	[image: image1.jpg]A Wairarapa DHB

Wairarapa District Health Board

.9,” ) .
Te Poari Hauora a-rohe o Wairarapa

v





	


	Media Release

	From:

	Jill Stringer

	Date:

	20 February 2008   

	Subject:
	Serious and sentinel events



	Why are you only releasing summaries?

We’re releasing all relevant information – what happened, what we learned and, what we’ve done to try and prevent it happening again.  Although some of these cases have been made public, patients, families and staff involved are entitled to, and deserve, privacy.  The important thing is showing what hospitals have done to improve patient safety.

Why can’t we say the hospital with the most incidents is the least safe?

These are only the reported events that fall within the definition of serious and sentinel – not all events.  The number of incidents is not an indicator of a hospital’s safety – a large number of incident reports is also a sign of a high safety focus amongst staff.  Larger specialist hospitals will also have bigger numbers because they see more patients and deal with more complex cases.  Reporting systems currenlty vary from hospital to hospital. 

Are you saying some hospitals are underreporting these incidents?

Different reporting rates between hospitals are likely due to different approaches to how incidents are reported and recorded – the work we’re doing now, which is happening all over the world, is trying to get a consistent approach so we can get good information to learn from. 

Don’t you think people should be held accountable when things go wrong however it may make them feel? 

They are.  There are processes that hold clinical professionals accountable for the quality of their work and maintaining professional standards – those are separate processes.  The reporting of these incidents is about looking at our systems and how we can improve them to minimise the risk to patients.

From a clinical perspective, blame is counter-productive: it decreases willingness to report and it does not engage institutions to design the safest possible system of care; it incorrectly assumes that individuals are solely responsible for errors, and; removing an individual but not fixing an incorrect process will not prevent future errors.

Attachment 3: Quality Improvement Committee
Media Statement

National reporting framework for 
serious & sentinel events

“Any preventable error in a hospital is unacceptable and regrettable.”

Patrick Snedden, Chair of the Quality Improvement Committee today released the first ever consolidated report of serious and sentinel events* across the 21 District Health Boards.

Mr Snedden says in 2006-2007, 182 people treated in to New Zealand hospitals were involved in actual or potentially preventable clinical incidents that resulted – or could have resulted in – serious harm or death.  Of these, 40 died as a result of the incident.

“Over that same period, more than 834,843 people were treated and discharged by competent and professional carers working very hard to save and improve lives.  Whilst most of the time the outcome is good and anticipated, any level of preventable harm is regrettable and gives us impetus for improvement.

“Sometimes, despite people’s best efforts, things go wrong.  When they do, we need to be open with the patient, do what we can to correct the situation and we need to support the clinicians and health professionals involved.  We also need to investigate impartially, learn what happened and – most of all –we need to share the information try to stop it happening again.

Mr Snedden says the Health & Disability Commissioner issued the sector a challenge to come up with a system to report and measure these events and provide comparative statistics as part of the process of making patient care safer. 

“Hospitals have always collected this data, but this is the first time it’s been done like this with detailed summaries.  This level of transparency could be a world first – we’ve still got a way to go with the system – but the endorsement of the HDC and the Ombudsmen confirms we’re on the right track.”

The Quality Improvement Committee was set up in February 2007 to provide independent advice to Parliament and make recommendations on quality improvement.  A national framework for incident management is one of QIC’s five quality improvement priority projects and so far, $20 million has been allocated to these programmes.

“A new focus will be that QIC will also look at a system to make real time information about serious and sentinel events available on line to clinicians and we plan to release these national figures every year.

“Our aim is to improve safety by encouraging open and transparent reporting of incidents when something goes wrong. 

“We have good, safe hospitals staffed by highly skilled people that provide a good quality of care – this is about making it even better.”

For more information:

Michael Flyger: 04-496-2265, 0274-346-878




