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Introduction
• Risk Management is a process used to safeguard patient safety, organizational assets, maintain brand value 

and most importantly prevent financial losses. 

• Incident reporting system is one of the means employed by various organizations to bring about risk 

assessment, it is found to be a crucial instrument for improving safety and enhancing organizational learnings. 

The system provides the organization with timely information of incidents and useful insights into processes 

that prevents their recurrence.

• Incident Report- incident report is a written form or an online portal used to document the details of untoward 

events that occur on day-to-day bases in an organisation that has the potential of harm to either an individual 

or property of any sort. 

• It records events such as accidents, near miss, property damage, safety issues, health issues and any sort of 

security breach etc.



Classification

According to severity, incidents are broadly categorised into:

1. Near miss events

2. No harm events

3. Sentinel/Harmful events



Definition

• Near miss- A near miss is an unanticipated occurrence that had the potential to cause harm, disease, or 

damage but did not. Near misses are mistakes that potentially may have hurt patients but did not.

• No Harm Event- It is an event experienced by the patient, such that no harm is done at the time of its 

occurrence, and there is no realistic chance that there will be any harm done in the future due to the 

same. However, the incident may have an occasional potential of causing harm on its recurrence in the 

future.  

• Sentinel events- A systemic or procedural failure that results in a patient receiving services that lead to 

death or suffering, significant and long-lasting loss of function or severe temporary harm. A sensory, 

motor, physiological, or psychological impairment that wasn't existing when services were requested. 

The impairment is unrelated to any underlying conditions and lasts for at least two weeks.



Research Question and Objective
Research Question 

1. What type of Incident reporting system does the Amrita hospital have? 

2. Which are the most common risks identified through Incident Reporting System (IRS) and What are the 

Measures adopted by the Hospital to mitigate these risks?

Research Objectives

1. To understand the process of incident reporting in Amrita super specialty hospital. 

2. To profile and analyse the type of Incident and adverse event reported on Amrita Hospital incident 

management system. 

3. To assess the gaps in the existing incident management system using Failure Mode and Effect Analysis 

(FMEA) and suggest remedial measures.



Methodology
1. Study Design: Secondary data Analysis

2. Study Setting: Study was conducted in Amrita Hospital and Research Centre, Faridabad, Haryana. 

3. Duration of Study:  Study was conducted over the period of 3 months w.e.f. 20th Feb 2023 to 20th May 2023. 

4. Sample size: 102 Cases reported over the period of Oct 2022 to Mar 2023 on the Amrita Hospital Incident Reporting 

System.

5. Data Collection and Analysis: Data was collected from the hospital Incident Management data base and paper-based 

incident management forms preserved in the hospital itself. A retrospective analysis is done on the acquired data. MS 

Excel is used to record, study, and analyse the details of every incident that were recorded between Oct 2022 to Mar 2023 

including CAPA. 

6. Inclusion Criteria: All the incidents irrespective of the type and severity reported between Oct 2022 to Mar 2023. 

7. Exclusion Criteria: The incidents that are not reported in the Incident database are excluded. 



Results
• Process of Incident Reporting at Amrita Hospital, Faridabad



Analysis
S.

N

DATA MONTH (OCT 2022 TO MAR 2023) TOTAL

Oct’22 Nov’22 Dec’22 Jan’23 Feb’23 Mar’23

1

Total 

number of 

Incidents 

raised 7 16 12 3 34 30 102

2

Total 

number of 

incidents 

closed

5(71.4

%)

15(93.7

%) 9(75%)

2(66.6

%)

25(73.5

%) 9(30%)

65(63.7

%)

3

Total 

number of 

incidents 

Not closed

2(28.6

%) 1(6.3%) 3(25%)

1(33.4

%)

9(26.5

%)

21(70%

)

37(36.2

%)

4

Total 

number of 

Satisfactory 

CAPA 

(Among 

incident 

closed)

5(71.4

%)

11(68.7

%)

5(41.6

%)

2(66.6

%)

15((44.

1%) 6(20%)

44(43.1

%)

• 65 Incidences i.e., 63.7% out of the

total number were closed, (Formulate

and Implement CAPA and sends the

CAPA report to the Quality

department).

• 44 incidences i.e., 43.1% cases have

satisfactory CAPA,(not all cases need

CAPA)

• 70% Incident in March not

closed(Pending cases, need for training)

• Very few incidents were reported in the

month of January (shift from paper

based to online incident reporting

portal).



S.NO DATA MONTH (OCT 2022 TO MAR 2023) TOTAL
Oct’22 Nov’22 Dec’22 Jan’23 Feb’23 Mar’23

1

Total 

number 

of 

Incidents 

raised 7 16 12 3 34 30 102

2

Total 

number 

of 

sentinel 

events 

(Among 

all 

incident) 1(14.2%) 0(0%) 1(8.3%) 0(0%) 0(0%) 0(0%) 2(1.9%)

3

Near miss 

incidence 

(Among 

all 

incident) 0(0%) 4(25%)

2(16.2

%) 0(0%) 2(5.8%) 3(10%)

11(10.7

%)

4

No Harm 

event 

(Among 

all 

incident) 6(85.7%) 12(75%) 9((75%) 3(100%)

32(94.2

%)

27(90

%)

89(87.2

%)

• According to classification of 

incidents, 11 near miss events 

and 2 sentinel events were 

reported. 
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• 30.4% of the cases are Medication

errors i.e., 31 in number making a

maximum count.

• 10.8 % of the cases are bed sores.

• 12.7 % of the cases are other care

related errors.

• 5.9 % of the cases are investigation

errors.

• 2.9% of cases are Needle stick injuries.

• 10.8% of cases are security and safety

incidences.

• 4.9% of the cases are fall incidences.
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Medication Error

Month October November December January February March

Number 

(OCT2022 TO 

MAR2023)

Administration Error 3 0 2 0 9 3 17

Transcription Error 0 4 1 1 2 0 8

Dispensing Error 0 5 0 0 0 0 5

Prescription Error 0 1 0 0 0 0 1
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Root Cause Analysis –Medication Error



FMEA-Incident Reporting System





Interpretation of FMEA

• A few failure causes with a high RPN number were identified and prioritised.

• The most common type of failure causes that were identified were lack of sensitization and awareness on importance of

immediate reporting of incident, a relaxed outlook of staff, over occupied and over burdened staff, complexity in operation of the

online portal, apprehension and punitive actions etc. The corrective and preventive action taken to prevent these failure modes

include training of staff on understanding the types of incidents to be reported and the importance of there prompt reporting

• Modification of the online portal such that it is made user friendly and comprehensive, regulations on time line for all the

incident reporting, emphasis on seriousness of CAPA implementation and its regular monitoring.



Conclusion and Recommendation
Any system that supports an organisation in keeping track of, investigating, and recording risky occurrences is

known as an incident reporting system. It might be a risky situation, an accident, or simply a near miss.

Voluntary IRS is not meant to be a precise representation of the frequency or severity of PSIs that happen within

a health services setting. Instead, they provide an important tool for comprehending and addressing hidden and

contributory factors in a group of PSIs.

Recommendations to encourage incident reporting

• Training of staff on the type of incidents to be reported and significance of incident reporting.

• Training of staff on how to use the online incident reporting system.

• Challenges in implementation of CAPA should be address as soon as possible.

• Training of staff on responsibilities w.r.t formulation of CAPA and its proper implementation.

• Adoption of new features in the online portal to make the incident reporting easy and comprehensive.



Conclusion and Recommendation
Recommendations to reduce errors.

Medication errors-

• Nursing staff should be trained on rights of medication administration.

• Process of documentation of medication should be improved with training of junior residents and nursing staff on

proper transcription of medication.

• Frequent audit by clinical pharmacologist should be conducted.

Falls-

• Make use of side railing of the beds.

• Set bed alerts for close monitoring of patients at high-risk.

• Identify high-risk patients such as patient with neurologic symptoms and provide them with additional vigilance.

• Educate patient and family on fall prevention.



Conclusion and Recommendation

Pressure ulcer-

• Providing soft cushioning beds to decrease pressure.

• Training of staff on management of recumbent patients such as turning and reposition patients every two hours.

Patient identification errors-

• Training on patient identification

• Proper usage of ID bands in all IPD areas until the patient is hospitalized.

Equipment failure-

• Ensure timely maintenance of reusable devices and equipment’s.

• Ensuring that the technology utilised adheres to the highest quality and safety standards.
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