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INCIDENT REPORTS RISKS INDEX

Risk index 4 sentinel:
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Error occurred that resulted a major patient harm / required intervention necessary to sustain
life / or contributed to patient’s death, and in this case the Managing Director or his deputy to
be notified directly. In-depth investigation, full root cause analysis and a formal action plan will
be required. Action plan must occur plus feedback to staff and lessons learned to be shared
within the unit and throughout the hospital and to relevant external stakeholders.

Risk index 3 accident:
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Error occurred that resulted a minor harm and required intervention to be done. It will be
investigated by the head of the department, and it may require Root Cause-analysis to find the
real cause behind the incident, and an action plan will be initiated accordingly to identify
strategies to be implemented to reduce the risk of similar events from occurring in the future.
Must be investigated at senior level and an action plan developed. Action must occur plus
feedback to staff/patients and lessons learned to be shared within the unit and through the
hospital.

Risk Index 2 accident:
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Error occurred that resulted a temporary harm and required monitoring or transfer to higher

level of care. They require On-spot action only, as long as they do not harm patients / visitors,
but if they turn to become high volume, so here a credible Root Cause-analysis is needed to find
the real cause(s) behind the incident. Formal investigation requirement to be considered
although may not be necessary. Action and feedback to staff /patients to occur as necessary.
Incidents to be subject of aggregate review to identify trends/problem.
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Risk Index 1 incident:
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Error occurred reached the patient but did not cause harm, however, it has the potential to
cause significant patient harm in the future. They need Root Cause- analysis to know their
causes to prevent their reoccurrence. No formal detailed investigation likely to be required,
although ‘closing of the loop’ and feedback of staff/patients should occur as necessary.
Incidents to be subject of aggregate review in order to identify trends/problem.

Risk Index 0 Near Miss:
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Any process variation that did not affect the outcome, but for which a recurrence carries a

significant chance of a serious adverse outcome. No formal detailed investigation likely to be
required, although ‘closing of the loop’ and feedback of staff/patients should occur as
necessary. Incidents to be subject of aggregate review in
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