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Bundaberg Health Service District

COMPLAINT REGISTRATION FOrRMm

Queensland :
Government
Queensland Health This form is to be completed the staff member who is registering the complaint,
Complaint Identifier: o3 O, ‘
Office Uso Only

Type of Complaint: @ Written [ Verbal O Telephone

Name of person handling complaint:
o of Staffhandling the complaint

Facility: Childers Gin Gin Mt, Perry i
Source of Complaint B Patient/Client (3 Relative/Carer o Friend/Advocate
0 Staff Member (J Volunteer 0O Anonymous

0J Other — Please specify —
Mp

( » UR:
Admission Status:
! DOB; Post Code:

Complainant Details

Comhplainant Name If different to above

00 Ministerial ia) Local MLA 0 Other QH Department
OHRC O mMp O Staff Referral .
(O Response to Survey (3 Other 0O Not Known

Complaint referred by:
© If'from an external source

|- Complaint Handling
Details

Please provide the date each action

Wwas completed

Category
1. Access to Services
2. Communication

3. Consent

4. Corporate Services
5. Cost

Complaint Issue

Ste Complaint Categories and Deseription

8. Professional Conduct
9. Treatment

Service Type
Staff Category

Staff involved in the complaint: R

Severity of Complaint




T Complainant Objective

[ Register concern

{73 Receive explanation’

0 Obtain apology

Whatdoestocomplaimmtwantotawe? | (7 Obtain refund .. O Access service (1 Change procedure
. [0 Change policy (3 Compensation a Disciplihary action
Please provide details:
Resolution Mechanism/ 3 Explanation given 0 Apology provided
Outcome

By what means was the complaint resolved?

o Policy change
(J No action taken

(7 Services provided

0J Compensation received

(O Procedure/practice change
{1 Disciplinary action taken

Please provide details:

Recommendation/

Action taken
What zction has been taken as a result

of this corplaint?

(J Duties changed

[ Staff member/contractor counselled -

(J Quality improvement activity initiated

7 Training/education of staff provided

(7 Dismissal/ termination of contract

Please provide details:

' S

Adverse Outcome

Narrative

P

Please provide a brief summary of the

Office Use Only

Performance indicators

Reported in trends analysis

AcKioWIEdEITEnT [1r~ 3 9875

Yrog_r_céi Teport — 21 days™ -

Regolifon =35 days ]
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' Bundaberg Health Service District
COMPLAINT REGISTRATION FORM

Queensland
Government
Queensland Health This form is to be completed the staff member who is registering the complaint,
Complaint Identifier: Q50315 .
Otfice Use Only

(3 verbal (7 Telephone

Name of person handling complaint;

- of Staff handling the complaint .
Facility: Childers Gin Gin Mt. Perry
Source of Complaint 1 Patient/Client O Relative/Carer O Friend/Advocate

03 Staff Member O Volunteer 3 Anonymous

0 Other - Please specify —

MP

Complainant Details

573 UR:
Election Status: Admission Status:

& b DOB: , Post Code:

Complainallt Name ¢ isseront to above o

Co'mplaint referred by: Cl Ministerial (J Local MLA (J Other QH Departnient
If from an external source
0 HRC O Mp {7 Staff Referral
J Response to Survey 03 Other 0 Not Known
Complaint Handling < s
Details B £ MRt ]
P}césc provide the date cach action i First Progress repo it

"was qérﬁpldtcd

Complaint Issue Category Description
‘ 1. Access to Services

2. Communication

3. Consent

4. Corporate Services

5. Cost

6. Grievances

7. Privacy/discrimination

See Complaint Categories and Description

8. Professional Conduct
9. [Eeatneat
Service Type Location of Incident: et
Staff Catego ' . ) . W
gory Staff involved in the complaint: [FEPAF] }
Severity of Complalnt Level One: Trivial, misconceived, subject matter not warranting acceptance for investigation

Level Three: Legitimate consumer cornplaints, especially about communication or practice management, but no lasting detriment

Level Two: Complainant could have resolved complaint easily with support from staff involved ]

Level Four: Significant issues of standards, quality of care, or denjal of rights, complaints with clear quality assurance implications

Level Five: Long-term or severe damage, including death, serious adverse outcome, professional misconduct




"Complainant Objective

‘What docs the complainant want ts happen?

B} Register concern
7 Obtain refund

O Access service

- 0 Receive explanation”" -

- [ Obtain apology
[J Change procedure

.3 Change policy O Compensation {1 Disciplinary action
Please provide details:
Resolution Mechanism/ | [ ) [l i 0O Apology provided
Qutcome (3 Costs refunded 03 Services provided

By what rueans was the complaint resolved?

(3 Policy change 3 Compensation received

{0 No action taken

{3 Procedure/practice change

(1 Disciplinary action taken

Please provide details:

Recommendation/

“Action taken
What action has been taken as a result

of this complaint?

{7 Staff member/contractor counselled
O Duties changed

O Quality improvement activity initiated

(J Training/education of staff provided

(J Dismissal/ termination of contract

Please provide details:

Adverse Outcome

Narrative

Please provide a brief swmmary of the complaint

P53

Office Use Only

Performance indicators

Reported in trends analysis

ACKK]OW]CGE?HCDE 160~ 3 days r’ro@csg Teport — ZTdays

Resolution — 35 0ays !
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@ . Bundaberg Heath Service Distrz'ct
Queensland COMPLAINT REGISTRATION FOrRM

Govéernment
. Queensland Health

{f member who is

This form is to be completed the sta

Office Use Oaly
a Telephone

;F‘j,LL Y
Complaz’ntldentzﬁer: f@

Type of Corﬁpl:ﬁnt: O3 Written X Verbal

Name and Designation of Staff handling the complaint

Childers

N: ame o'fﬁef'son handling complaint: __ Dr Darren Keating

Facility: & Bundaberg

O Relative/Carer 0 Friend/Advocate

Sburce,qf Complaint X Patient/Client_

0-Staff Member a0 'C’olunteer 00 Anonymous

0 Other — Pleage specify

- Complainant Details
Admission Status:
Post Code: 4670

OMinisteria] O Local MLLA . Other QH Department
O HRC aowmMp O Staff Referral
0 Response to Survey O Other

Cong{plaint referred by:

from an external source

Compiaint Handling
Details

Please provide the date each action
was completed

Category
1, Access to Services

2. Communication

3. Consent

4. Corporate Services

5. Cost

6. Grievances

7. Privacy/discrimination
8. Profession_al Conduct
9. Treatment

Location of Incident:

Complaint Issue
Seo Complaing &lcg'nrles and Description

prevented if she had hag the biopsy,

Service Type
Staff Category

Severity of Complaint

but no lasting detriment

ity assurance implications

including death, serjons adverse outcome, professiona] misconduct



o

Complamant Ob] ectxvel

. Whiat does the oomplamznlwamtohppm7

-[J Change policy

L'J Regmter concern . X Receive explanation .. ... (3 Obtain apology “#: -

D Obtam refund {3 Access service

3 Compensation

. .| Please provide details: "
DMS to investigate

Resolution Mechanism/
Outcome

By what means was the complalat resolved?

{73 Concern régistered “

0 Apology provided
a Procedure/practxce change

C3Fxplanation givén
{1 Services provided
a Compensatlon received " 1 Dlsc1phnary acnon taken

{7 Costs refunacd
7 Policy change
o No action ta.ken

Please prowde details:

Q’&P\O“N?\ ?/OL,JL,.CJ\».J«/‘LS

P3|

Recommendation/

Action taken . -
What action has heon takeri as & result

of this complaint?

0
‘|0 Duties changed - o
03 Quality improvement activity initiated

0O Staff member/contractor counselled 7 Training/education of staff -p'roffidéd

Distnissal/ termination of contract

I No action taken

Please provide details:

Adyerse Outcome

Narrative

Please provide a brief summary of the complaint .

Office Use Only

Performance indicators

Repo&ed in trends analysis

Acknowledgment Tefter — 3 days g;gl gress report — 21 days Resolufion — 35 days

ate
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Complaint Identifier:

Type of Complaint: [J Written

This

Bundaberg Health Service District
COMPLAINT REGISTRATION FORM

form is to be completed the staff member who is registering the com laint.

D70 ~03 .
! Qthee Use Only
X Verbal 0 Telephone

Name of person handling complaint: __Dr Darren Keating

Name and Designation of Staff handling the complaint

“Facility: M Bundaberg Childers Gin Gin M. Perry
Source of Complaint x Patient/Client O Relative/Carer O Friend/Advocate
O Staff Member O Volunteer 3 Anonymous
0 Other — Please specify
Complainant Details Name: (J V3
'E‘lection Status: Admission Status: .
‘Gender: F Post Code: -
Complainant Name ¢ gitgerent 1o above:
Comtplaint referred by: | [JMinisterial (3 Local MLA 0O Other QH Department
1f from an external source
O HRC O mMpP O Staff Referral
0 Response to Survey 03 Other {J Not Known

Complaint Handling
Details

Please provide the date each action

was completed

Complaint submitted: 02.07.04 Complaint registered: 27.07.04

Acknowledgment: First progress report:

Date of Resolution/Closure:

Complaint Issue Category Description
See Complaint Categories and Deseript 1. Access to Services 9 — believes she should have had a biopsy on breast
. 2. Communication instead of cream given to her by Dr Patel. She has
3. Consent since had surgery and believes that this may have been
4. Corporate Services prevented if she had had the biopsy.
3. Cost
6. Grievances
7. Privacy/discrimination
8. Professional Conduct
, 9. Treatment
Service Type Location of Incident:

Staff Category

Staff involved in the complaint: Dr Patel

Severity of Complaint

Level One: Trivial, misconceived, subject matter not warranting acceptance for investigation

Level Two: Complainant could have resolved complaint easily with support from staff involved

Level Three: Legitimate consumer complaints, especially about communication or practice management, but nio lasting detriment

x | Level Four: Stgnificant issues of standards, quality of care, or denial of rights, complaints with elear quality assurance implications

Level Five: Long-term or severe damage, including death, serious adverse outcome, professional misconduct




P ’.,

[J Register concern

x Receive explanation

3 Obtain ép‘élsigy |

N Cbo;nvplai‘nani':‘ Obj ecﬁvé |
Votdosseconpliiman @it | [ Obtain refund. {3 Access service [7 Change procédure
[ Change policy {3 Compensation a Disp_ipliﬁg:}‘;;apﬁon
Please provide details: ’ - -
'| .DMS to investigate . '
Resolution Mechanism/ | (3 Concern registeréd {3 Explanation given In] A}Sdlogy provided .
Ql;{«fai?nasewns tewompaint resovesr | 3 Costs refunded .0 Services provided ‘ 03 Procedure/practice change
(3 Policy change ] Compensation received ~ [J Disciplinary action taken
-3 No action taken
Please provide details:

Recommendation/
Action taken

What action has been taken as a result

- of this com;;iaint?

07 Staff member/contractor counselled
" [ Duties changed
3 Quality improvement activity initiated

O Training/educaﬁbn of staffprovided

' (7 Dismissal/ termination of contract

3 No action taken

Please provide details: '

Adverse Outcome

Narrative

Pléase provide a brief surnmary of the complaint

Office Use Only

Performance fndicators

Reported in trends analysis

Acknowledgmen(Tetter — 3 days

Progress report - 2l days

Resolution - 35 days

ate




L/IKY ‘
Bqndaberg Health Service District

PR

'

Adverse Event Report Form
¢ ¥ Tueen sl'and. Ensure that any person involved is safe and that ajl necessary steps have been taken to support and tre

- aovernment this person and to prevent injury to others. Ensure medical records are factual and up to date, .
Queensiand Health '

.

O Date Recelved
Consequence ikelihood Risk Rating RE{“ LR AR s D i

Mo | Qossid S : |
. 1 2w

o l DQDSU_
g a blagk pe ich extra

N (Attach extra shests if requiredj '
Site” | - E/Bundaberg O childers

Please print clearly usin

URNG
086644

Wy e
, -“. ) Fixe andar jg  Other

! Female l Not stated

Patient - Visitor ' Other From To

Involuntary l Voluntary , Unknown
Name ké e Yo

Contact No. &Q‘» :;2:% v O

Pleass specify QJ\J

Name & Contact No,
: D e ,

Name

Conlact No,

What were you doing at the time of the adverse event?

Name & Contact No.

years
including Assat Number
'?O\‘\,V\Dbdavlv&f]‘» i
oy g o oo\ cp o oo~ .
Yes @ N/A } Name:
@ No  NA LLglame: ‘ Yes No  N/a | Name:
Souied , -52.@%’11@ .
Medical Officer’s examination (This section to ba completed for patient or staff adverse event where relevant) “la
If relevant; please describe the assessment of the subject’s condition and fist treatments/investigations ordered. Ensure the medical record is complete,
I\’A‘edxcal Officer's Date & Time: ]

I No ) N/A ) Name: ]

Please complete all sections on page 2 for all adverse events (Patient or Staff)
Bundaberg Health Service District

-7



i 7lod

AN A ANy S ¢ %
U dvsg &\’] tAiLo  Je f

Signature l > Date I
Thankyou for completihg this form. Please give this form to ‘y‘our Shift Supervisor
SR R i i e
Comment on action taken or action needed to be taken to prevent regurrence
D et QYR
4

Lnelowe te. Feeled
P V/L{_ﬁ . gw,%t,uoa Mcf:fwo;/\_

U

meed L  Hzo

Has the adverse eyent been documented in t

he medical record? Yes ] No Ilfnot.whynot?

I Name: TQ{/L/L.

Signature:

ka([
Seicioin Support

Bundaberg Health Service District



o | | /
\ A | - Bundaberg Health S¢ 91;}//;7040&7 Jovreedod]
[ ueensiana | Sentinel Event F ~fo > pass DN

Government

Queensland Health
Sentinel events are rare and serious events that require p W C/’CM /)/10.,[(‘6’ 5()‘/'{,

Sentinel events must pe reparted verbally to the District Manager

Nursing and other relevant Director wi ,
This written report forwarded to DQDSU ‘

E’Iease print clearly usihg a black pen rara qﬁz[ /a/d F

AN
s

L Site T Xl Bundaberg [ childers :

LDetails of the subject of ihe sentinel event (fill in appiicable details) .

L Last Name: I or af.ﬁx Patlent Labe'. ? Y\ CA [ Sex of Patlent: I Kl Male CJ Fema.l'e I Not stated
First Name: , DE%M OrID I IMHS Cllents: ‘ I \?o!untary 0 lpvoluntary I Unknown
QR Number: r 0 8{; 6 v - Llnpauem Unit .,~ D

’ Unit where event occured ‘GL)

L DOB/Age: I

" [¥me T ot o | s | Mo Snny

- Reporgers
[ Details Contact No. 4’(3@5’3 (O ’ Date { A& ©Cy
.chgggg;;gm I & Nurse [ Medical Officer [T Allied Hoath Professional ] Other - specify

Sentinel Event | Please indicate which Sentinel Event has occurred:

O Procedures Involving the wrong patient or the wrong bedy part -

| Retained instruments or other material after surgery requiring re-operation or further surgical procedure

1 Haemolytic blood transfusion reaction resulting from ABQ incompatibility

1 Medication error leading to death of a patient reasonably believed to be due to incorrect administration of drugs

OO Infant discharge to wrong family .

[0 Materal death or serious morbidity associated with labour or delivery

0 Intravascuiar gas embolism resulting in death or neurological damage

[ suicide of a patient in an in-patient unit

K1 Any serious and rare event

' ) Time of
Date of Event ’ d7.3.0 f , Event llgoo N Loz da ‘ hours]
Reported to: { oI DM _J 0 DMS [ [ DON [ e [ N Ourﬂ
' .uiso reported to: I L1 DCAHS ) oocs I I Service Director IMHS I regg?;d , |

Narrative . . . .
Provide detalls LQ Caduabed  in Zetvequy ¢

of how this event

’ogcurred, Sﬂulﬂm/héc : Pt ll/\&f/“g_\ A Luuos Y
i i I . ’
e ?mjgﬁgg,om ch Lach  Noc ook AT DS I
outcomes etc N . ] ~
Attach additional | A SeAA 04, . D)
h t .f ! - < ~
iniuigc?e;t -‘_ﬁal/uibﬂ : %Y@@ﬁ(gd : ’073
R 1 A maon AOQUise
L QMe ool ipies pop




ICUISSUES WITH VENTILATED PATIENTS; -

BBHICU is a
Designated level one unit, capable of ventilation for short periods.of time 24-48hrs.

Consistently exceed this. Can do this for short periods of time, but not longer than a few days.
Level of Unit made clear to surgeons and this has appeared to distress one of the surgeons -
when their patients are going to require long term ventilation and-be moved to Brisbane.
Usually the process works well except when Dr Patel’s patients are involved. When Dr Pate]
first came to BBH it was explained to him that we do not have the resources to ventilate lon g
term patients. He then stated he would “not practice medicine like this and would resign”., He
stated that he “would not transfer his patients to other hospitals”. He has consistently -
denigrated the ICU and made such comments such as: :

“This would not have been missed on the wards” ( Gentamicin being written up by
physicians.) 4 '

He stated to one of the R.N’s that he had “contacts” in Brisbane and would use them
to block a patient being transferred. Dr Patel consistently vents his fristration at the current
system by being insulting to the nurses and the ICU. He consistently talks loudly to his PHO
and JHO about “How difficult it is to work in this ICU” How backward it is and how it is like
working in the third world for him. He does not usually do ward rounds with the ICU '
physician and this causes problems with the ICU nursing staff when they are receiving
conflicting orders about treatment. Dr Patel will not converse with the NUM. Dr Patel has
attempted to cause conflict with the staff in ICU, By stating the NUM is unsupportive of her
staff.
~ The Director of the Unit, Dr Carter, is usually supportive and proactive about
transferring patients, except when Dr Patel’s patients are concerned. Dr Patel creates such an
atmosphere of fear and intimidation in the unit that his behaviour is rarely challenged. Dr
Patel has repeatedly threatened to
A) Resign
B) Not put any elective surgery in ICU,

C) Complain to the Medical Director
D) Refuse to complain to the Medical Director any more and go “straight to Peter Leck™ as !
have earned him % million dollars this year.” : :
Dr Carter has approached the NUM several times about increasing the Nursing FTEs so

that we can “care for Dr Patel’s patients properly”. It was explained to him that it is a
complicated process that requires much more than an increase in FTE’s. We do not need more
nurses when we are acting in our designated capacity. It is when we consistently act outside
of this role for extended periods of time that these issues arise.
- There is such a feeling of disunity in the ICU at present, it is upsetting to the nurses, every
time we have a patient of Dr Patels’s the staff anticipate an argument. When Dr Patel’s
ventilated Patients require ongoing care or have been ventilated for longer than 24-48 hrs ,it
needs to be reiterated that they will need to be retrieved to Brisbane after 24-48 hrs , Or sooner
if there are two ventilators in ICU. The admission and discharge policy of ICU must be
adhered to.
On several occasions when Dr Patel’s Patients have been in the ICU, he has refused
to transfer his patient to Brisbane, even when the patients have deteriorated and have been in
ICU for much longer than 24-48 hrs. He has done this when a bed has already been obtained.
This has, on several occasions placed the patient in jeopardy as they have further deteriorated

I have voiced my concern regarding the level of care required for some of Dr Patel's
patients several times. I have accompanied Dr Jon Joiner to meet with Dr Darren Keating
when the issue of doing oesophagectomies has arisen in the unit.

This week we had a critically ill patient transferred back to 1CU in extremis. He was
a 46 year old male with a crush injury to his chest, multiple # ribs and a flail segment. He was
shocked, in pain, tachycardic and hypotensive. The Anaesthetist in charge attempted to place
an arteria] line and a central line as well as transfuse the patient. At one point the patient went



into ventricular standstill, Dr Patel was seen to make a comment to another surgeon and
laugh. Dr Patel repeatedly stated in a loud voice the comments that this patient did not need to
be transferred to Brisbane. He stated the patient did not need a thoracic surgeon. He asked the
PHO “how much trauma had he done”. He went on to say “no more trauma should be done at
this hospital, if we cannot handle it” All of these comments were said in front of staff and
other patients. A bed was arranged at PAH, and booked at around 1430 hrs. The clinical . .
coordinator only needed to be notified to organise the retrieval. It was decided, before the
clinical coordinator would be called a CT needed to be done. There was a delay in obtaining
an anaesthetist due to one being required for a perforated bowel. Dr Patel insisted the surgery
for the perforated bowel be performed prior to the CT, despite the patient requiring ongoing
resuscitation. I called Dr Carter and he agreed to transport the pt to CT. On return from CT it
was agreed the patient would be transferred to Brisbane. I had previously voiced my concerns
to Dr Gaffield that although I had heard Dr Patel say the patient did not need transfer as he
did not need a thoracic surgeon, there were other issues such as a lack of pathology and blood
bank support and the fact we did not have an intensivist or other equipment. The patient was
sent to CT and then it was decided to definitively transfer him to Brisbane. There was some
delay in contacting the clinical coordinator as they were doing a ward round. After about
fifteen minutes the clinical coordinator phoned back and spoke with Dr James Boyd. This was
about 1930 hrs, 4-5 hrs post the initial confirmation of the bed being available at the P.A.
During this time Dr Younis had been trying to resuscitate the patient, insert central and
arterial lines, administer blood and intubate and ventilate the patient. Three ICU nurses were
involved with this patient throughout his stay. The Retrieval team arrived about 2215 and
whilst attempting to prepare the patient for transfer he deteriorated and died.

My concerns are:
The staff in the ICU is expected to function outside of the role of the

level one unit, repeatedly when the limitations of the unit are well known.
The behaviour of Dr Patel in 1nt1rmdat1ng, bullymg, harassing and

msultmg the staff in ICU continues.
The interference of Dr Patel with this pamcular patient which

delayed his transfer. ( Dr Patel was asked to rev1ew the patient). This delay may have

contributed to the outcome of this patient.
My concern that the personal beliefs of Dr Patel concerning the

types of patients he can care for here, actually endangers the lives of the patients as these

patients that would be transferred to Brisbane are not being transferred early enough.
A Secondary concern of mine is the level of surgery which is

performed that should only be performed in a tertiary hospital.



PR LIK/Y

Bundaberg, Health Service District,
Adverse Event Report Form

Ensure that any person Involved is safe and that all necessary steps have been taken to support and trea

Government this person and to prevent injury to others. Ensure medical records are factual and up to date,
“Queensland Health ' '

-

DOES e SEaek 2 > S

| /‘303 . = o S 3 / Data R;ceived
- Consequ ni Likelthood Ri,sk Ragg RECEIVED
M:;Cfe[;f Beble |l . g0MUB L
1 ) | ‘
: e ~Nufluse/ DQDSU
Plééé‘e‘a print clearly using a black pen (Attach extra shests if required)

C JS.I'_fe [ LI Bundaberg [ childers _ I Gin Gin

g BUNDABERG HOSPITAL  SEX UR NO

Py

|  Fulitime } Part time

Casua ll Tem pcrary

_SUL6
@ ’ Female l Not stated
@ ’ Visitor ’ ~ Other

Involuntary I ' Vblun‘tary ] ~ Unknown
D TSy~
Contact No, SL D 4L
Please specify /MV/( S Yo @ )
Name & Contact No. Q7’ L R, S

Name & Contact No.

Fixed l Standard , Rotating I Other ”

- From -

" Name a e

Contact No,

What were you doing at the time of the adversé event?

years

f AP i
KON W7 JEsEcr o i

. 7/
Yes No NaA | Name:

Yes No. N/A ’ Name: | Yes No A | Name:

:ﬂedical Officer's examination

(This section-to be completed for patient or staff adverse event where relevant)
relevant, please desc:ib&the-assgs

ent of the subject's condifion and fist treatments/investigations-ordered- Ensure the. medica

l.record is.complete~~ — -

’IE( ~ ~al Officer's
snature:

g

I Date & Time:

Yes } No [ N/A ] Name: -

Please complete all sections on page 2 for all adverse events (Patient or Staff)

. Bundaberg Health Service District
.1 : -
N\QM\RIsk Management\Adverse Event Monitoring\Adverse Event Report Form Verslon 2.doc




Ty

AN LS

. o " - » / _
Sigrature ] ‘ e, = [bate | 7 B 7 &
Thankymar/ completing this form. Please give this form to your Shift Supervé)r/ ' ‘/ _ . ]

e Sn N andcem e RCpo e

£ e PTAM R Ot pe b e na Sy e 2ATE: 2 s 25ty < A PR
ymment on action taken or action needed to be taken to prevent recurrence |

T

A 2 e ”7”“/*%*”

15 thp adverse event been documented in the medical record? Z\y, No ' If not, why not?
Signature: ’ ‘
=

, N@ia’?{ . :

Recent Stusn, 08 e rocece @) Broved  weluced

1
v
L

Bundaberg Health Service District
w2
QM\Risk ManagementiAdverse Event Monitoring\Adverse Event Report Form Version 2.doc



Bundaberg: Health Service Diétrict

Adverse Event Report Form

C{\‘?ensland Ensure that any person involved is safe and that alf necessary steps have heen taken to support and treat
~Government this person and to prevent injury to others. Ensure medical records are factual and up to date.
-Queensland Health . ‘

Date Received

, T - RECEIVED

2 9 0°'AUG 2004
Swinew, DQDSU
S '

Please print clearly using ‘a black pen (Attach extra sheets if requrred) )
Site ’ [ Bundaberg I chiders O Gin Gin

| BUNDABERG HOSPITAL = SEX UR NO

;;% Fulltime

Fixed ’ Standard f Rotating ] Ottier ~

Part time l Casual ]Tempo‘fary

TR G
‘ Female ’ Ngt stated

7
Patie Visitor . Other

j From To

| lnvbluntary Voluritary . Unknown
Nime . (@ L\//:T/’/}/L/K//\/
Contact No, & 33 é
Pleage speclfy /Z/V/( S/W@ .
Name & Contact No. 07' ﬂ//é,é/%s :

Name & Contact No,

Name

Conitact No.

" What were you doing al the limie of the ddversé event?

years

Co 7 &

&/ e

A/

3

) . ¢ : '/
KON T A5 ET gk
/ &

Yes No N/A ,Name:

Ye§ No  NA ’Name: Yes No N | Name:

ledical Officer’s examinatioh (This section to be completed for patient or staff adverce event whor relevant) -
relevant, please describe-the-assessgent of the subject’s condition and list treatments/investigations-ordered.. Ensure-the-medical-record is comglete~ —. - .. - -~ —ol__
.

ed® ~[ Officer’s

I Date & Time:

Yes

No IN/A ‘Name:

Please complete all sections on page 2 for all adverse events (Patient or Staff)
Bundaberg Health Service District

/‘.

-
\QM\Risk Management\dverse Event Moniforing\Adverse Event Report Form Version 2.doc



o Errerti s, ?/g/oc/

FAR

P

lfthls adverse event is a fall, pressure area or occupatxonal exposure, please complete the relevant minlmum data set form

e i enndienShiacic o RO e a e e e CEna R

s the adverse event been documented in the mgdﬁ;’al record? @ l No ‘ IFnol, why not?

mot of AL i .. | sSighature: e =
¥ R R : 5 9 28 R £ Aok

Bundaberg Health Service District
.2~
MiRisk Management\Adverse Event Monitoring\Adverse Event Report Form Version 2.doc




“ut ey

e ow ‘ L
s b

N - BUNDABERG HOSPTTAL  SEX  UR NO
e BUNDABERG HEALTH SERVICE DISTRIC]
. - CLINICAL SUMMARY Li1
T, CrAPmAv 1

Usual Gngﬁl\"QTrMEDC‘Jm ...............

Address: . VO BoX KtZ

................ BovpAsere Q& 4670 PENSIONER

Admission Da‘(@b Og Follow up Clinic: Referral; -

Type of anaesthetic - VD Local [ Sedation General ~~~~~~ [:] Splnal@/épldura! .................... l
Secondary Procedure/s and or Significant Non-Surgical Procedures: '

B R
| Complications: .2 Wound infection (include organism)  [5] Urlnary tract infection (include organism)
...................... 2. Wound | dehesciance .

...........................................................................................................................................

........................................................................................

emove Sutures/Clips: / / Hospital Doctor {}.—"

DISCHARGE MEDICATION - DOSAGE & FREQUENCY

s T

h, (07).4922 1606




Bundaberg Health Service District

Adverse Event Report Form .

f sensland | Ensure that any person Involved is safe and that all necessary steps have been taken to s‘u‘bp'orf and frea

sovernment this person and to prevent injury to/6thers. Ensure medical records are factual and up to date.
Queensland Health < .

Vi
/TN
print clearly using a black pen (Attach .éxtr'a.sheets if required)

[ Bundaberg [ childers

SEX

-

Fulltime [ Part time ) Casual

Tempotary

" Fixed , Standaid I Rotaﬁng","'“'émg

fﬁéle) I Eemale

-~

T ———— -
Patient l Visitor - From
Involuntary ’ Voluritary '

Néme @ Tz
e 233G

Please specify

Coritact Na.

" {¥hat weré you doing at the tinie of the ddversé avent?

Name & Contact No.

Narne & Contact No.

F\Jo N/A' } Name." g
No WA |NMmg 2 o

. - SR « » . . N v i : T e - :
edical Officer’'s skamination (This section to be completed for patient or staff adverse evént where relevant) T
zlevant, please describe the assessment of the subject’s. condition. and list treatments/investigations.ordered — Ensure the-medicalrecord. Is.complete — — - — .. - .

dical Officer’s

E,'V ifu,r.é: i Date &Tlme:.

No IN/A INamez

Please complete all sections on page 2 for all adverse events (Patient or Staff)
Bundaberg Health Service District

i
QM\Risk Managementiddverse Event Monjitoring\Adverse Event Report Form Version 2.doc



Tred

(”g
If this adverse event Is a fall, préssure area or occupational exposure, please complete the relevant minimumﬁ’éta set form
. . e % e ¢ T \‘,’m : S -

it

&
o

4242 4 Py s A S B & 2
[ ¢] fﬁi,. g 1€ ol {EI SeGICORE] O ¥4 )‘@;@ 105 EF RO HET PRI

' SYUsavinl
G e

o [pae | 2542 /DL
lofing this form: PIRage give this,form to'your Shift Sugerdsor 7/~ .

D[ Qés ) to | mmetwmyggry

Bundaberg Health Service District

D
M\Risk Management\Adverse Event M. oniforing\Adverse Event Report Form Version 2.doc



e N P LK)
U 5 - NoY gg(m ‘r,\\ Bundaberg Health Sarv

ice District

B

| U oo =R dverse Event Report Form

. ( "aensland wgggua&ﬁhaf ah??n‘”e?ﬁc;n Involved Is safe and that all necessary steps have been taken fo support and tr.

Governmenrt™{ this person and to prevent injury to6thers. Ensure medical records are factual and up to date.
Queensiand Health . . .

(Posuo |

Consequence ikefiood Risk Rating . & i

Hockens| Bisble | 4l | RECEIVED
g | ] 99 06T 2004

W@ / : : l l Y |

TN —————bapsy

" Plesss print elearly using a black pen_(Attach extra sheets'if required)” o
Site [1 Bundaberg . [J chitders

o

M Date Received

BUNDABERG HOSPITAL

L Pig”

| Fulltime I Part time

Casual / Te’mp}di‘a’r')

- Fixed I Standard I Rotating I Sitier
f@le) I Female , No_@iétated o ‘ ;
Paent | Visitr | . Other From ] .
Involuntary I Voluritary I o Unknown 3 ’ o

Contact No. ) /;‘\) %gé g =
Plaage Specify , L ' {Vhat weré you doing at the tiie of {7 adversé svent?
N.a‘.f'ne&'ContactNo. . ,;‘-‘ .‘ ' N

Name & Contact No,

years

SORG e 7

Yes Mo . pa | NEme T

= ety

T ———— - " - - - —e - —
Tedical Officer’s examination (This section to be completed for patient or staff adverse evéent where relevant)

|

relevant, please describe-the-assessmment of the subject's condition.and list treatments/investigations-ordered.- Ensure-the-medicalrecord.is complete — —— o -

edical Officer’s Date & Time:
{ nature: - .

=
&
z
o]
$
Z
m
3
e
Ll

Please complete all sections on page 2 for all adverse events (Patient or Staff)

Bundaberg Health Seryice District
i -
\QM\Risk Management\Adverse Event Monitoring\Adverse Event Report Form Verslon 2.doc
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pavS
-
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~
-
s

If this adverse eventis a fall pressure area or occupatrona! exposure, pleasea complete the relevant mmimum data sef form
i::%g riUnH g Gloroent sesicehtiiipnspigeie iumdies ,,Fw e e

2 RO 4 e x
)mment ona E en or acﬂon needed fo be taken to prevent recurrenc

///OH 7 /VDJ{, MM

Bundaberg Health Service District
X 2e
KM\Risk ManagemenfiAdverse Event Monltoring\Adverse Event Report Form Version 2. doc
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Bundaberg Health Service District 1i

Adverse Event Report Form 1
|

C ensland Ensure thatany person involved is safe and that all necessary steps have been taken to support and treat

Government this person and to prevent injury to others. Ensure medical records are factual and up to date.
Queensland Health

O Dale Received

Consequence kaehhood thing RECE 'VED
*&i{/ “(V“\“Q&) Moo = 8 NOV 2004 |
w’(/ | DQDSU

S SR

~lease print clearly using a black pen (Attach extra sheets if required)

Site (] Bundaberg (1 Childers ] Gin Gin LI mt. Perry

gy

S,

affAdverse Event
dhis.column.

Or affix Paﬂent Labet

PR eSS S
QO STHR S

Fulltime { Part time Casual Temporary
e Fixed Standard’ Rotating Other
Male CFemals_>|  Not stated Lo Tme

| SPEent | visitor Other

1 Involuntary Voluntary Unknown
) e o
ConlactN{é[;-’Dc:Q 3 g é;

From To

Name

Contact No, -

Please specify Whal were you doing al ihe time of the adverse event?
Name & Contact No. W
Name & Contact No. years
including Assat Numbor
Yes No N | Name
adical Officer’s examination (This section to be completed for patient or staff adverse event where relevant)
ilevant, please describe.the.assessment of the subject’s condition and list treatments/investigations ordered. Ensure the medical record Is complete.
zcilcal Officer's Date & Time: I
< ture: e
Yes | No | /A ‘ Name: |

Please complete all sections on page 2 for all adverse events (Patient or Staff)
Bundaberyg Health Service District
-
QM\Risk Managementf\Adverse Event Monitoring\Adverse Event Report Form Version 2.doc



Pl P _‘ e/ e, i
Signature | Pt | pate | ,&//{/ (S

o AR

%k

o} A AN TN SR LR RO E SPERTERT R, e
R e e T, T :
mment on acfion taken or action needed to be taken to prevent recurrence W%

Co

‘ : ¢ Gl v\u»e .

V) P R VRV W) N

Has the adverse event been docuriiéntéd:imfTppgical record? Yes lmﬂ If not, why not? z\%’“—‘u' it it J /Jf
R ¥ . ar ” d éﬂ gy v )

Name: / ,‘E:’Li;-«f(t :

Bundaberg Health Service District
2=
3:\QM\Risk Management\Adverse Event Monitoring\Adverse Event Report Form Version 2.doc



INPATIENT PROGRESS NOTES

T & 005225
MARILYN J

l

DATE AND
STAFF CATEGORY

PROGRESS NOTES
ALL NOTES MUST BE CONCISE AND RELEVANT
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Bundaberg Health Service District

Incident Report Form

‘.

Queensland Ensure that any person involved is safe and that all necessary steps have been taken to Support and frea
Government this person and to prevent injury to others. Ensure medical records are factual and up to date.

Queensland Health

ot

07 JAN anec
DRSSV

[7//os

Medium N High Very High Extreme

EZ/Bundaberg ) [ childers O Gin Gin [ Mt. Perry

E/A:ctual ‘ v | Potenﬁél
taff Incident

{0t

RATARTE

Datianti

r defaiis In.this co

i é;;ﬁdaberg Hospital SEX UR NO
3 HALTER M 035261
o ;I'REVOR J
& L N S v B, F—
SR 6 ShiftType .| Fixed | Standard | Rotating | Otner

ﬂflf_! ) ' Female Not stated ‘S"hiﬂfti e. e "

(Patient ) Visttor Other

Involuntary Voluntary * Unknown

N (VL VUL 105 5 Narmo
Contact No,

Contact No. L-{, / f:“.; O(‘D\ T“/QB;D_
Classification: ‘QN 1)

Name ‘& Contact No. D L(H*} Q‘{"{Q /(}i AISC

What were you doing at the ime of the Incident?

Please complete all sections on page 2 for all Incidents (Patient or Staff)

years
F | o et T
P(:)SIL ' Ir\p (3,['\(;}6} : {//"’ ﬁ/CVn P Including Asset Numbar
— T N - . N
NRE  [soLaT g .
Yes No (na ) Name:
5 Name: ~ “Medical.officer, - Name:
Ssiifed: &3/ No MM DR OEMD . _notiiedy | Tes  No NA | T
Medical Officer's examination (This section to be completed for patient or staff incident where relevant)
If relevant, please describe the assessment of the subject's condition and list treatments/investigations ordered. Ensure the medical record is complete,
‘b/\')’\'\l"\ (’\ (_,\CJ? Q b 14 \ ~ e e/ o [T
&{\ (/L\Lh ;‘{V‘v‘w{'_‘_ . r l/\A") b B A A Ve Sl
fedical Officer's s Tz 7 N PR I 2
Signature: J JL\/V\,{ 7,/( Date & Time: 5 //,,),/C_ <y J el Y, <.,
{ T
)

Bundaberg Health Service District



See Guidelines for assistance with completing this sectxon

‘ Descriptionof Iricident % plaass’ d&seribe exactly what nappensd, inaliding’ whff’was invalved: .

(iﬁ«.},\& VoSG S @S cj_ @D
Ngacl Cet\gu u,% (0
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Q’l’ff’)ﬁ e ( C}"»"Z/M '\L,.

Lwt o Cﬁ’ ‘ '
2o noteal o@t, C)@Ac;/ A é’é;"’ ‘
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u./@g N Loy
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VN jw'f?’) Thcipd

( 2 v"\(:«ch Léi/
j“—*ﬂ /,(,LJC‘ ;Zf:(;”‘)

L \.L%/’/ &,

2N Esle S

S

If this Incldent is a fall, pressure area or occupational exposure, pleasg @mplete the relevant minimum data set form, attach &
If thxs Is a secunty Incident, ensure Securlty Officer completes Securlty form and forwards to Operational Services Ma

SN

forward to DQDSU ¢
nagerluw#—ﬂx/ =

eatmient igatiéns ordere
smm :eq {idau

7
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&y et e En

C:”//L»C‘_’ “"

-

AP

Has the incident been documented in the medical record?

\
[(Fes )

No If not, why not?

Slgnature

} ‘ m/?[mitmd/ ’m‘o_uf/NJ

¥

Sdlbcé‘fegory / ,

PR

anager

Commen't on acuon taken or action needed to be taken to prevant recun'enca "

éﬁ

/J/Ca.n/fz, éw o, . .-" ?

P N Qﬁeﬂf"” /5““"’/

/,6 s i

u/‘ﬂdz ;';'Vzﬂm“‘fwt} €

& C"L« -

e

- 6/4,4/2, Loty ,94 .2«\ -

4 }v”l»/.?/b'"’a‘ /ij(ﬁsrw (':/‘”‘}~\./ /Lg /Aﬁ'}g
4= Lt @’J&Cwy (a( i

Y et 4

é- cﬂ*‘-Mf‘j N
@;f) /7’7 ,
CCM Risk Consequence ~ Please Clrcle Likelihood ~ Please circle
Assessment Extrems Rare Unltkely l Possible Likely } é\éﬂgfr‘t
Risk Rating High _.Very High Extreme

Signature:
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o . Bundaberg Health Seﬁyi¢e__Qi§t(ict~

Adverse Event Report Form

g% “\enS[énd Ensure that any person involved Is safe and that all necessary steps have been taken to support and treat
. .ermmment this person and fo prevent injury to others. Ensure medical récords are factual and up to date.

Queensland Health

Date Recelved

PECEIVED
- 6 SEP 2004

DGDSU

Likelihood

fséblo.

Consequende
Munar

P!éase print clearly using a black peh (Attach extra sheets if requlred)

Site ) || Bundaberg [ Childers 1 Gin Gin 1 Mt Perry
BUNDABERG HOSPITAL SEX UR NO
HILLIER F 002378
DORIS J )
Fulltime Part time I Casual Temporary
6V/< é Fixed I Standard Rotating Other

Not stated

CPhtient ) Visior | Other

lnvoluntéry Voluntary l Unknown
P I P o
Contact No. CQ 8 3 Q)

Pleage specify

From

Name

Contacl No’.

Wha( weré you doing al the time of the adversé event?

Name & Contact No.

Narne & Contact No, years

>0RE /S OT
2 LR -~
WECROTtsin e FFhscizy =

No  NA IName:

e i
No N/A lName: | Yes No  NA

ledical Officer’s examination (This section to be completed for patlent-or staff adverse event where relevant) : I
relevant, please describe-the-assessment of the subject's condition and fist treatments/investigations.ordered.- Ensure the.medical record is complete- —- — . oo T

Incliding Asset Number

7

Name:

edira] Officer’s
Lature:
CIE

; Date & Time: j

No | A | Name: j

Please complete all sections on page 2 for all adverse events (Patient or Staff)

Yes

. Bundaberg Health Seryice District
-
\QM\Risk Management\Adverse Event Monitoring\Adverse Event Report Form Version 2.doc /
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Sighature | /@.///;/4:\ - {;_;,.4 Date | //9 / 9 /O(/

ankyou for completing this form Please give this form to your Shift Supc{rv 0

i 2 GRS D
ymment on actton taken oraction needed to be taken to prevent recun’ nce

15 the adverse event been documented in the medical record? J/(S/P No ‘ If not, why not?, = )
' = ' Sighature; " : o

une;

Bundaberg Health Service Distn(c\t\
.2 .
QM (Risk Management\Adverse Event Moniforing\Adverse Event Report Form Version 2.doc



LIK]S

/= =  PATIENT | CLIENT || ACCIDENT / INCIDENT REPORT]
-

Cost Centre No. C )
6U\5D“VQF‘% OASE. Hospital / Service™ THERTRS Ward / Department
Date and Time of incident | 15} /[ & /65. m hours
Please tick appropriate boxes (Lodge within 2% hours of incident)
Patient Name: . P V3 ! Bith Date: / / . UR Number =]

Ward/Department/Area: ' Wm—né Medical Officer:  Ne T La7ZL .

Location of Incident: ()& Li Time and Date Medical Officer Notified: hours/g7 g‘/cg
Patient Mental State before Incident: I ANAESTHETISED

lliness/Disability:
[“a{) CA{S%U(/D}’YW [0 OrientaTED [ DISORIENTATED 00 Aceressive [ Unconscious
1 3

Has the patient any Mmy: [T Yes EH(@\) Does the patient use supportive aids: [0 Yes [ No N/A v
Specify: Specify:

Patient injury: Yes Yos (No [ OrhHer (SpeciFy)
D{ e patient Fall/Slip O ] Rails Up .
from bed 0O O Safety Restraints in use 0 ]
from chair O [} Staff in attendance i} 0 OO
in shower / bath O O Staff in Attendance O 0 I
in toilet O 0O Staff in attendance | 0
in corridor 0 O Staff in attendance ] O |
on wet floor 0 ] Signs displayed | 0
Part of Body Injured: (Circte) Nature of Injury: (CircLE) What happened: (Crcie)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth Internal Injury Laceration Electrical Hes Cold
Head Superficial Skin Tear A%&it,'se J %
Neck Foreign Body Burns —ep) W'iz ‘(,{, my .
Back Pols@ning Aol Electrocution What hl erson come into contact with:
Trunk . - z ol I ALY, | Power Equipment . Hand Equipment
Shoulders & Arms  Left/Right Natdre of Disease: ' HKeAld Chemicals Outdoor Environm,.
Hands & Fingers *....ccooeeearveennen. Eye disorders Indoor Environment
Feet & Toes ¥ s Dermatitis Patient / Visitor / Staff
Internal Organs  * ..ccvvvviiinninnne Infectious diseases Body Fluids
Multiple Locations™ ....ccoocevevievnerens Mental disorders Vehicle Accidant -
Ot & Unspecified location Other , Other ... g’& A A% er i
* Specify location Asset number of equ:pme t A
Medical Attention Received
First Aid O Obs. Taken OO Private Doctor [ Hospital Doctor [ Other O
Has this incident caused the patient a longer stay as inpatient? Yes/No Howlong covvveevivviiceeee i

How did the incident occur:

Lwas... Sarubbod q( LanClwAwgﬂ@mu and..could. net aef o
MLQMN UQ&/LA;M% V\bd{’ ( GH a0t . erfOW\ 2 C oot
+ CN é Dof\&’(u ot Luan, Shil Uvmld@ 1‘*60@ %‘QOUA&M’V{’ 4a Wwf()

Néme of Witness/s: (1) ..... X ............. C//D@(OSOV\( Contact No.: 4’/50&‘%&
| Contact Itl/o,.: ...... \"?O&%@

Reporting Person; . AL “/ ........... ate: /)7}%7@57

(PRINT)

Forward to Area Supervisor N (Please turn page)
QH22bis \



Area Supervisor Investigation Report

This incident was reported to me on 3.0 § .93 . at /809 hours

What sequence of circumstances contributed to incident: (What happened prior to accident)

o 3«74/» Cult NG Ao T T 7o QU FLrr7 M .

* Probable recurrence rate within Department: Frequent ISJ/ Occasional [ Rare [

ENVIRONMENTAL / PERSONAL FacTors THAT CoNTRIBUTED ToWARDS THE ACCIDENT

Nil | Language Problems rl Safety Precautions ] ,
Alcohol or Drugs O Lighting ] Slow Reaction ool
Emotional Problem [ Misconduct 0 Temperature [ (
Moisture ) Lack of Understanding EI/ Personal Protective Equipment  [J
Ventilation 0 Housekeeping ] Warning Systems a
Physical Handicap 1 Work Area Layout O Lack of Supervision ]}
Plant & Equipment- Works Practices a Other.....civiiieecneeecrere e,
Maintenance 0O
Outcome

WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(Itis 1 e:;fonszb/hry of Management to take appropriate action to prevent a recurrence of accidents.)

o 4/45/4/ T 1Y

sz L SELEE
Property Damage / LOSt ... REplacement / Repair COSt $ s,
Reported to Police: Yes 1 No [0 (i yes) Police Officer's Name: e
Report NUMDbEr, ...t Time/Date reported: s s e
AREA SUPERVISOR'S NAME: .. ¢/ 3V 1D &LV v Designation: ... 27 Y]

SIgnature ...o.eeeveeeeneeverean, 747(*\ ....................................................... Date:./..r'....j ...... L1 Com.

FORWARD TO DEPARTMENT HEAD

Department Head's report:

Have corrective action/s been implemented? Yes [ No [0
) o
Further Comments: ....... 200 et e

...........................................................................................

Signature:

-FORWARD TO HEALTFi AND SAFETY OFFICER

Health and Safety Officer's Comments:

NEME: oottt SIgNaUTE: oveiv et Date: .......... Lorireernnns [oiirinnn




(PAT!ENT CLIENT | ACCIDENT / INCIDENT REPORT]

Cost Centre No. (/__\ )
Wé Bp{SgHospxtal / Service Wm%Ward / Departmer:t

Date and Time of incident / g / hours

Please tick appropriate boxes (Lodge within 24 hours of incident)

Patient Name: "2\ 3 3 " BithDate: / / . _ UR Number
Ward/Department/Area: W Medical Officer: J pm

Location of Incident: (OR,O/ Time and Date Medical Officer Notified: hours / ¢ @05
lliness/Disability: Patient Mental State before Incident: AT ANAESTHETISED .

B{d@( GM [ LQM&D[’W O Orentatep [0 DisorientATED [ AcGressive [T UNCONSCIOUS

Has the patient aMeblhty 0 Yes -E"NEJ Does the patient use supportive aids: [1 Yes . I3H¢H

Specify: e Specify:
) Y
Patient injury: Yes { No Yes @ %HER (SPEGIFY)
‘!\he patient Fall/ Slip [I Rails Up O A RNt
] from bed O ] Safety Restraints in use O O
fromchair O .| Staff In attendance O O
in shower / bath 3 O Staff in Attendance 1 (W]
in toilet i} [0 Staff in attendance I [
in corridor (] D Staff in attendance 1 O
onwetfloor [ (] Signs displayed 1 0 T
Part of Body Injured: (Circie) Nature of Injury: (CincLE) What happened: (Cirote)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears  Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth Internal Injury Laceration Electrical Heagt./ Cold
Head Superficial Skin Tear Abuse . ........................
Neck Foreign Body Burns AL TN TR NUA AL
Back Poisoning Electrocution What didberson come into contact with:
Trunk @ Power Equipment Hand Equipment
Shoulders & Arms  Left/Right e of Disease: Chemicals Outdoor Environm,
Hands & Fingers *........cceovrevvnnens Eye disorders Indoor Environment
Feet & Toes ¥ eccrer e arannes Dermatitis Patient / Visitor / Staff
fnternal Organs ¥ ...cceevceveevviveias Infectlous diseases Body Fluids
M -*iple Locations* eeeveeereereverinians Mental disorders Vehicle Accident
G- x& Unspecified location Other Other
‘St ./ location Asset number of equipment ...
Medical Attention Received
First Aid OI Obs. Taken O Private Doctor O Hospital Doctor [ Other O
Has this incident caused the patient a longer stay as inpatient? Yes/No HOWIONG v

Ny '”f&‘}i;fff“"rg for Explocatory leparvdony and, sudkes
Stopped . Found tRax Bl s \duckor [ootte Lo
- Aad ﬁnuﬂﬁ// mﬁw amd_ ool fole /lﬁ./d/ﬁ{ﬂf/

Reporting Person: Mé@

(PRINT)

Forward to Area Supervisor
QH22bis




Area Supervisor Investigation Report

This incident was reported to me on/S / g 1.0\ at /200 hours

What sequence of circumstances contributed to incident: (What happened prior to accident)

......... —

What unforeseen hazard/s contributed:

Probable recurrence rate within Department: Frequent O Occasional [J Rare E}/

EnvirONMENTAL / PERsoNAL FacTors THAT ContriButED TowaRps THE ACCIDENT

Nil O Language Problems i} Safety Precautions [
Alcohol or Drugs [ Lighting 0 Slow Reaction O
Emotional Problem [ Misconduct [ Temperature N
Moisture 0O Lack of Understanding [ Personal Protective Equipment [
Ventilation o] Housekeeping O Warning Systems |
Physical Handicap [l Work Area Layout O Lack of Supervision 0
Plant & Equipment- Works Practices O Other... v
Maintenance OO
OQutcome

WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents.)

N

o Pt S Y
......... ) 7

Property Damage / Lost ' ‘ Replacement / Repair Cost $ ...

Reported to Police: Yes [ No O (If yes) Police Officer's Name:

Report Number, Time/Date reported: ..
AREA SUPERVISOR'S NaME: 77V D ¢ 12V I pesignation: ... L300 77)

SIgnature ....cvve e, ,/V”L{\ ................................................................. Date:..../.ff‘.. /... 1%

FORWARD TO DEPARTMENT HEAD

Department Head's report:

Have corrective action/s been implemented? Yes !]/

FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................

........................................................................................................................................................................................

NEME! oot e SIGNALUTE. 1. Date: ......... Jovreerennn, A

i
s




Woos  po—
“—
—
v

PATIENT CLIENT | ACCIDENT / INCIDENT REPORTj
N\ .

Cost Centre No. )
gUMDfY@é% @V @gpital !/ Service (TH'?‘AS”Q Ward / Department
Date and Time of incident 1S / g / O @m" hours

Please tick appropriate boxes (Lodge within 24 hours of incident)

Patient Name: - (° | 3 <5 ‘| BithDate: / / . UR Number i
Ward/Department/Area: ﬂf{:ﬁffﬁé Medical Officer: D(Q,:r @ ATC L

Location of Incident: @ W Time and Date Medical Officer Notified: hours] & 7O
lliness/Disability: Patient Mental State before Incident: AESTHETISED :

CWSJ@C%@’IM [ Omentarep [ Disomientatep  [J Agaressive [0 Unconscious

Has the patient an}Bébihty, m| Yes\di No Does the patient use supportive aids: 1 Yes [0 No M /A” (/
Specify: Specify: .

Patient injury: Yes Yes @ OTHER (SPECIFY)
‘the patient Fall/ Slip [ = Rails Up 0
from bed () 0 Safety Restraints in use ] W]
from chair O jm} Staff in attendance 0 (]
inshower/bath O O Staff in Attendance O O
intollet O a Staff in attendance 0 0
in corridor [ O Staff in attendance 0 [
onwet floor [ 0 Signs displayed || O
Part of Body Injured: (Circte) Nature of Injury: (CircLe) What happened: (CircLz)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth Internal Injury Laceration Electrical
Head Superficial Skin Tear Abuse
Neck Fore:gn Body Burns | = /
Back Electrocution What dl rsof come into contact wnh
Trunk Power Equipment Hand Equipmeht
Shoulders & Arms  Left/Right Chemicals Outdoor Environm,
Hands & Fingers *...vovcvvviniecnnnene Eye disorders W Indoor Environment
Fest & Toes e Dermatitis Patient / Visitor / Staff
Internal Organs  * .oovevnviercnnneas Infectious diseases Body Fluids
M *iple Locations* ......ccovevveerveeneene, Mental disorders Vehicle Accid% %
G.. < & Unspecified location Other Other
S,y location Asset number of e‘q.lllpmen
Medical Attention Received
First Aid O Obs. Taken OO Private Doctor O Hospital Doctor [ Other O
Has this incident caused the patient a longer stay as inpatient? Yes/No HOWIONG wvevviivvire e,

1 wer suuliodd for Loy Gholiystt v avd 4 wao, dwer,
aﬁh aﬂf /,?m/ /g//;&éd /m@/ mm%/ﬂfe/u Wi W/é( Wit

Reporting Person:

(PRINT)

Forward to Area Supervisor (Please turn page)

QH22bis \‘J\\}\




Area Supervisor Investigation Report
This incident was reported to me on .= /.00 102 at ./{0Ohours

What sequence of circumstances contributed to incident: (What happened prior to accident)

ol
v
What unforeseen hazard/s contributed:
// ''''''''
Probable recurrence rate within Department: Frequent [ Occasional [ Rare E/

. ENVIRONMENTAL / PERSONAL FAacTORs THAT ConTRIBUTED TowaRDS THE ACCIDENT

NIl (] Language Problems ] Safety Precautions &
Alcohol or Drugs 0 Lighting 0 Slow Reaction O
Emotional Problem [1 Misconduct O Temperature [
Moisture [ Lack of Understanding I Personal Protective Equipment [0
Ventilation () Housekeeping O Warning Systems |
Physical Handicap [ Work Area Layout 0 Lack of Supervision O
Plant & Equipment- Works Practices O Other..... s
Maintenance O
Outcome

WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responS/b//I/Zy/af Management to take appropriate action to prevent a recurrence of accidents.)

s&d o

Property Damage / Lost — Replacement / Repair Cost $

Reported to Police: Yes 0 No [ '(If yes) Police Officer's Name:

Report Number, ‘ Time/Date reported:
AREA SUPERVISOR'S NAME; A1) LEVies . Designation: 7r’vm

SIGNALUTE w.vvovvevvereriveere s e, é‘Kmm ....................................................... pate: /b /K 1.0

FORWARD TO DEPA‘F{FMEN'VHEAD

Depattment Head's report:

Have corrective action/s been implemented? Yes [J

7 CsSsh

..................................................................................................................................................................

- ([ MM .......................... Signat;r; (/ ............ At A ............... Date: 920/ ?/ 0 3

Name ......................

FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................

........................................................................................................................................................................................

Name: ..................................................... SIGNALUTS! e, Date: .......... Liviion Lo,




(PAT!ENT CLIENT || ACCIDENT /
-

C°St% >
/ﬁ @6 @@Hosplta! / Service Ward / Department

Date and Time of incident |_] 5] / /1 iy 2 hours
Please tick appropriate boxes (Lodge within 24 hours of incident)
Patient Name: (~> {32~ t BithDate: / / . UR Number' |

Ward/Department/Area: W Medical Officer: m 5 Pﬂm
Location of Incident: (DR (b Time and Date Medical Officer Notmeg;,()ﬁ/m hours/</ q&%

lliness/Disabllity: Patient Mental State before Incident; © 4 ANAESTHETISED

2 g,# W LI Orentated [ Disomientatep [ Aceressive  [J Unconsclous
Has tr[e patient any bel)llity: [ Yes w Does the patient use supportive aids: [ Yes ] No M { A/

Specify: —~ Specify:

Patient injury: Yes (N Yes &o) OtHER (SPECIFY)
i the patient Fall /Slip O O Rails Up O O
f from bed i 0 Safety Restraints in use |} n|
fromchair 1 .| Staff in attendance ] |
in shower / bath ] O Staff in Attendance O 0
intoilet O O Staff in attendance O a | ..
in corridor 3 0 Staff in attendance O 0
on wet floor 0 Signs displayed 1 I
Part of Body Injured: (CiroLe) Nature of Injury: (CircLg) What happened: (Ciacis)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears  Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth internal Injury Laceration Electrical
Head Superficial Skin Tear
Neck Forsign Body Burns A4
Back nin g / hat did pdrso
Trunk TORE Power Equipment Hand Equipment
Shoulders & Arms  Left/Right ( Natyfe of Disea Chemicals Qutdoor Environm,
Hands & Fingers *.....cccocerieennnd) Ve disorders ! Indoor Environment
Feet & Toes TS Dermatitis Patient / Visitor / Staff :
Internal Organs  * ...cceveeivvrennncn, Infectious diseases Body Fluids L
Mr-"ole Locations ™ ....eceeeeeievennnn, Mental disorders Vehicle W
G. ¢ & Unspecified location Other Other W‘J @W »
'*s. ") location Asset number of quupment ....................................
Medical Attention Received
First Aid O Obs. Taken [ Private Doctor [ Hospital Doctor [0 Otherd
Has this incident caused the patient a longer stay as inpatient? Yes/No How long .vevvvvviiiee e,

Ho/vs/We mcndentocc;r( ,,,Gj/ W//(ﬂ/pm[;téfﬂém/u/ MO( W@{' /Omm@o

SVeker 0 gt aotl S oul-5 sl oy ot fiad
wdﬁad v(f Oawacﬁ%—- Nded Sa@w m&szm@bm ‘SQCZMSO Cglﬂd

' Wéf( ST O

¥ \ qbe /. MM/
Name of Wxtness/s ................ ot R R Contact No.: (S\ Q. &W

SOZ

Reporting Person: MC O Nt S48

(PRINT)

Forward to Area Supervisor O (Please turn page)
1H22bis . N




Area Supervisor Investigation Report
This incident was reported to me on/ St 17 at //?0 hours

What sequence of circumstances contributed to incident: (What happened prior to accident)

T

-

What unforeseen hazard/s contributed:

. /4/ ;-;“'
/ .
pd
 Probable recurrence rate within Department: Frequent [ Occasional [ Rare [Q/
EnviRONMENTAL / PERsONAL FACcTORs THAT CONTRIBUTED TowaRDS THE ACCIDENT
Nil O Language Problems 0 Safety Precautions .
Alcohol or Drugs 0o Lighting ] Slow Reaction 0
Emotional Problem [ Misconduct an Temperature 0
Moisture 0 Lack of Understanding 3 - Personal Protective Equipment [
Ventilation O Housekeeping =] Waming Systems O
Physical Handicap [0 Work Area Layout 0 Lack of Supervision |
Plant & Equipment- Works Practices O OthBr . e,
Maintenance [J

Outcome

WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents.)

et Fil e G0 N fen T
da e : ‘
-4 S s s
Property Damage / Lost Replacement / Repair Cost $ ...

Reported to Police: Yes [0 No'[1 (If yes) Police Officer's Name:

Report Number. ... : Time/Date reported;
AREA SUPERVISOR'S NAME: . Z7VIO (&M in Designation: ... ¢7n/t/v

. .l /5 o=
SIGNAUTE oo T T N - Daterdi=.. /. £ loin

|94
FORWARD TO DEI{ARTMENT HEAD

Department Head's report:

Have corrective action/s been Implemented? Yes [J + NoO

Further Comments: ........ N/(—— .................................................................................................................................

.......................................................................................................................................................................................

.......................................................................................................................................................................................

Name: LPVH/]% ................ Signature:

FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................

........................................................................................................................................................................................

Name: e e SIGNAtUIE! vvvvireeie e Date: ......... Lovereirian Joivernnn.




[ PATIENT | CLIENT | ACCIDENT / INCIDENT REPORT |
. )/

Cost Centre No. C )
Q"\I‘U‘\’@)V:Z? é,, << Hospital / Service TIHEATRE Ward / Department
- 2 [ 7 ] 7l

Date and Time of incident 57 A& 116 113 hours
Please tick appropriate boxes (Lodge within 24 hours of incident)
Patient Name: ) (02« Birth Date:| ’ UR Number
Ward/Department/Area: ’T[’Wé Medical Officer: m g {J)ﬁ—TL':L

Location of Incident: QKBD Time and Date Medical Officer Notified: 17‘%Chours /7/ IR
lliness/Disability: . Patient Mental State before Incident: D’«’Aﬁsmewseo .

LCW (/M /Qgce,gfk (l,{ibﬂ/(j/( O OmentaTep [0 Disorientated  [J Aceressive  [1 UNGONSCIOUS

Has the patient any Debility: D\\‘és E}»N&/\__J Does the patlent use supportive aids: [J Yes B’ﬁo'

...........................................................................

Specify: Specify:
Patient injury: Yes ((No Yes (N/o/ OTHER (SPECIFY)
Dlr‘ “he patient Fall / Slip O Rails Up ) a
frombed O O Safety Restraints in use (] O
fromchair O 8] Staff in attendance 0 O
in shower / bath O O Staff in Attendance 0 O
intoilet [ 0 Staff in attendance 0 ]
in corridor O o Staff in attendance [ O
on wet floor I O Signs displayed Im 08 O
Part of Body Injured: (CircLg) Nature of Injury: (CircLE) What happened: (CroLe)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears  Left/Right Sprain Concussion (] Contact Withi Struck
Face / Nose / Mouth Internal Injury Laceration Electrical Heat / Cold
Head Supetficial Skin Tear Abuse o T
Neck Foreign Body Burns /{\‘LC%) D&U“ ’@\
Back Poisoning Electrocution What did person come into contact with:
Trunk Other. . | Power Equipment Hand Equipment
Shoulders & Arms  Left/Right Nature of Disease: Chemicals Outdoor Environm.
Hands & Fingers *.......c.cccvvviivnnen, Eye disorders Indoor Environment
Feet & Toes s S rmatitls Patient / Visitor / Staff
Internal Organs *63‘2?.‘14:.6.@»[77}2, gctious diseases Body Fluids
Multiple Locations™ ........cccovvvveunnen. Mental disorders Vehicle Accident
0" - & Unspecified location Other . Other 2. EALLED. E QW’M\N
* Sp..iy location t number of equipment ..,
Medical Attention Received
First Aid O Obs. Taken Private Doctor [1 Hospital Doctor 7~ Other O
Has this incident caused the patient a longer stay as inpatient? Yes/No How 1ong v e,
How did the incident occur: 74
[ Wewo e bpecd zaw%wﬂ/&# sy Amd. 15l 4o
" Pf/ i/ j i
nload Mo mulfe f ‘e Ligaclisdy, The Keond 2] czmm
/ 4%’ %
/m/// (waa. b Lm//:)/(/ fw/a /’\Cl//"‘,r([/ Y UL TR / ( Cz{dé/lfw - U

Reporting Person: MQO/QWW/l ...... .'A;L...-.@'L__Date:(('/ %}//Cx"%
_(PRINT) !
Forward to Area Supervisor N ) (Please turn page)

QH22his N



Area Supervisor Investigation Report

This incident was reported to me onko. /.5 . /, a3, at ©.90.0 hours

What sequence of circumstances contributed to incident: (What happened prior to accident)

o LT b e
What unforeseen hazard/s contributed:
Probable recurrence rate within Department: Frequent O QOccasional O Rare E]/

EnviIRONMENTAL / PERsoNAL Factors THAT ConTRiBUTED TowaRDs THE ACCIDENT

Nil [ Language Problems 0o Safety Precautions ]
Alcohol or Drugs (] Lighting O Slow Reaction (]
Emotional Problem O Misconduct . Temperature ool
Moisture 0 Lack of Understanding [ Personal Protective Equipment [
Ventilation’ o Housekeeping [ Warning Systems (]
Physical Handicap I Work Area Layout 1 Lack of Supervision 1
Plant & Equipment- Works Practices 0 Other e

Maintenance [J

Outcome
WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibiiity of Management to take appropriate action to prevent a recurrence of accidents. )

Laltrtament.. A8 fen peplavd  # g

“ P - . I
SIS /o S ST X% % PN e M A
Property Damage / Lost ..... wen  Replacement / Repair COSt $ .,

Reported to Police: Yes [0 No O  (If yes) Police Officer's Name:

Report Number. ... : . Time/Date reported: ...,
AREA SUPERVISOR'S NAME: N oA AN Y Designation: /7AYo
Signature ........... PR —? ....................................................................... Date:.&.@../...g ..... /Cw .

rd
FORWARD TO DEPARTMENT HEAD

Department Head's report:
Have corrective action/s been implemented? Yes E‘}/ No 1

Further Comments: ............... /L'/ ..................................................................................................................................

N X
i Es ) i i/
Name: ........... IK”‘?“/,“(/ ..... } ........... Signature:....‘....&ﬁ.f‘.)./(wg ............. Datedolgloj
J

-FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................

NAME:! e SIGNALUIE: oiiciiiiiciie e Date: .......... Joovviinns Levinrinn,




LK/

(PATIENT CLIENT || ACCIDENT / INCIDENT REPORTj

]

Lulllmm

/
s

~
. Cost Centre No. ( 89 e )
/,gc.-‘xw oJ it ’\S‘-‘VL'—L; HOSpital / SEI‘Vice -7/'/\:.‘“/1’?'//)( A Ward / Department
Date and Time of incident {5 an (% |45 | hours
j4 & o3
Please tick appropriate boxes (Lodge within 24 hours of incident)
Patient Name: P | Y- ‘ Birth Date;; UR Number
Ward/Department/Area;: Tle e Medical Officer: [\ . PaicA.
Location of Incident: 5P 4o | Time and Date Medical Officer Notified: #4€¢  hours/2/S 1 €3
lliness/Disability: Patient Mental State before Incident: [1 ANAESTHETISED

E}/ ORIENTATED O DisorieNTATED [0 AaaRressive [ Unconscious

Has the patient any Debility: [J Yes E/No Does the patient use suppomve aids: [J Yes Dfﬁo

Specify: Specify:
Patiant injury: Yes No Yes No | OvHen (SPEC_EQ/
Di 2 patient Fall/Slip [ | Rails Up ] | ool .
frombed [ [  SafetyRestraintsinuse [0 0O Clauerdls " Bl A2
fromchair [ [I  Staff in attendance oo SOkt \(3“/"*7/‘1/
in shower / bath 0 O Staff in Attendance [ 0 SO
intoilet O O Staff in attendance [ |
in corridor [ O Staff in attendance i 0 OO
onwetfloor [ 0 Signs displayed 0 8
Part of Body Injured: (CincLe) Nature of Injury: (CircLe) What happened: (CreLg)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth Intarnal Injury Laceration Electrical Heat / Cold
Head Superticial Skin Tear Abuse Other e
Neck Foreign Body Burns
Back Poisoning Electrocution | What did person come into contact with:
Trunk Other. Power Equipment Hand Equipment
Shoulders & Arms  Left/Right Nature of Disease: Chemicals Outdoor Environm.
Hands & Fingers *.....cccceevevnvennnnns Eye disorders Indoor Environment
Fest & Toes e Dermatitis Patient / Visitor / Staff
Internal Organs  * .veeeveecvecnne. Infectious diseases Body Fluids
Mt tiple Locations” ....e.vecveeereeinnen. Mental disorders Vehicle Accident
C ' r& Unspecified ocation Other Other
* Specify location Asset number of equipment ...,

Medical Attention Received y
First Aid [ Obs. Taken [1 Private Doctor O Hospital Doctor B/ Other 1

Has this incident caused the patient a longer stay as inpatient? Yes HOWIONG v
How did the incident occur: e

Dieded 0wl b/\ D50 At B o S p"lq‘—e o wlis. e nom o
e ob 6Gvsr- on u():/ah\inf «‘a\/ red YA N AR STV N Ry I Gt

PJQW ol OO (l/(_LO/_W; S élh N T o

)

............................................

4 M @Aw/i Contact No.: ’li{; ng'

......................................................................................................................

Reporting Person:

Forward to Area Supervisor (Please turn page)
QH22bis ‘




. Area Supervisor Investigation Report

What sequence of circumstances contributed to incident: (What happened prior to accident)

v iy  paeledc Sy, IOV G Gy by p ALY e
veierersenredsa Y 7 24

505ty N /{‘3[/\‘; L(:zﬂ(,e, Lig” (,ur;d} 42{/0/‘(}%’/{' (9143 ra) ¥ I2N é—éﬂf @Vl
= " R (,,' ) /L;/;ru.} :r " 7 ; gRR
DB SR SRR kB g DB 0 o A Sl ot g
g LG i LS S e - e R S 0> WY 2 9 SO 4 Yo
ST Tt o R nOr Yy Erirete PN iy tnr iy e
What unforgseen nazard/s contributed: A ' 'Z, ~ .
brd fog dh e, At e Sanae rwoon,  Patents IR
e BTSN L2 B B OB LR L 2L ‘%‘,’f (RE AR TORET e e B ==
'%%ﬁ»édﬁw?&«i .rfw 55?&«0/%‘,‘“,&4.&? 4 Vﬁ?.-y@(,é,,é(ﬁw,;w et
: . .
/ -
Probable recurrence rate within Department: Frequent [ Occasional [ Rare [

ENVIRONMENTAL / PERSONAL FAcToRrs THAT CoNTRIBUTED TowARDS THE ACCIDENT

Nil W] Language Problems (] Safety Precautions I
Alcohol or Drugs | Lighting 0 Slow Reaction o
Emotional Problem I Misconduct O Temperature oo
Moisture () Lack of Understanding O Personal Protective Equipment T
Ventilation (] Housekeeping ] Warning Systems O
Physical Handicap 10 Work Area Layout [ Lack of Supervision ]
Plant & Equipment- Works Practices 0] OthB v,

Maintenance [

Qutcome
WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF AGCIDENT?

(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents. )

I Lo G et Fam gl GO0 gy i B o s I L
o B G QR e LR T

. W o 1 AN i o . -
W‘“" g A WO R == Ctnet A T et %L'ML"LM‘{.M, LNk e Fn
CLASC LS 37 i VA .
Property Damage / Lost ... e, .. Replacement/ Repair Cost §
Reported to Police: Yes [1 No O-(If yes) Police Officer's Name: ...
Report Number, ... . ; Time/Date reported:
AREA SUPERVISOR'S NAME: ... 5 /ot (Sa%, ... ofbtye Designation: . S e :
- (VR o VN i
Signature ,"ﬂf/‘*f"%ﬂﬂﬁqu%%' ......................................... Date:... 4% / B LS

Fi
FORWARD TO DEPARTMENT HEAD

Department Head's report:

..................................................

3

-FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................

NAME (i, Signature: ..., Date: .......... Lo, Lo,




Mra G. Goodman Jenuifer White,

Director of Nursing, NPC Theatre

14.07.03

Dear Mrs Goodman,
Today Wednesday 14“‘ May at 1405hrs I was notified that Dr Kingston’s patient F 1 41-— underwent

a Gastroscopy by Dr Patel by mistake.

P»q «f : was booked second on Dr Kingston’s list for a right epididymectomy,. 0?3'7 < was
booked first on Dr Patel’s list for a gastroscopy. CN J Peterson, RN’s M Goatham and J Edgar were
allocated to work in the endoscopy room for Dr Patel’s list.

RN J Edgar went to DSU to collect the first patient for the list: Normally endoscopy patients wait in
chairs in DSU. RN J Edgar was directed to the patient in a bed by an RN from NSTT without a nursmg
handover as all the staff were at lunch. When she greeted the patient, he
responded,and did not query RN Edgar when she walked with him to the endoscopy room. The patient
underwent a gastroscopy without the anaesthetist or surgeon checking his ID band,realising it was the
wrong patient.
Following the procedure the patient was transferred to recovery for observation. The mistake was
realised when the staff in Dr Kingston’s theatre called the dresser to collect their second patient ie. p'{ L’,
1. A/CN F Keys RN’s C Dobgpn and DD Gaddes were working in that theatre,
Following discussions between (1w  Dr Kingston and Dr Patel,  ¥"~1 =~ underwent the correct
procedure. RN J Edgar completed an incident form.Further discussions will be taking place between
Theatre and DSU staff to identify how the mistake happened and prevent re-occurrence.

Yours sincerely
ey
ey %Wuﬂr

"



LIKIT
[FAT!ENT CLIENT || ACCIDENT / INCIDENT REPORTJ

Cost Centre No. @)} Ol j & 3 )

Bs~vnnanga Hospital / Service (9150'\'/'@4‘1 2% ’ﬁ\"%{\/bWard / Department
i - N ") - s
Date and Time of incident /L5 11031 11513 hours
Please tick appropriate boxes (Lodge within 24 hours of incident)
Patient Name: | (‘)\ 31 Birth Date: UR Number
Ward/Department/Area; 7),1 Z /’rﬁ')’lp Medical Officer: '
Location of Incident: -, Ly Time and Date Medical Officer Notifled: /51« hours] /4 /o3
liness/Disability: Patient Mental State ‘before Incident: [/ ANAESTHETISED
/l lﬁuy j‘uﬁ(/’L S}a Ity O Orentatep O Disorientated [ Aceressive [ UNCONSGious
Has the patient any Debility: £ Yes [ No Does the patient use supportive aids: [J Yes E}/No
Specify: Specify:
Patient injury: Yes ya Yes No | Omen (SreCIFY)
" lthe patient Fall/ Slip [0 Rails Up a ] - ,
frombed O [0  SafetyRestraintsinuse [1 [T DI m i, MEEDCLy
from chair O O Staff In attendance .| O Bioncis oo AR
in shower/bath [ m| Staff in Attendance O O I nd. AR
in toilet 1 ) Staff-in aftendance 0 0
incorridor OO 0 Staff in attendance [ (]
onwetfloor [ [} Signs displayed O .
Part of Body Injured: (CircLe) Nature of Injury: (CircLE) What happened: (Cincie)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears  Left/Right Sprain ~ Concussion Contact With Struck
Face / Nose / Mouth internal Injury Laceration Electrical Heat / (;3\9!d e
Head Superficial Skin Tear Abuse . Other LX&Zv7 ...
Neck Foreign Body Burns BRoky: o o e
Back Poisoning Electrocution What did person come into contact with:
Trunk Other. Power Equipment Hand Equipment
Shoulders & Arms  Left/Right Nature of Disease: Chemicals Outdoor Environm,
Hands & Fingers *.....c.oocerimearenn. Eye disorders Indoor Environment
Feet & Toes K e Dermatitis Patient / Visitor / Staff
Internal Organs  * ..veecvivevrievecene, Infectious diseases Body Fluids
Multiple Locations™* ..........ccovveeneen.. Mental disorders Vehicle Accident
Other & Unspecified location Other Other
* Specify location Asset number of equipment ...,
Medical Attention Received g
First Aid I Obs. Taken [1 Private Doctor [J Hospital Doctor Ez/ Other IF
Has this incident caused the patient a longer stay as inpatient? Yes/No HOW IONG eveeeivvve i

How did the incident occur: . ’
WhilsT.. avermscuwns G i K o Cihteimmidre gl roks =

pd '
felt inpde beohenl 48 dotmad el Ao rcfere refrieve
& § }%Afsz [X‘R/m f\s(/y’«? g il w-all-»fj L/N);*J»i{ A T

Name of Witness/s: (1) ..........] ! \)\ .................. S, CONACt Nou SN2 ST T

Reporting Person: L.d/e. .. B

Forward to Area Supervisor (Please turn page)
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Area Supervisor Investigation Report

This incident was reported to me on T8 1.0 at 5.3 hours

What séquence of circumstances contributed to incident: (What happened prior to accident)

S el o e

What unforeseen hazard/s contributed:

Probable recurrence rate within Department: Frequent [ Occaslonal [J Rare (3

ENVIRONMENTAL / PERsONAL FacTors THAT ConTRIBUTED TOWARDS THE AccipenT

Nil - Language Problems | Safety Precautions =
Alcohol or Drugs 1 Lighting O Slow Reaction 1 -
Emotional Problem [J Misconduct 8] Temperature 0
Moisture . Lack of Understanding [ Personal Protective Equipment O
Ventilation a Housekeeping a Warning Systems I
Physical Handicap [ Work Area Layout | Lack of Supervision 0
Plant & Equipment- Works Practices ] Other. e
Maintenance [
Outcome '
WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents. )
O G Ovberty  Fuaaustoel  pr B S el e [lafed
: V457 v ol " : - o et L )
Ol bt Aokt SO pectreni M are e len
Property Damage / Lost —— Replacement / Repair Cost $ mm .
Reported to Police: Yes [I No 3 {If yes) Police Officer's Name:
Report Number. 2T st sme s e Time/Date reported: ..
AREA SUPERVISOR'S NAME: .. J/50sns1e56 | b0 mm e pagignation: O e :
— o R

Department Head's report:

Have corrective action/s been implemented? Yes [ No O

-FORWARD TO HEALTH AND SAFETY OFFICER

Health and Saféty Officer's Comments:

NAME:! it SIGNATUTE. ottt Date: .......... Lo Joivinine
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OPERATION REPORT p 31 :

DATE:@GVJ;*,Q §

START:f N — . mere)

gSURN!QUET TIME | SURGEON/ASSISTANT [T B / (Gl / MW
OFF ANAESTHETIST Epr) AR>S / AR AR Wy

DIAGNOSIS & OPERATION PERFORMED

DeAarad TP CEANTC Ku?m«?/z.,. o st LA—P

DETAILS OF OPERATION (including FINDINGS, PROCEDURES, CLOSURE) 73
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*1-OPERATION REPORT (cont.)

MJW@

P!

oo Pl e dif b [t
It v /
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PATIENT | CLIENT | ACCIDENT / INCIDENT REPORT]
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' Cost Centre No. C ‘ )
B'Bera Ras uygical )

pjg SE Hospital / Service S\M@‘C W/ Department
Date and Time of incident |_|_|/| b |/[03] [lb ]OD hours
Please tick appropriate boxes (Lodge within 24 hours of incident)
Patient Name: A PL X - | Birth Date: | UR Number |
Ward/Department/Area: S(fufanccd{ ,. Medical Officer: Op\ pPTTEL T
Location of Incident; Npﬁgegj QT Time and Date Medical Officer Notified: | [ OO hours | /[9/05

lliness/Disability: Patient Mental State before Incident: [0 ANAESTHETISED
Eé%fENTATElD {1 DISORIENTATED ] AcerEssive [ Unconscious

Has the patient any Debility: [J Yes [E’ﬁo Does the patient use supportive aids: [ Yes  &No

Sracify: Specify:
Patient injury: Yes No N OTHER (SPECIFY)
Did the patient Fall / Slip [ 0 Rails Up ] O
from bed ] 0 Safet aints in use O ()
from chair [ 0 in attendance O |
0 Staff in Attendance O O
] O Staff in attendance i .
O 0O Staff in attendance [ O
on wet floor 0 | Signs displayed 1 ]
Part of Body Injured: (Circte) Nature of Injury: (CircLE) ' What happened: (Circis)
Eyes Left/Right Fracture Dislocatio Fall Slip/Trip
Ears Left/Right Sprain Concussibn Contact With Struck
Face / Nose / Mouth Internal Injury Electrical Heat/C
Head Superficial Abuse Other 2.,
Neck Forgign Body — BIINS | oo
Back Poisoning lectrocution What did person com€ into contact with:
Trunk 1011 21= SRR Power Equipment Hand Equipment
Shouiders & Arprfs  Left/Right Nature of Disgase: Chemicals Outdoor Environm,
Hands & Fin e Eye disorde Indoor Envir
“met & Toeg”  * . Dermatitis Patient / i
ternal Qfgans  * ... Infectio Body Fidids
MultiplgLocations ™ .....c....covveenvenn, Ment Vehigfe Accident
Other & Unspecified location Other st 10112
* Spéoify location' - Asset number of equipment

Medical Attention Received

First Aid I Obs. Taken O Private Doctor IJ Hospi e Other T
is-iret e patient a longer stay as inpatient? Yes/No Howlong ..o,

Haw did the incident oc7ur:

A
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Name of Witness/s: (1) Ot‘\/ ..... (OSS@CN .................. & Contact No.: \‘HSOB%O ...........
(2) e e Contact NO.» v,
, . J oA S . N " -
Reporting Person: L(,(Oi(\(){ﬂ ...... K' 6646/ SIGNATURE....\Y.%/ Q/P/VQ .................. Date: 1 /L) /(5
(PRINT) )
Forward to Area Supervisor (Please turn page)
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Area Supervisor Investigation Report
This incident was reported to me on < / .. 6 ....... 1.6 3 at L7.2Shours

What sequence of CJrcumstances contributed to incident: (What happened prior to accident)
'/j#’ / h A Wiﬂu ................ Rt ]| ML qatite O.... e -

Probable recurrence rate within Departr,'n\/e/igzz Frequent [J QOccasional I Rare O
ENVIRONMENTAL / PERSONAL FACTORS THAT CONTRIBUTED TOWARDS THE ACCIDENT v
Nil | Language Problems (] Safety Precautions N o
Alcshol or Drugs 0O Lighting ] Slow Reaction D/// )
Emotichal Problem [ Misconduct-..._ | Temperéaturg_ 0717 ,%l
Moisture ™. ) Lack of Understaiiding  [J Personal Protéctive Equipment [0/
Ventilation T . b Housekeeping ] Warning Systems 1
Physical Handlcap B\\ Work Area Layout (] l.ack of Supervision O
Plant & Equipment- " Works Practices 0 Other.. e s
Maintenance O
Outcome
WHAT ACTION HAS BEEN TAKEN TO PREVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents.) /,
.......................................................................................................................... r{w/ /Uw//'/
| - o
259 % ﬁum ........ S AR R ot S
....... q ’W’/ ﬁeplacement Repalr COSt S o
Reported to Police: Yes [1 No O (If yes) Police OFICEI'S NAME! oo
Report Number. ... Time/Date FePOrteU: ...ttt ;
AREA SUPERVISOR'S NAME: ... gt AR et Designation: ... /

7 //%
4L A o
Signature ........ooeeeeee 9 ... TR e Date:....s ?/6/ ..........

FORWARD TO DE/ARTMENT HEAD

Department Head's report:
Have corrective action/s been implemented? Yes O No [J

Further Comments:

FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

NBIMIE! Lo SIGNAtUTE! v Date: .......... [ovoviriinn, Lo
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Please tick appropriate boxes

Patient Name:

Piso

Birth Date!

hours

(Lodge within 24 hours of incident)

UR Number

Ward/Department/Area: 7/,, T

t0 .

Medical Officer: /) /7 =+

Location of Incident; OR

&

Time and Date Medical Officer Notified: C4SY  hours/ 1 7/ &3,

liness/Disability: '

Jpveo—

3 ORIENTATED

Patient Mental State before Incident:

1 DiSoRIENTATED

[S/ ANAESTHETISED

0 AcGressive I Unconscious

Has the patient any Debility: [J Yes
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o

Does the patient use supportive aids: [T Yes

O No

Specify: Specity: ,
Y/
Pa*' ~nt injury: Yes No Yes 71 OTHER (SPECIFY)
Di. cepatientFall/Slip 00 @  Rails Up O E19 — gy
frombed O [  Safety Restraintsinuse  [J EJ// wlonlin Cont ACTLIED
fromchair O [  Staff in attendance oo R S
inshower/bath O @  Staff in Attendance o o SRTTRREIE T  EA
intoilet [ ¥,  Staff in attendance 1 | AR Era M
in corridor [ ¥,  Staff in attendance i u|
onwetfloor [ of Signs displayed 1 ]
Part of Body Injured: (CircLe) Nature of Injury: (CircLg) What happened: (CincLs)
Eyes Left/Right Fracture Dislocation Fall Slip/Trip
Ears Left/Right Sprain Concussion Contact With Struck
Face / Nose / Mouth Internal Injury Laceration Electrical Heat / Cold
Head Supetficial Skin Tear Abuse Other)......
Neck Forsign Body Burns SHE el Ca"mfu'ii ol Tk
Back Poisonipg , Electrocution What did person come into contact with:
Trunk Other..2 M8 Lt Hed ... Power Equipment  ©and Equipment.

Shoulders'& Arms  Left/Right Nature of Disease: 'f@w”c"l,d Chemicals Qutdoor Environm,
Hands & Fingers *...: ' Eye disorders Gy Indoor Environment
Feet & Toes rhp8 Dermatitis Patient / Visitor / Staff
Internal Organs  *...... 070 EAN... Infectious diseases Body Fluids
Miri¥inlg Locations* ......ooveevcenn oo Mental disorders Vehicle Accident
Q. & Unspecified location Other e 101121
* Specify location Asset number of equipment ...
Medical Attention Received y
First Aid Obs. Taken O Private Doctor [ Hospital Doctor LT/ Other O
Has this incident caused the patient a longer stay as inpatient? Yes/No How loqg ..............................
How did the incident, occur: f}/( [aTEL
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Area Supervisor Investigation Report

This incident was reported to me on Lt es at .77 hours

What sequence of circumstances contributed to incident: (What happened prior to accident)

e
Probable recurrence rate within Department: Frequent 0 Occasional (2" Rare I

EnvIRONMENTAL / PERSoONAL FacTtors THaT ConTRIBUTED TowaRDps THE ACCIDENT

Nil ] Language Problems O Safety Precautions 1

Alcohol or Drugs 0 Lighting N Slow Reaction ] K
Emotional Problem [ Misconduct O Temperature [
Moisture [ Lack of Understanding 1 Personal Protective Equipment  [J
Ventilation [m] Housekeeping i Warning Systems 0
Physical Handicap O Work Area Layout O Lack of Supervision 0

Plant & Equipment- Works Practices »! Other.. e

Maintenance [
Outcome

WHAT ACTION HAS BEEN TAKEN TO PHEVENT A RECURRENCE OF THIS TYPE OF ACCIDENT?
(It is the responsibility of Management to take appropriate action to prevent a recurrence of accidents.)

el &L ( )"‘fLuz}ﬁl/’M o LR e el et % y*&/ét/l/\ﬁ«” f)/'[ T

Property Damage / Ldst ......... Replacement / Repair CoSt $ .o
Reported to Police: Yes [1 No [0 (If yes) Police Officer's Name: ...

Report NUMDBET. ... Time/Date repOrted: ... s s s s
AREA SUPERVISOR'S NAME: ... ThEeor (X (2,72 T Designation: .. /26N
Signature 5"{’/"’” /”'4“"4/’/'%1 ................................................. Date:..: 28/ .. 2 .2

FORWAFiB/TO DEPARTMENT HEAD

Department Head's report:

Have corrective action/s been implemented? Yes O No OO
Further Comments: ........ ........ BT S S S
NAME: v, e SIGnature: .o Date: ....... Y A

FORWARD TO HEALTH AND SAFETY OFFICER

Health and Safety Officer's Comments:

........................................................................................................................................................................................
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N Queensland Government L /K 0(/(/ Bundaberg Health Service District
AN eanaand et Acc:dent/lncxdent Report Form
Facillity: d L/ﬂbﬁﬂ /w G @Wepaﬂment o L é/ C D
Patient Name: P UR Number -
3ok , — : .
Pri bclple D|agnosts Location of Inc:de/nt'/ Prd K’g 7/ Time of Incident:
€ //W7 ’7??/7/& Mental State:@@Orientated ClAnaesthelised CiDisoriented OAggressive (dUnconscious
Does the patient have any disability? (Specily) Does the patient use supportive aids? (Speciy)
Patient Injury Yes No Yes No Other (sped;y) g
Did the patient fali/slip O3 O Railsup O 0 Ko il /2/(2 /B UA G LD
Frombed [J n] Safely restraints O ) L
Fromchair J ] Staff in attendance 0 0 /"C//§ f'/C; /W/»é-——
In shower/bath 3 O Staffin attendance (I m] z_&' EP TS A T e
Intoilet 03 o Staffin attendance O ] Ll fo T o /l/ /'—f?’/";/éﬁ P Vg
incomidor O1 O Staffin attendance 01 o [~ /./Q ) WA -3 2 A
On wetfloor (3 ] Slgns displayed I ] 2 o E A = 2 (LD o )
Part of Body Injured: Nature of injury: Nature of Drsease Agency of Injury/drsease o
8 Eyes 0 Fracture 0 Eye disorders 6  Fall /‘? 77 // =
<] Ears 6  Sprain 0 Dermatitis 2} Contact with
8 Face 0 Internal injury 0 Infectious diseases ] Slip/trip
¢} Head 6  Superficial 0 Mental disorders 0 Electrical
6 Neck 8  Forelgn body 6  Other: 6  Abuse
[¢] Back 0 Poisoning 6  Struck
€} Trunk 6  Dislocation 0 Heal/cold
3] Shoulders & arms 6 Concussion ¢} Other;
[¢] Hands & fingers 0  Laceration Breakdown agency:
[¢] Feel & toes 0 Skin tear ¢} Power equipment
e Internal organs [t} Bums 0 Chemicals
0 ultiple focations 6 Elactrocution 6 indoor environmant
zﬁ/gther and unspecified location i é)thar 0 Patient/ visltor/ staff
ﬁ,ﬁmﬁ&m ‘] 6  Body fluids
] Vehicle accldent
0  Hand equipment
'4’//?70‘/”4 o 0 Outdoor environment .
| e PROC/ZPDURIE
Medical attention received:
J Fitst Aid ) Obs ta u\en O Private Dactor Hospltal Doctor . O Other

Name of Medical Officer: /0@///\/’(/,?7/0604 /57 " Time & date Medigal Officer notified: /& OE /ﬁ
Describe the incident:. _» . 7 7 O WJ&W H,,_,C:.{f‘ Wzl >
ZXI ,Kf/ff,“» n&wyw/ v;wv : z, o

Wﬁ/ ltge S LBy L5, M/éﬁ;? @ GZM o

M‘?M‘Lﬁ-étﬂf’/ ey oy 0 bl /4/«”/3514 COlce.. S22 D el . :
Witness details: Name: 7" //‘z/é;qu PeSition: &7 Phdhe Number ;2 3 ‘?(
Vs v -
Reporting Person Name: : S;gnature - ,._/;, . e Date:

ve’#‘“‘w{*‘"iﬂ b

_ Area Supervisor Report; Date and Tlme incldent reported: W ,/ﬁ:.’ g M _/

‘What sequence of circumstances contributed to the incident?

What forsaen hazards contnbuted? : fﬁw _AZprer—eg QMW ,_,{}aé

P A v A N > el “_M@VKW

Probabie recurrengﬂété‘w;thm the department 0 Prequent 0 Gocasional

Where there any environmental/personal factors that contributed towards the incident? TSpegiy)

Outcome What achon has been taken to prevent a recurrence of this type of incident?

Dé;tc"fc‘jf. WW@_g/e_J 2 ol St g WW

Reported to palice: 0 Yes O No l Police Officer's Name: s } Report Number:;

Date: /
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Name: / m Date:
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f Temporary Incident report form for use until Fe@’u/‘ary 2004 i
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[ Caroly Xennedy - Re: Ingident

p——

From: Kees Nydam

To: Carolyn Kennedy
Date: 20/01/2004 4:04pm
Subject: Re: Incident
Carolyn

I'have spoken to Di and she informs me that Dr Patel went back and apologised last night,

Kees
Dr Kees Nydam

>>> Carolyn Kennedy 01/19/04 01:03pm >>>

Dear Kees,

Di Jenkin (Surg Wd) asked me to pass on to you details of an incident which occurred on her ward
today. Jeroen Meerman was told to remove a catheter from a pt's abdo and on doing so noticed
something blue in a separate stab wound. Dr Patel arrived at this time and proceeded to remove the
object which turned out to be a cannula/ introducer which should have been removed at the time the

cath was inserted.

The patient suffered quite a lot of pain as Dr Patel removed the object and Di would like Dr Patel to
see the patient again and explain what happened and offer an apology. Apparently this lady has had
several upsets since being in hospital and is very fragile at the moment.

I will send the incident report up.
Thank you

Carolyn

Carolyn Kennedy ADON
Nursing Admin

Base Hospital

BUNDABERG. 4670
Ext. 2254



19 January 2004

Carolyn Kennedy,
In response to the accident/incident report form dated 19/01/ 04, (0’3 5

Medical imaging acknowledges the incident occurred in our department. Unfortunately I
have no control over the action of medical staff. Our staff are here to assist the hospital
doctors.
Lhere was no radiologist present at the time.
P — fu
Bryan Williams
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|.Peter Leck - Re: Adverse Event forms ' Page 1]
From: Peter Leck
To: Raven, Leonie
Date: 21/10/2004 9:09:15
Subject: Re: Adverse Event forms
Thanks
Peter

>»> L eonie Raven 21/10/2004 9:07:33 >>»

Hi Peter
There was never a report put in for this perforated bowel incldence.

Found the great long letter that Toni wrote about ventilated patients, and one incident about a wound
breakdown but the doctor involved is not named.

That's about all we have

>>> Peter Leck 5:17:03 pm 20/10/2004 >>>

Leonie,

Can you please see me urgently relating to any adverse events concerning Dr Jay Patel.
Thanks

Peter

LT O j

Il
QHB.0003.0001,00061
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Peter Leck - Hi Leonis,

From;
To:
Date:
Subject:

Hi Leonie,

Can you please see me and bring the letter re the ventilated patients.

Thanks

Peter

Peter Leck

Raven, Leonie
21/10/2004 9:11:34
Hi Leonie,
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