.g., independent double checks
for high-alert medications)

Source: “Designing Effective Recommendations”, Ontario Critical Incident Learning, Issue 4, April 2013

High Leverage
MOST EFFECTIVE

Forcing functions

and constraints
(e.g., removal of a
product from use)

Automation or

computerization
(e.g., automated patient-
specific dispensing)

18



System Change
for Medication
Safety

4. Warfarin

5. Allopurinol



In-patient Medication Order Entry

(IPMOE)

*A closed-loop computerized system for prescribing, MAR verification, dispensing & administering

drugs for HA in-patients.

Doctors Nurses
Prescribe via IPMOE

n Login and view MAR via
IPMOE

System auto-assign schedule
& sort out drugs due for
administration

i:_m P

[ G | s v -

|
o~
ti
-

DOCTORS

o i vy - N |21 scan Barcode on
5 ;_'___f_: - e = drug bag to verify
’ - _- Right drug &
Right time
Patient Identity & Drug
Pharmacists data are transmitted to
Verify the clinical scanner via Bluetooth
| detials through
eMAR.

B Scan Barcode on patient

Share the same eMAR with doctors and nurses. wristband to venfy Right patient

Prioritize the work in accordance to the drug
administration due time. Just in time dispensing
become achievable.

Drug administration details are
clearly documented in the system

PHARMACISTS

Systemic Change for Medication Safety - Inpatient Medication Order Entry (IPMOE)

Components of IPMOE

Prescribing
Module

Dispensing . Administering

Module Module
Mobile

Devices

Digital
Signature

Wireless Downtime
Network Support

20



System Enhancements
IPMOE Implementation

% 2013-14 @ 2018-19 @ 2021-22

:: PMH : TPH :: DKCH
z:5H :: FYKH
% 2014-15 :: BBH - MMRC
:: PWH = 8CH ::GH
:: TKOH :: HHH :: TWH
;- NLTH :: HKCH :: OLMH
:: TSWH
@ 2015-16 2022-23
= UCH @ 2019-20 :: KWH Live run in progress
::YCH :: TWEH
= hH :: WCH 2023-24
:: CCH :: KCH Live run Mar 2024 ‘
@ 2016-17 ::SJH
;- AHNH =SEH
:: NDH :: CPH
 CMC
:: POH ﬁ 2020-21
:: PYNEH :: BH
:: HKEH
@ 2017-18 - KH
:: QEH :: WTSH
::QMH -
- TMH

Systemic Change for Medication Safety - Inpatient Medication Order Entry (IPMOE)



System 1. Medication Decision Support (MDS)

checking message for drug allergy
Enhancements

{5 http://cms-corp-common-dmo.server.ha.org.hk:29012/ - HA CMS | CMS IT {(¥H3) 01 | ¥H | MED - Internet Explorer

File ¥ 1.Clinical ¥ 2.Investigation ¥ 3.Enquiry ¥ 4.Booking™ 5DT ™ 6.Report™ 7.Doc/Print” 8 Other System ™ 9.Info.~ 0.Admin. ¥ Logon Info @m
e & o K G G 5 4 EH O K S

PR
Logoff Close PSP IPMOE IPMOEd/c IPMOEHxX RadResult ePR  RxOnHand Reminder eMARlWard eMARPat NextPatient

| Patient-specific Function(s) [
| patentData |  petails _[EEN
BRECH CHAN, CHUN HIN
M 40y DOB: 01-Apr-1977 H040001(9) MED HA40-01 Adm: 13-Jun-2016 HN16000438(U)
IP Prescribing X
Drug Name AUGM Lodon (8 oooe) (o o) (oo 1 (& o o e o “
- Clinical Intervention .
=N B wserspmraai i C AU TION for AUGMENTIN INJECTION SIONI PRNISTATI {
e | Patient Specific Clinical Checking - t i
= Augmentin Allergy Checking Prescribing History |
3 Tablet AUGMENTIN - Allergy history reported .
§ Clinical Manifestation: Rash iervative Free
i ATONG Level of Certainty: Certain o i
375 MG TD!  Use of AUGMENTIN INJECTION may result in allergic reaction. de 0.9%
375 MG Q8l B
=21G tion &
d PRN
1000 MG BI
= Syrup
= 156MG/5ML
10 ML TDS
= Parenteral Inje “laviianieAeid
21.2G 28
= intermittent , 22 Nov 2017
1200 MG
1200 MG i P o ﬁgloCTlgloride 0.9%
= IV bolus [ Override alert ] [ Do not pmcribe]
1200 MG ONCE
1200 MG Q8H
Other Routes
| cCancel || <<Back |[ cadiiwe [ Edit  |[ nenis | [AddtoMAR. i
< | 1. , )

Systemic Change for Medication Safety — Drug Allergy



System
Enhancements

Electronic Health Record Sharing System (eHRSS)

-;:] ADR record on eHealth Record Sharing System

ADR Causative Agent
v Denooic acd + elhy! sicohel « sucalyptol « mestha « salicylic acd + Bymal
Lilenine (ethyt slconol = Dardokl 0 + sutaypasl « menthol «» meting 53 yiale + hymol)
" “ ¥ cprofoxacn
COMBOECN (3% Mydrocnionoe)

@urugs ngrecen seecch
Disctsiner: Recocks n RED su NOT chechod oy systen agirs modcatline presabed

e Retesh) 5 Print ) glPevew) [ Log

Addtiena miormaton lom =l1SS Dl
—_— T - e D Siw Ben La Do Ao L e = ROk, 430 + SO = st hr = byl salolete = B
- - NOK Conizstivs Agert Abacabo 100 . et o martho « mattel casolae « Brmal opred (1€ tperachk

|
{ )
|

8

i .. .. @HRSS ADR record for HA MDS checking
S - (CMS and Pharmacy)

Rl | T — CAUTION 101 CIPRIOFLOXACIN MCL TABLE T
..i'-':_ i - Palent Spec Ac Lo @ Lrec hng

RICE) - Ay erne Grug reac oy Bistery reseried on

M-Jar-2001 s VMG HOSNTAL
Adverse Drug Beactisn: Coarhoss
oMs Level o Swvurity Secers
Use of CIPROFLOXACIN HEL TAR_FYT may result In adverse deag reastisn
'
chealth

Systemic Change for Medication Safety — Drug Allergy

adverse drug reactions (ADR) records

Free Text Allergy Conversion

Batch No.

1%t batch (NSAID)

2" batch (Penicillins / Cepholosporins / Carbapenem)
3" batch (Sulfa group)

4™ batch

5t batch (Contrast)

6™ batch (Quinolones / Phenothiazines /
Aminoglycosides / Macrolides)

7™ batch (conversion from non-drug free text
allergy)

8t batch (included drug and non-drug free text
allergy)

9th patch

10t batch

Date of
conversion

15-Sep-2015
08-Apr-2016
19-Aug-201

6

21-Dec-201
6

20-Nov-201
7

12-Jul-2018

02-Nov-20
18

18-Nov-20
19

15-Mar-20
21

28-Apr-202
2

70

162

736

1399

1617

1617

1617

1617

1617

No. of
records
converted

2980

2228

3633

1715

2666

669

130

160

108

113

2. Extended decision support for allergy and

Removed
due to
duplication

17

348

598

199

224

57

33

30

19

23



System
Enhancements

Before Change

Logoff  Close PSP CAT  ePR2  eDoc Dx/Px OTRecord IxRequest LabResult RadResult ModifyRx LetterrDoc Vital Sighs STARBoxin ECG  STARenqiry
| Patient-specific Function(s)

ﬁ/] m ":ﬂ Emm | Patient Data | Reminder [ _
s CHAN, SIU NAM

M 25y DOB: 01-Jan-1999 Uv211222(0) ICU 5K Adm: 29-Jan-2024 HN24000219(2)
| IP Prescribing X

Drug Name [,__'] (@ BNF | [ IvF | [ History | [ Order template | gﬂ MAR

%sgd‘ Basic Search v 'I(;?:srsa&il;tic. [ALLﬂgﬁAL & MISC|

Warning (1-6700-1-W-027) 1 G

& Print Message oce

DESCRIPTION
& Allergy / Alert(s) was found in the claimed HKID C200004(9) of this patient,
please clarify with patient accordingly

Systemic Change for Medication Safety — Drug Allergy

3. Medication decision support to

“Claim HKID” patients

After Change - allergy/adverse drug reaction/alert

records from claimed HKID’s profile will be auto
copied into pseudo id’s profile.

4

Alert (%]
U¥211708(7) MED PATIENT, 95

Drug Allergy: (1) ASPIRIN
Total (1) Angioedema, Certain
-, d HKID Mbb

Adverse Drug (1) ASPIRIN *
| Reaction: sastrointestina
Total (1)
Alert: (1) GAPD Deficien
Total (1)
Notes:

~ Items are NOT checked by system against medications prescribed.

ﬂl_)ngs Ingredient Search




A case of

*

Delayed prescription of antiviral drug to an B ABHN

HBV carrier given high-dose corticosteroid

therapy (2017)

* A patient with IgA nephropathy was prescribed high-dose

steroid by renal physician

* The patient was a known hepatitis B virus (HBV) carrier

« Surveillance investigation for early detection of hepatitis
B flare up was not organized, nor preventive treatment
with antiviral medication prescribed to the patient

» About two-and-a-half months later, the patient developed
liver failure due to hepatitis B flare up

* The patient eventually passed away despite liver
transplantation operations, and two doctors involved in
the incident were found guilty of misconduct by the

MCHK (MC 18/376)

Systemic Change for Medication Safety — Long Term Steroid

e ERREREMERITRET SERERF2HARRER

SEEUBERNLFEERR2017E  REESERMBZBEREE 5|
HSHRBIEAR  EMESR  LREFEIHEM ) EEES(28

H ) S HERBAPIHARIEE - B ERIEBAN  ZEHEHE2023F2
R278FEE » EELSH - BE B BFEBEITHNEERBHEFEX

BEIREFTRE  XESTAIIE -

A medication-related incident might attract publicity
and create stress to our clinical staff

25



System Enhancements

1. Auto-flag Hepatitis B positive in CMS alert.

Automation Q

Al for HBV DNA
From 1 Jan 2021 — Oct 2022 &(3} O

S e
pxs P ———— « Auto flagged: 67,000+ positive HBV DNA %
o L 2ok (Al scanned 139,297 HBY DNA free text report) =2

ek SEhig St e
Domebme g nt | vedematerhd y vgn
ot e lom B A e w ldﬂ‘l&h‘l
-+ MWig-

ﬁ.'. v
otk st s | pharwadt b

l ooll deplotng sgerty o MECT
Cowth Donaieng FEN DA f"---__.
A F0eig L e - i
~ 5

T thech baeive MOV ONA

ma.- wh pog P:r ok oo '
| |
%o mevinl et et S "‘—...:.‘.:“ SAVED 0 ALEN MAB (FREE GOCOS
st gl . | wrrHow ALEMTUZUMAD (FREE GOCOS) - Hepatitis B positivel carier! reective reporied.
2w gt e ba l 1 Use of ALENTUZUMAR (FREE COODE) as Inmuncsugpresaive taragy without
m_{-nnu rz‘-&%?:m i ANCTOIVV'ERAL R
; N R i Prseripion || i

QP | TR HI

Systemic Change for Medication Safety — Long Term Steroid
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System Enhancements

2. Automatic medication safety checking for Hepatitis B patients during
corticosteroid and immunosuppressive therapy prescriptions.

Anti-HBc positive patients Automation @

bacgizal Astharicy . o
*r nt

T - .
=H A, ST Yoo
—L - —- AUTION for RITUXIMAB
Prvetom o i vow w1 .
P woe- R 080 . _m 2 Hepatitis 8 Alert Checking
wiw ﬁ E!!!!"ﬂﬁ!- En!'uﬂ- ‘0 e!!n Q!!!!—.tinil
prcn me ‘ . WAL =
F"" - -—vaw - !:
B -2 o, o 5 RITUXINAS - AntiHBo positive prediction.
v ™ Use of RITUXINAS @ irmenunosuppeesay & thee spy with out anibviesd ghven may resulin risk (o patent
- |8 Plesas vurily e latist Blood nessll s oPR.
poy -
—
A e R 0 F HEY DNA Detactad Alart Checking
RITUXINAS - BV ONA duleched pradicton,
Use of RITUXINAS as immunosuppeessive therapy without antiviesd ghven may resukin risk 1o patient

.‘¢'. oL 7™ o Please verify e latest blood result in ePR.
Y B cell depleting agents Q’E}o 0
E ? > :

: II . - EE .an ': . !I :| I
Antiviral prophylaxis on hand

MTUOMAE - Hepodtis 8 pearive! camern reactive repomed.
Use of RITUXOMAR as immunossppresshn them prywethout antiviral given may resuliin risk to patient,

| Overtowaient | | e presrption

Disclaimer:
Drug &= subjected 10 Hepalitis B Checking against other madication(s) on the cument prascription and the on hand

DO
oL 3L 37
O3
—
1]
e
-
‘ drug prescribed al all hespitals
|

» W
W Lty s st by Um LT o A e Wy

CGF st e Gabes TTWLY

R e . "oy
- N -— |
L N oW, Am Tew =

@ Live since 17 Jun 2022: > 10,000 predictions performed

D | e ITaHI

Systemic Change for Medication Safety — Long Term Steroid



A case of

Omitted Hydrocortisone prescription in a patient
with adrenal insufficiency (2022) s

Jo oral

* A 8l-year-old man with adrenal insufficiency was admitted for chest infection and septic shock ﬂuqmentm

t@ne
. - x

 The patient has been on long-term steroid replacement ff

Hydr
* During the hospital stay, he was kept nil by mouth, given IV antibiotics and stress dose steroid (IV Y
hydrocortisone 50 mg Q8H) O

* The patient later improved clinically, and the IV medications were switched back to oral

 However, the clinician thought the hydrocortisone was for septic coverage only, and did not 6‘) |
restart oral hydrocortisone replacement |

* One day later, the patient was found unresponsive in ward

Al

Systemic Change for Medication Safety — Long Term Steroid



System Enhancements

 Alert Input Screen
Alert categories © On Medication
*  Clinical Condition [lon Anti-platelet
*  On Medication ] on Warfarin
* Assessment
= Infectious [_]on NOAC / DOAC
*  Multi Drug Resistant [_| On dual anti-platelet (Aspirin + Clopidogrel [Plavix] or equivalent)
. g:gg: ("ir:'es || Hx of Streptokinase
* Radioisotope / Radioactive [_| On Icodextrin: H'stix overestimated by GDH PQQ glucometers
Implant [_] On second-generation antipsychotics (SGAs) with abnormal blood results
*  Miscellaneous S
- Al [l on SGLT-2 inhibitors
Von long-term steroid replacement
Search/Free text I

Change “On steroid” to “On long-term steroid replacement”

1. New Corp Alert

Alert: On long-term steroid replacement

Additional

Information:

Validity o =l To & | expirenow |
Period: S )

I

Add optional validity period [d ] //Clear |

x ganoelj

29



System Enhancements

1 Click Save and Print
Doctor did not prescribe steroid OR

Fie ~ 1.Cincal = Zlnwestigaton ™ 3.Encuiry * 4Bccking ™ 50T~ GReport® T.0cc/Prnt™ 8.0her Syztem™ Sinfo.~ OAdmn ™ W

E R KON & " 8 4 £ W S B g

Lyt Ther  F3E Dartx bt

LI, AH FOK

M 64y DOB: 02-Sep-19564 M3IBE305(7) SOP SOPDO03ST41(T)

Drug Kame H Browse | Wistory | Drug St ]mmm]
Prescribed item(s) [ zoom |
£1% 1. ALEMTUZUMAB {FREE GOODS| Infusion 30mg/ml 1mi <Unregistered Drug:-Named Pat Only> '

intravenous : 30 mg daily for 8 weeks

1 egan Inta QOMS

TFHCAC CNE brl PERFS Mool S IFHOCHS S50k Ll Pes it D iy FRDJF™  FS  Drdoccope =0150cr  Fowd  HoatFotond

2. MDS Checking in MOE

2 Patient marked on long-term steroid
replacement in Corp Alert

Alert

» Details

On long-term steroid replacement

\ 4

3 Prompt Reminder

Systemic Change for Medication Safety — Long Term Steroid

Clinical Intervention

AUTION forSteroic

Patient Specific Clinical Checking

On long-term steroid replacement Alert Checking

On long-term steroid replacement recorded.
Missing steroid therapy may result in risk to patient.

Edit Prescription

Acknowledge

30




T Warfarin - Little margin for error

o 0

warfarin

* Narrow therapeutic window

* Unpredictable response

* Slow onset and offset

* Numerous drug-drug and food-drug interactions, warfarin resistance

* Influenced by genetics (CYP450, VKORC1), disease and patient (age, sex, height,
weight, smoking)

* Requires routine INR monitoring and frequent dose adjustment

Systemic Change for Medication Safety — Warfarin
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Learning from past incidents,
data collection and analysis...

Complicated

regime

* Incidents can occur during
prescription, administration,
dispensing and self-administration
by patients.

e Common types of error include
discrepancy between intended
dose and prescribed dose, or
discrepancy between prescription
and administration.

Systemic Change for Medication Safety — Warfarin

Warfarin-related incidents: 35
(From Jan 2019 to Jun 2021)

from the intended prescription

Duration of prescription is shorter | 2
than the next FU
Actual prescription is different 3

Not referred to the most updated INR /
~Dispens| No intention to check INR

® Prescription

B

Microsoft Excel
Worksheet

32




How do | enter my
intended prescription

Can the system remind | simply and safely?
me to check INR before

administration? How do | convey my

clinical intent more
effectively?

How can we better

educate and empower 2
our patients? ARERIRN R Do we really need a

AR Y

T -t ‘-A"‘A’ LA
R BT N e
y e - A Sulal <~ 0 ~
‘ - "\"“f.g-'\ k’
P N

R R

s e % complicated regime?

»

-~
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Staff empowerment and engagement

Hospital Authority

Warfarin Safety campaign Warfarin Safety Campangn
* Launched in June 2022

 To raise awareness of warfarin safety in HA
and gather bright ideas

Theme

® Tota | 189 e nt ri eS -.-. In 2020, around 19, 000 HA ~ We hope to call for bright ideas on
patients we p' xibed Wartarin safety mm HA, such as
Warla d nong the smarter administration, prescription,

2.200 were new cases dispensing or patient communication

 Expert judging panel selected Champion, 1* e ol

regime, 1.5% were on

runner-up and 2" runner-up ovicogme. | Awards & prize

e [here have been around 10 <) Champion : Apple AirPods Pro

Warfarin e'eted incidents 15t runner u p - Nintendo Switch Lile

each year in 2019 - 2020

* Instagram voting: “My Favourite Warfarin e e 9 o v

+ Actual prescription
different from the intended

”
I e a prescription or shorter than

intended period

+ Not relerring 1o the most ' '. Submission deadline
updated INR .‘ 24 30 June 2022

+ Complicated regime

@ % i,. ?"::’:1:: ——  For inquiry, please contact Ms CHEUNG at 2300 6626

Systemic Change for Medication Safety — Warfarin



Can we achieve a safe warfarin journey for all?

Patient

dard dose o 4)  INRWEsH|t & 3 6.
ime displayed by N - 7.
ision supPyeEscriptior @enietagsing Adm [+ Dispens
em 5. Systemialert if W ‘,
Conversion to DOAC ) INR out of range ,’ “

Stakeholder Engagement

Systemic Change for Medication Safety — Warfarin
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Putting ideas In to
System Enhancements actions!

1. Clinical intention for warfarin prescription

A new [Intent] function was developed to enable users of clinical
systems to view and edit the clinical intention for warfarin prescription

including:
* Clinical indication (with CHA2DS2-VASc Score calculator)

Warfarin Sodium Tablet

¢ I N R ta rgEt Indication
&

V' AF CHA2DS2-VASc score 4
| Others

* |Intended treatment duration

Intention
INR Intensity @ 2 {3
O
O

Lastupdated by CHAN, Tai Man, AC on 24-Dec-2021 10:0%9

A IV

Proceed Prescription Do Not Prescribe

Systemic Change for Medication Safety — Warfarin
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System Enhancements
“Clinical Intention” in MOE

* Generic to all drugs.

* For specific drug and group. Priority for high risk medication with predefined

template

Plavix (Clopidogrel) tablet <Special Drug>
Dosage Daily Frequency
75 MG DAILY v

75 mg daily for 1 weeks

Plavix (Clopidogrel) Tablet

Intent | IND | Q | Advanced Option| | Preparation &$ | Indication
PRN Route/Site | Duration ] Quantity Post PCI with AF
[ ] ORAL v 1 Weeks ¥ TAB ¥ @

Drug Duration

() On going treatment

(] Fixed Period  gpecial

e New [Intent] button for view and | @® From 01-Jan-2022 8 To 31-Dec-2022 9
Action Status  Dispense by Pharmacy v edit d rug intention <<Back | | Cancel |
Prescribed ltem(S) ' AR Chasoe l |ntention
Post PCl on Aspirin + Plavix till 31-12-2022
'_ Remove l Then Aspirin + PPl cover lifelong
\ Edit y
] Save and Print ]

' Delete Order '

Confirm Cancel

Systemic Change for Medication Safety — Warfarin
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System Enhancements

2. Warfarin Administration Enhancement

@ prerare bruc [ 05/05/2022 18:14

* Patient tagging =
framework
‘Medication Genie’

* |t would enable QO g
users to access D 4o Tt e
recent INR results S oler =

Glucose, Capillary Blood, POCT 7.5 mmol L 06/06/2022 07:28

as to support e, Wk e, P |
checking before O

administration -
° 2 Proceed p

m 05May Metformin HCI sustained release tablet <Special Drug>
. oral: 500 mg BD

—

Systemic Change for Medication Safety — Warfarin



A case of rixEEREXRBELNIRERFR ®IRET

Allopurinol-associated
Stevens-Johnson
syndrome (SJS)

* F/74 with hypertension, chronic kidney disease, anemia, BT E; Hmﬁﬂh?f);ﬁﬁﬁﬂ
hyperlipidemia and gout, was prescribed low dose allopurinol AR5 " HIIRER (Allo UrmOl)

(100mg daily) for gout in GOPC in April
* Admitted in May for neck swelling, throat pain, and fever
* Developed skin rash after admission, allopurinol-induced skin

reaction was suspected
{ Allopurinol

 HLA-B*58:01 tested positive in Early June 8 1 1 4

* Passed away in June due to toxic epidermal necrolysis (TEN)

complicated with multi-organ failure in ICU

A fatal case of allopurinol-induced toxic epidermal

necrolysis in 2022 received widespread attention

Systemic Change for Medication Safety — Allopurinol




Role of HLA-B*58:01 Testing
in Allopurinol Treatment

/NEEEST  SRERFEHLA-BS801EE » REfEEREERER
BEARRE e EBNMIZEBEERARARREMNEER  mREHHEE
ER  MEBEERCSEERUHERIE  TMNESKReEAESHMAIEE |
REHEBESERMASERIER  —BIHM —EHBIEEEERE
AEERE  HWEERRED - 1 s 8RARE  BRNDEEHE

BREETHRERNEREHEVARR  UARERR[EMFE 88
K%’Eﬁﬁ%@.fﬁ :

Systemic Change for Medication Safety — Allopurinol

mr“;»

*HLA-B*58:01 allele carriers (Chinese population
prevalence: 8-20%) face an 80-fold increased risk of
developing Stevens-Johnson Syndrome (SJS) and
Toxic Epidermal Necrolysis (TEN) with allopurinol
treatment.

* Despite the associated risks, HLA-B*58:01 testing
before initiation of allopurinol was not previously
mandatory due to low Positive Predictive Value,
limited alternative and lack of conclusive
cost-effectiveness data/ Healthcare authority
recommendations.
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Questions?

Why was the genetic

test not done earlier, i.e.

before starting
Allopurinol?

Patient & Carer perspective

Systemic Change for Medication Safety — Allopurinol

Is universal testing
warranted? What are
the costs and benefits?

Clinician
perspective

&

Population

Health

How can we best
support clinicians to
help our patients?

Corporate Perspective

41



HA Strategy in Enhancing Allopurinol Safety

e Pre-allopurinol universal
screening of HLA-B*58:01 for
HA patients

e Call-back exercise

* CMS enhancements to
strengthen decision support in
initiation of allopurinol

v

Allopurinol

Safety

4

» Staff promulgation and patient
education regarding
HLA-B*58:01 testing,
allopurinol and SCAR

O o ——————————————— . )
DBOOK

lNTERNAL MEDICINE

* Strengthening laboratory
genetic testing service for
HLA-B*58:01

O

Systemic Change for Medication Safety — Allopurinol

* Ensuring accessibility of ot ooty

alternative drug (Febuxostat)

ﬁﬁﬁﬁﬁ




CMS Enhancements to Strengthen Decision
Support in Initiation of Allopurinol

| Clinical Intervention

ICAUTION for ALLOPURINOL TABLET

CMS system prompts (deployed on 27 March 2023) Patient Specific Clinical Checking

e Automatic alerts for doctors to verify a patient’s HLA-B58:01 status HLA-B*58:01 Contraindication Checking
Positive HLA-B*58:01 test result is detected in the system. This patient is at higher risk of

prior to prescription of Al Iopu rinol. developing severe cutaneous adverse reactions with use of ALLOPURINOL TABLET (e.g.
Stevens-Johnson syndrome, toxic epidermal necrolysis). Please exercise clinical

vigilance and consider alternative treatment.

Positive Test Results
* |n case of a positive HLA-B*58:01 test, doctors are advised to
exercise clinical vigilance and consider alternative treatments. | | Overidoalert | (Dot esciibe
| |

Clinical Intervention

New Allopurinol Users ICAUTION for ALLOPURINOL TABLET

Drug Lab Checking

* For those with unknown HLA-B*58:01 status, it is recommended to .
Drug Lab Checking

confirm the test result before proceeding with the prescription. This patient is a new patient of Allopurinol (i.e. on Allopurinol < 1 year) and the
HLA-B*58:01 status is UNKNOWN. It is recommended to check HLA-B*58:01.

Proceed Prescription ] [ Do not prescribe ]

000 . 5

Systemic Change for Medication Safety — Allopurinol
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Conclusion

Turning incidents into opportunities:

Through the systematic reporting, investigation, and analysis of incidents [] identify underlying system-level issues

"I implement targeted interventions to address them

Key systemic changes:

Need for closed-loop computerised systems (e.g. IPMOE)
Robust decision support for medication safety
Proactive monitoring of high-risk patient populations

Collaboration among stakeholders is essential:

Clinical professionals (doctors, nurses, pharmacists), IT teams, policy-makers

Way forward:

Systemic changes and safety cultures
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Thank you

@

BREER BAZEREARBRERE
HOSPITAL Patient Safety & Risk Management
AUTHORITY
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Sentinel Event Policy of Hospital
Authority, Hong Kong -17 years on,

What have we learnt?

Future...

Presenter: Dr Raymond CHEUNG, Chief Manager, Patient Safety and Risk Management

Department, Quality & Safety Division, Hospital Authority
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Best Practice Principles in Incident Management

1. Transparency: Providing honest and open

explanations.

2. Accountability: Ensuring duty of care and
timely investigations.

3. Partnering with Consumers: Involving
patients, carers, and families.

4. Open, Fair, and Just Culture: Promoting a
safe reporting environment.

5. Timeliness and Prioritization: Acting
promptly based on clinical risk.

6. Shared Learning: Disseminating lessons
across the healthcare sector.

N\

Patient Safety
Culture

Recognize, Respond
to and Disclose Patient
Safety Incidents

&R

Teamwork

Enhancing
Patient Safety
Across Health
Professions

R y—
Optimize Human
and System Factors

(€

Communication

7

Safety, Risk, and
Quality Improvement

The Safety Competencies 2nd Edition. Canadian Patient Safety Institute. (March 2020)
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Global Patient Safety
Action Plan (GPSAP)
2021 - 2030

Strategic framework towards
eliminating avoidable harm in
health care

i\. Patient (7Y World Health
‘] Safety @ Organization
LOBAL PATIENT SAFETY ACTION PLAN 2021-2030
Towards eliminating avoidable
G IOba I harm in health care 4
patient safety
report 2024

& Pati World Health
Patient {‘%} ALl
@ Safety W2 Organization

E

n

~N

00

Framework for Action - The 7x5 Matrix

Policies to
eliminate
avoidable harm
in health care

High-reliability

systems

Safety of clinical
processes

Patient and family
engagement

Health worker
education, skills
and safety

Information,
research and risk

management

Synergy,
partnership
and solidarity

1.1

Patient safety 1.2
policy, strategy Resource
and mobilization and
implementation allocation
framework
21 22
Transparency, e . dnce
openness and ot F
No blame culture
care system
3.1 22
Saf z of Global Patient
risk-pfoerz clinical Saf‘e‘tqu’:\:;l:nnge:
proceches Without Harm
41 42
Gldesg ' ina
of polidesand  patient experience
programmes with for safety
: : 2,
5 52
o Centres of
-Pabent sa.fety excellence for
in professional tient safety
education and P G
Gk and training
6.1
6.2
Patient safety X
incident reporting l::fuent sﬁy
and learning s‘;:t'::ms
systems
7.2
7. Common
Stakeholders understanding
engagement and shared
commitment

13
Protective
legislative
measures

23
Leadership
capacity for
clinical
and managerial
functions

33
Infection
prevention and
control &
antimicrobial
resistance

43
Patient advocates
and patient safety
champions

53
Patient safety
competencies as
regulatory

requirements  of health workers

6.3
Patient safety
surveillance

systems

7.3
Patient safety
networks and
collaboration

14 1.5
Safety World Patient
standards, Safety Day and
requlation and Global Patient
accreditation  Safety Challenges
Huzr:an 5
PRy Patient safety
ergonomics for b e
and settings of
hearlets}i‘lie,nce extreme adversity
34
35
Safety of :
medical devices, "l:apt'l‘ent saie:'ye
g;eo::':ne;‘ and transitions
2 of care
vaccines
44 45
Patient safety Information and
incident education to
disclosure to patients
victims and families
54 55
U::;;;;:::m Safe working
P RN environment for
R health workers
64 65
Patient safety Digital
research technology
programmes  for patient safety
74 75
Cross geographical  Alignment with
and multisectoral technical
initiatives for programmes
patient safety and initiatives
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Actions to Improve Patient Safety

to

eliminate avoidable
harm in health care

High-reliability
system

Safety of
clinical processes

Patient and family
engagement

Health worker education -

skills and safety

Information, research
and risk management

Synergy, partnership and

solidarity

Resources
Manpower and financial

Performance and
compliance monitoring
system

Robust incident
management system

Just culture

Evidence-based clinical
practice guidelines and
pathways

User-friendly clinical | Technology and
IT system automation

Patient advocate & Co-development of policy with patients

Staff training ‘o Staff appraisal and accountability

Artificial intelligence and text analysis

to assist clinical decision, . Data analytics tools
risk prediction

Stakeholder _ Public disclosure
communication strategy communication framework
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The Path Forward:

Revisit.
Rethink.
Refocus.

]‘E
iz fofs
BEkEHRF BAZERAREE
H O S P I T A L Patient Safety & Risk Management

.....




Incident

Management
in HA

2007

2010

2015

2019

2023/24

Updated
CiIMM v 2.0

Review & Update

- CIMM v 3.0
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Review of Clinical Incident Management
Manual and SE & SUE Policy (2023)

SE amended to
il exclude minute, biomedically inert fragments inherent to the procedure and
Definitions / or wear and tear of instruments, and which do not require surgical removal
(e.g. rasp tooth, bone cement bits)

RCA | Humanfactors& | RCAtrainingand | Aggregate
Process and Outcome RCA expertise dedicated teams RCA

RCA Reports . . _ o
Handling and Retention Retention period Legal privilege

Open Disclosure and No change. Seek legal advice early where appropriate

Public Disclosure
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A Robust Incident Management System

1. Identification: Recognizing when incidents occur.

2. Immediate Action: Taking steps to reduce risk and
harm.

Identification

©

Immediate action
to reduce
risk and harm
to the patient

©

Notification

O

System-wide
learning
and sharing

3. Notification: Reporting mechanisms and
requirements.

Feedback

4. Initial Assessment: Evaluating severity and risk.

6

Action -
implementation of
recommendations

and
action plan

@

Initial
assessment and
prioritisation

5. Analysis & Investigation: Understanding the causes.

5

Analysis,
investigation and
classification

6. Action: Implementing recommendations.

7. Feedback & Learning: Ensuring system-wide
improvements.

Incident Management Guide. Australian Commission on Safety and Quality in Healthcare. Nov 2021.
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1. Patient Safety Culture

Reporting Culture

A safe organizationis
dependent on the
willingness of front-line
workers to report their

errors and near-misses
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1. Environment for Reporting

Behavioral intention (IN), and in turn Actual
Use, is statistically significant highly correlated
with Perceived Usefulness (PU) and Perceived
Fase of Use (PEU).

Reporting should be
. . Minimal Information Model for Patient Safety Incident
SIM p I e an d adccesSsli b I e. Reporting and Learning Systems (MIM PS)

a) Structured part

Contains structured

Age

Sex

information capture

a n d fre e teXt EQ::;TBUTING FACTORS
narrative L
commentary e e

REPORTER'S ROLE

b) Free text part

Source: World Health Organization

Perceived
Usefulness
(PU)
I ]?ehta'morfa;l Actual Use
ntention (IN)
Perceived
Ease of Use
(PEU)
Dependent Independent Pearson correlation r
variable variable coefficient
IN PEU 0.745%** 0.555
IN PU 0.791%** 0.625
PU PEU 0.746%** 0.556
IN PEU & PU 0.822%%** 0.672

Note. IN = behavioral intention. PEU = perceived ease of use. PU = perceived

usefulness.
***p < 0.001.

Inform Med Unlocked 2020;21:100477.

Top 5 self-perceived barriers
to incident reporting for doctors

1 Mo 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 Mot sure who is responsible to make report
(37.9%)

Qual Saf Health Care. 2006
Feb;15(1):39-43.
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1. Patient Safety Culture

1.
2.
3.
4

v

Promote Safety Culture
Provide Training and Education
Make Reporting easier

Make Reporting meaningful to the reporter.
Ensure Visible Actions and Feedback

Shift the focus from Quantity to Quality

Prioritize high-yield events and ensure
detailed investigation of incid

Mission
Analysis

Collaborate and share data

Situational

Leadership Awareness

Utilize Technology

Assertiveness Communication

Decision

Adaptability/
Making Flexibility

Training: Crew Resources Management

Domains in assessment of hospital’s patient safety culture

HSPSC v2 Domain (v1 Domain)

Description

Teamwork (v1 Teamwork Within Units)

Staffing and Work Pace (v1 Staffing)

Organizational Learning—Continuous
Improvement

Response to Error (v1 Nonpunitive
Response to Errors)

Supervisor, Manager, or Clinical Leader
Support for Patient Safety (v1
Supervisor/Manager Expectations & Actions
Promoting Patient Safety)

Communication About Error (v1
Feedback & Communication About Error)

Communication Openness

Reporting Patient Safety Events (v1
Frequency of Events Reported)

Hospital Management Support for
Patient Safety (v1 Management Support
for Patient Safety)

Handoffs and Information Exchange (v1
Handoffs & Transitions)

Staff work together as an effective team, help
each other during busy times, and are
respectful.

There are enough staff to handle the workload,
staff work appropriate hours and do not feel
rushed, and there is appropnate reliance on
temporary, float, or on call staff

Work processes are regularly reviewed,
changes are made to keep mistakes from
happening again, and changes are evaluated.
Staff are treated fairly when they make
mistakes and there is a focus on learning from
mistakes and supporting staff involved in
errors.

Supervisors, managers, or clinical leaders
consider staff suggestions for improving patient
safety, do not encourage taking shortcuts, and
take action to address patient safety concerns

Staff are informed when errors occur, discuss
ways to prevent errors, and are informed when
changes are made.

Staff speak up if they see something unsafe
and feel comfortable asking questions.

Mistakes of the following types are reported:
(1) mistakes caught and corrected before
reaching the patient and (2) mistakes that
could have harmed the patient but did not.
Hospital management shows that patient
safety is a top priority and provides adequate
resources for patient safety.

Important patient care information is
transferred across hospital units and during
shift changes.

OECD Health Working Paper No. 168. Comparative assessment of patient safety culture performance in OECD countries (2024)
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2. Investigations and Analysis

Joint Commission ]ourna] on Quality and Safety

Review Individually
Prioritize high-yield events and ensure detailed I Tool Tutorial
investigation of incidents

Study in Aggregate Using Aggregate Root Cause
Data are aggregated to a recognized classification system. Analysis to Improve g s o s

submissions to Steven Berman ot
sberman@)jcaho.org (630/792-5453). Tina

Skilled analytical function to process raw data (e.g. trend Patient Safety N A S o Tk i,
analysis, textural analysis by Al).

Review Investigate
The perspective of Maastires of the Individually Fully
patients and their Measures of harm reliability of critical
families safety processes
Information on Information on the Study in

Information on the Aggregate
capacity to anticipate

safety problems

capacity to respond to
and learn from safety

practices that
encourage the

monitoring of safety information Beyo n d An a Iyzi ng I n Cid e ntS
Reicis il Mortality rate o Other indicators and data used to
attitudes, awarelr:ess s taffing leve
il assess safety.
| | At ward/unit and cooperate level.
Data on fundamental Tident Banorts Incident reporting
standards P levels

Improving the Safety of Patientsin England.
National Advisory Group on theSafety of Patients in England. August
2013.
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Actons Taken 1o Reduce Risk

Influences

----------------

Conceptual Framework for the
International Classification for Patient Safety

’ Qw Fmo’@ ----------

Informs
------ >

%51y B0NPAY O} USNE | SUOHNY

To define and group
patient safety concepts
into a classification that
conduce learning and
improve patient safety

WHO Patient Safety Final Technical Report January 2009.
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Taxonomies and classifications that enable aggregation of
reports into categories that reliably highlight system weaknesses

International Classification for Patient Safety

ncident Type
Patient Outcomes
Patient Characteristics
ncident Characteristics
Contributing
Factors/Hazards
Organizational Outcomes
Detection
Mitigating Factors
Ameliorating Actions
e === — 10. Actions Taken to Reduce

Al

|
(TTTTTITTTIT]

© 0N O




3. Implementing Improvements

1. Hierarchy of Effectiveness: System-based
VS. person-based strategies.

2. System-based Strategies: Examples include
simplification, standardization, and
automation.

3. Implementation: Driving improvements in
incident management using recommended
strategies.

» Risk reduction action plan with due
date of completion
 Prioritization

« Short/ medium/ long term measures

‘Management of Change’ part

(Implementation of intervention):

 Engagement

« Communications

System-basedf{

Person-based

(/)]
2
o
[V}
©
I
-
(/)]
c
2
)
v
-
T
0
0
b4
2
1 4

Leverage,
effectiveness,
effort

» Neural connector devices

N AR / s Removing potent high-risk medicines from
Rilsates ond contings patient care areas
| » Barcode scanning
Automation and » Robotics
computerisation » Automated storage systems

» Clinical decision support

s Use of protocol for chemotherapy
s Use of a state-wide or national observation chart
s Use of structured handover tool

Simplification and
standardisation

MEDIUM
» Independent double-check of medication dose

Redundancies calculations, blood products

» Surgical safety checklists

Checklists and reminders :
s Visual alert, posters

» High risk medicines list

Rules and policies « Audits of compliance

» Competency validation

Education i :
s In-service sessions

s Newsletters

Mriormaton » Bulletins

» Change at-risk behaviour
» Follow the 'five’ rights for medication administration

Suggestions to be
more careful or vigilant

Incident Management Guide. Australian Commission on Safety and Quality in Healthcare. Nov 2021. And
adapted from ISMP’s hierarchy of effectiveness of risk-reduction strategies. 2020.
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3. Workflow re-engineering

Improvement intervention through Design Thinking

A3
N\/\\\ ' \DERTE ?ST

/Y
DEFINE PR (TOTYPE
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4. Feedback & Learning:

Ensuring system-wide improvements

System-wide learning and sharing

Internal stakeholders
Healthcare workers

Executive

Safety and quality committees
Patients, carers and families

External stakeholders
Health service organisations
Department of Health

Internal
stakeholders

carers and involved and

families ‘ ’ notifier
Lessons
learnt
service

Workforce, of Health
executive, safety

and quality
committees and
board

External stakeholders

organisations

Incident Management Guide. Australian Commission on Safety and Quality in Healthcare. Nov 2021.
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Prevention of Guide Wire Retention

*Implementation of a system where the suture needle should
not be provided unless guidewire counting is confirmed
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Examples of Potential System Change for Risk Reduction

Retained Central Venous Catheter (CVC) Guide Wires
(2014 - 1Q 2024)

No. of Retained CVC Guide Wire Incidents, n= 19
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Serious Untoward Events in HA — By Category (2007-2Q 2024)

Start of IPMOE implementation
|

92 !

80

2

o/

? m
5

—

0

‘ 200410 men Hmaw PERE 241% 7Ma 6 e/ FIUPR L] 819 2ms8 20 0N 2001 77 FIUZPE AP33008

| ==l Medication croor l 72 88 22 25 57 73 €1 76 86 | 45 84 77 70 63
| s 2 : 2 L -4 i =t | = = o 3
|

9 9 10 9 1 13 g 7 & | s 10 10 "
* Statistics from October to September of respective year

| wefle Pl mmisidenilication

e Vieditalion enior sl Palien. misidenlilication

Known Drug Allergy Incident

2012-2013 20132014 2014-2015 2015-2016 1016-2017 2017-2008 2018-2019 20192000 20202021 2008-2022 20222023 40231024




Prevent Medication Incidents

Clinical intention and Medication Journey in
IPMOE

A system designhed to clearly indicate the clinical
intent _behind a__prescription _and provide a
comprehensive view of a patient’'s medication
history

Smart Assemble to Light

Implement Smart Assemble to Light as an
environmental redesign to enhance assembling
accuracy and reduce reliance on human memory

Duration Prescription Details

Drug Search ]
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Prevent Medication Incidents

Global Trade Item Number

IT-based use of Global Trade Item Number
(GTIN) on product packaging to accurately
identify medications and reduce dispensing
errors throughout the distribution process

(=8
=
S
o
)
Qo
~
o
5
s,
8
=
<02

Unit Dose Packaging Machine

Unit dose packaging machine as a workflow
re-engineering solution to streamline the
medication dispensing process by packaging
medications into single-dose units, reducing
administration incidents during hospital
stays

oS ...

95T 13B0L =03
T
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Prevent Medication Incidents

Smart drug cabinet

* Smart drug cabinet connects with electronic health record to access patient allergy
information before dispensing medication

CARBRERRIAN

e Restricts access to medications based on i ﬂm
patient-specific allergy profiles = i | =K
¢ B |
| B i L
= — \'g_ ) P o —— g;..
-, A
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Advance Incident Reporting System - AIRS 3.0

Advance Incident Reporting System 3.0

qp Hospital Authority

For staff only
Corp ID: | \
Password: | \

, For Staff Psychological Services, please click here (PDF) |
:'*‘,L for the contact information. :

Please logon with the web mail login name and
password (i.e. the Corp id and password)

Sample Corp ID: "abc123".
Need not to add "CORP\".

& Loein | (M) eeser | (2 mew |

For enquiry, please kindly contact HA IT Call centre

69

An electronic web-based reporting platform for reporting any

types of incidents in HA

* Mandatory reporting: Sentinel & Serious Untoward Events

(SE &SUE)

* Voluntary reporting: Any types of incidents

g

[Homo] [Rspoﬂing] (Superv i')!] [C.iii Managem inl] [Case Status] (qu-.niry} [Ri;:-ons] [S‘, stem Maimonarce]
IHome . Reporting

23
Quick Link: I want to report: .24

Go To Top

Clirica Near Miss
Chnical Inciden
Others
g Adverse Urug Reactions
- Adverse Transiusion Reaclions
- Dancerous Drug hireqgularily
- Data Privacy
- Equipment
- Facility & Environment
- Generic

)

1m

- Non-pharmaceutical Items (Medical Devices/ Consumables)
- Radiaticn
- Pharmacy Medication Delivery Ssrvice

100D 7 Staf Incidant such as Waorkplaca Violanoe Incicant

Incidant Undear Financea Tamplale

The purpose of AIRS 3.0 is to
enhance the efficiency, effectiveness
and timeliness of reporting and

management of incidents

69



Advance Incident Reporting System - AIRS 4.0

Incident

Reporti
ng

Communicati
| on/
| Escalation
A Close-loop
Reporting and
Learning _
SyStem Analysis/

System Insights

Learning/
Action Plan
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AIRS 4.0 Mobile Friendly Interface

| @00 Bl

¢« |Reporting (Page 2/4)

@ Advance Incident Reporting System 4.0

| want to report:
C Clinical Near Miss

@® Clinical Incident

O Others
- Adverse Drug Reactions
- Adverse Transfusion Reactions
- Dangerous Drug Irregularity
- Data Privacy
- Equipment
- Facility & Environment
- Generic
- Non-pharmaceutical ltems
- Radiation
- Pharmacy Medication Delivery Service

O 10D / Staff Incident such as Workplace Violence Incident
O lIncident Unger Finance Template

Related To

HEEHERF \

HOSPITAL
AUTHORITY




AIRS 4.0 - Al-Enhanced Notifications and Two-Way
Communication

{ Escalate & alert top management ]

_______________

Supervisor

* Follow up

* Provide

— e o . e . . ey,

information

N
‘ L
___________ . y

—————————————

’ Cluster Q&S/ *

Filter Person

 Classify, clarify

-

information/

- . o o e e e . E—

I
I
I
I
I
 Provide additional |
|
I

Finding

-~

__________

 Review and

provide feedback

qp \ (if required) )

BREHE

HOSPITAL
AUTHORITY

[
I
|
I
I
|
I

- e e o e -




AIRS 4.0

QD Advance Incident Reporting System 4.0 Dashboard Your Account Template
Select period: | From Apr 1, 2023 to Apr 28, 2024 Q Search S/ Filter

_ = Action Tracker  On investigations
Case Detail

Case Filtering
) ) + Add Action Tracker
Discussion

Notify People
Action Tracker I?Eovide clinical view

Pending R¥%

Supplement hospital number of the case

Pending N4
Provide summary of last family conference
! ! Overdue [V
IE
BEREHF
HOSPITAL

AUTHORITY
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AIRS 4.0

() Advance Incident Reporting System 4.0 Dashboard Your Account Template
Select period: From Apr 1, 2023 to Apr 28, 2024 Q Search \/ Filter

= Action Tracker  On investigation recommendations

Case Detail

Case Filtering
] ] + Add Action Tracker
Discussion

Notify People
Action Tracker B?inforce independent double checking G

omplete BV

Produce a promotional video to all staff

Pending ¥

l?svise the guideline Overdue B

W

BEEHRF

HOSPITAL
AUTHORITY
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AIRS
4.0

@ Advance Incident Reporting System 4.0 @ Yourpccount | ( B2 Template

Select period: | from Apr1,2023 | [ to 28 Apr 2024 x Search... S/ Filter

&
Total Number of Incident Medication Facility & Environment

23 21% 9%

Analysis and Recommendation
&“Z Recurrent drug allergy medication incidents in patients with pseudo-I1D

*’-

N

DETECTION

/

e 7
S 6
T 5
S 4
“ 3
© 2
S 1
<0

1Q 2023 752Q 2023 3Q2023 4Q2023 1Q2024 2Q2024

HA Risk Alert Promulgate new functi ‘ =  -gyinclaimed HKID

BEEHRF

HOSPITAL
AUTHORITY




U ti lize TeC h n O lOgy - Artificial Intelligence (Al) and language models

(®) ©

: Data Structuring
Data Collection and Automated

and
A :
Input Interface Standardization nalysis

® &) ®)

Auto-generate
Real-time Alerts S _ System Integration
summaries
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Patient Safety & Risk Management
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