WESTERN HOSPITAL

WESTERN HEALTH

ADVERSE EVENT REPORTING FORM:
Patient / Visitor Office Use Only Form Number
EVENT ADMISSION DIAGNOSIS Affix Patient Label Here Or Complete
OCCURRED:
Name
Date [/ [
UR
Time am
pm DOB
NEXT OF KIN or EQUIVALENT NOTIFIED OYes ONo ON/A Date / / Time
LOCATION: Name of Ward/ Department/Public Area Detall
FALL
Was patient assessed as at risk of failing O Yes O No If Yes What was Level of Risk Rating O
Is patient able to understand instruction O Yes O No
Where was patient located O Bed O Chair O Bathroom O Toilet
O W/chair O Trolley O Commode
Were preventative measures in place
Clean Area OYes ONo Clear Area OYes ONo
Cotsides Up OYes ONo ONA NumberO Brakes On OYes ONo
Was patient at time of fall O Walking O Standing O Sitting O Attended O Unattended

MEDICATION o Incorrect patient o Incorrect route o Incorrect time o Incorrect Dose

IV FLUID o Incorrect medication o Incorrect Rate(lV/blood) o Omission o Dispensing error

TRANSFUSION o Prescription error o Incorrect blood product o Damaged blood bag

(Tick box if Yes) | o Known ADR o Transfusion reaction o Incorrect Label

o Allergy Alert Band not on o Absent/incorrect ID band

Other
PHLEBITIS 0 IV Site O CVC Site  CANNULAE LAST INSERTED Date / /
SKIN
INTEGRITY

O Grade 1 Skin unbroken but reacts to pressure by reddening
Pressure area

O Grade 2 Epidermis and some dermis may be necrotic with skin cover deficient.
O Grade 3 Pressure sore involves subcutaneous tissue.

O Grade 4 Underlying muscle or bone penetrated.

SUNDRY

O Abscond O Violence to Self O Violence to Others

O Scald or Burn O Minor Laceration O Ingestion of foreign object

O Procedure performed on wrong patient O Wrong procedure

N MNatnivnnad Alklca it Mumaia ~ Al A ilia i bvmima mfa

oBlood product delay




WESTERN HOSPITAL

WESTERN HEALTH

REPORT OF
INCIDENT Optional: Reported by: Name Position
O WH Staff Member O Bank Staff O Agency Staff
DATE_/ [
Name of treating doctor Signature
TIME Name of Nurse Unit
Manager Signature
OUTCOME
What was patient reaction O Nil  ODistress OAnger Other
Did patient su_stain an injury or OYes O No
adverse reaction?
Briefly Describe Adverse Event Assessment Observations and Injuries

Action, Treatment & Outcome of Care

Recommendations

Specific & General

MEDICAL OFFICERS COMMENTS Name of
PRINTED

DATE_/ / TIME

examining doctor

Signature

Patient Assessment:
Treatment Orders:
Investigations Ordered:

Results:

OTHER COMMENTS:




Please forward to Helen Edwards/Shayne Smith within 24 hours
A copy to the appropriate Divisional Manager
This document is for Quality Improvement Purposes only
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