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RN K dispensed a 10 times overdose 
of calcium chloride to a fragile 8- 
month old baby resulting in DEATH 

 
By JoNel Aleccia Health 
writermsnbc.com  
updated 6/27/2011 

K was dismissed; she died 6 months after the event  
- the impact of errors on providers, the so-called “second victims” 
of medical mistakes.  
 

The first victim is the patient, the person hurt or killed by a 
preventable error,  but the second victim is the person who has to 
live with the aftermath of making it.  
 

mailto:jonel.aleccia@msnbc.com
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Risk Profiles of Healthcare 

BMJ 2016; 353 :  (Published 03 May 
2016)Cite this as: BMJ 2016;353:i2139 

‘..between 210,000 and 440,000 
patients each year” - suffer some 

type of preventable harm that 
contributes to their death. 



CHALLENGES IN HEALTHCARE  

Complexity & stress 

Increasing demand 

Rising costs 

Manpower shortage 
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Complexities of Science – 
 Impact on Medicine and Healthcare   

(high complexity = high risk) 



Healthcare is Hazardous 

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&docid=lQLTq3DLpuqRiM&tbnid=xHvsLliXwhiz2M:&ved=0CAUQjRw&url=http://physicians.fraserhealth.ca/resources/quality_safety/qips_physician_orientation/module_1/healthcare_-_a_high_risk_industry&ei=aBvBU5fQN5WTuAT5oYKQAw&bvm=bv.70810081,d.c2E&psig=AFQjCNFZ_zosHS6Tpc01xJf5WVWKOmBjYw&ust=1405250763444156
https://www.google.com.sg/imgres?imgurl=http://i.huffpost.com/gen/831451/thumbs/o-NUCLEAR-PLANT-facebook.jpg&imgrefurl=http://www.huffingtonpost.com/john-ck-daly/nuclear-energy-disaster_b_1988586.html&docid=9a_Ae1gemLn0cM&tbnid=i-V7wIFW2Jyo7M&w=1536&h=1024&ei=mB_BU8vzKs2VuAS94YEo&ved=0CAUQxiAwAw&iact=c
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Evidence of harm may not become immediately obvious during 
healthcare interventions, examples:  
• A lapse in attention while inserting a central line may result 

in a blood stream infection that becomes apparent days later.  

Harm to Patients 

• An incorrect dosage of 
medication may not be 
recognized until an adverse 
drug event occurs. 
 

• A wrong site surgery may go 
unnoticed until after the 
effects of anaesthesia 
subside.  

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj89e_L98bNAhWJuo8KHX1TAksQjRwIBw&url=http%3A%2F%2Fwww.scrubadoo.com%2Fscrubs%2Ftag%2Fhospital-scrubs%2F&bvm=bv.125596728,d.c2I&psig=AFQjCNHh1zHqpeA_CV84fu994STE1ftjNA&ust=1467073075664410


Double Whammy to Patient Harm 

• Institute of Medicine (IOM) defines patient safety as  
“freedom from accidental injury.”  

 
• Goal of risk management = target at zero harm  

 

Healthcare Risk 
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Blunt End of the 
System 

Sharp 
End of 

the 
System 

Organisation Factors – 
culture, policies, 

procedures, regulation 

Environmental Factors – 
equipment, staffing, 

resources, constraints 

Human Factors – 
competency, communication 
skills, problem solving skills 

The Anatomy of Errors in Healthcare 

I died because of a preventable medical error 



Understand the Value of  

Proactive Risk Management 

• Know about the uncertainty  that could interfere with the 
planned objectives. 

• Selection of risk management or mitigation strategies 
 

X 



What ERM Offers Value of Proactive Risk Management 

ERM - Proactive Reactive 
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Proactive Risk Management 

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwis-cLvgsfNAhUYSo8KHeqbA5QQjRwIBw&url=http%3A%2F%2Fwww.pic.cx%2Fimage%2Ffind-images20fggxusgk&bvm=bv.125596728,d.c2I&psig=AFQjCNFili3lZWkHqdionb5-KWm27A4pyA&ust=1467076192607831
http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj-loSTg8fNAhUKq48KHf9YC2UQjRwIBw&url=http%3A%2F%2Fwww.stuartduncan.name%2Fgeneral%2Funderstanding-and-acceptance-means-listening-even-if-you-disagree%2F&bvm=bv.125596728,d.c2I&psig=AFQjCNHG8FxhRc8XQo7QNBylYAir5uxnbg&ust=1467076241025745
http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiY2ZO0g8fNAhVLLY8KHby0D8cQjRwIBw&url=http%3A%2F%2Fsearch.live.com%2Fimages%2Fresults.aspx%3Fq%3Dunderstand&bvm=bv.125596728,d.c2I&psig=AFQjCNHG8FxhRc8XQo7QNBylYAir5uxnbg&ust=1467076241025745
http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjf177zg8fNAhWKOI8KHbZSAokQjRwIBw&url=http%3A%2F%2Fworldartsme.com%2Finternal-control-clipart.html&bvm=bv.125596728,d.c2I&psig=AFQjCNHJyeRR7Tq5D8BztIvcVSo67vBQrg&ust=1467076442417381


Our Commitment…Our Pledge 

• Actively identify and mitigate risk to prevent 

harm – Speak Up! 

 

• Have open and honest sharing of best 

practices, observations within our teams and 

beyond. 

 

• Continue to build a culture in which everyone 

accepts he or she is accountable for safety. 

 

• Accept that “good enough” is simply not enough 

– we can do better! 

 
 

I will keep our  

Patients Safe! 

I will… 

Act Now! 

Speak Up! 

Be Accountable 

And Partner 

everyone 

For Patient Safety 

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiAxrmIm9TMAhVGsY8KHYznA1oQjRwIBw&url=http://www.growthspringgroup.com/services/leadershipalignment.aspx&bvm=bv.121926005,d.c2I&psig=AFQjCNFfVoGb5Bmo11vKY4DnhtzRobN_3g&ust=1463131296877664
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Patient Safety and Risk Management Network 

Partnership 
with 59 

patient Safety 
Leads from 
Medical, 

Nursing, AHS, 
Ancillary  

Formally Launched the Patient Safety & Risk Management Network Program -18 Feb 2014 



Roles of Patient Safety Leads 

Drive Patient 
Safety & 

Promote Risk 
Awareness 

Culture 

To work in  
partnership to 

champion 
patient safety 
initiatives & 

quality 
improvement 

activities 

To Lead & 
Advocate 
safety by 

promoting 
safety 

awareness in  
work 

environment 

To provide a 
platform for 
Department/ 

Division 
frontline 

employees to 
raise or voice 

out their needs 
& concerns 
regarding 

safety 



Patient Safety Leads’ Network Session 

• Designated Patient Safety Leads  in 
every department/unit 
 

• Formed  Patient  Safety  Groups 
within Divisions with the support 
from Division Heads 
 

• Division/Department Meeting - 
Incorporate patient safety  as a 
regular forum, discuss issue on 
safety and share lesson learnt. 
 

AGENDA 

PATIENT SAFETY AND RISK MANAGEMENT NETWORK SESSION 

02 June 2014  from  11 am – 1 pm  at  KKH Auditorium 

S/N Time Title/ Topic Presenters 

1 11.00 – 

11.10 am 

UPDATES 

Patient Safety  

 

DD Pang Nguk Lan 

2 11.11 – 

11.25 am 

Paediatric Surgery – Medical/ Nursing/ 

MOT 

Administration of Intravenous (IV) 

Medication Course for RNs in MOT & Day 

Surgery Recovery Rooms 

 

NM Thuraiya Bte 

Jais 

NC Nah Siew Noy 

3 11.26 – 

11.40 am 

MSW/ Nutrition & Dietetic/ PSS/ Catering 

Correct Patient, Correct Diet 

Ms Mavis Teo 

Ms Phuah Kar Yin 

Ms Cheryl Tan 

4 11.41 – 

11.55 am 

Delivery Suite 

Delivery Suite Patient Safety Initiatives 

 

SNM Juay Siew 

Ngoh 

5 11.56 – 

12.10 pm 

Paediatric Anaesthesia 

Prerogatives, Projects and Proposals: A 

Bird’s Eye View 

 

Dr Kavitha 

Raghavan 

6 12.11 – 

12.25 pm 

DDMS/ IS 

Duplication of Medical Records – A Patient 

Safety Issue 

 

Ms Yasa Yap 

Mr Teo Kian Kian 

7 12.26 – 

12.40 pm 

O & G and MIS unit 

Use of Pneumatic Calf Compression and 

Prevention of Deep Vein Thrombosis on 

Elective Surgeries 

 

Dr Siraj 

 

8 12.41 – 

12.55 pm 

Breast Department 

The Anatomy of An Error - Musings of a 

Patient Safety Lead 

 

Dr Lim Swee Ho 

9 12.56 –  

1 pm 

AOB 

Reminder for Patient Safety Lead-Led 

Rounds & for August presenters 

 

PSO Helen de 

Chavez 

10 1 pm END 
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Patient Safety Lead Walk Rounds 



Lessons Learned 

Allow our 

staff to ….  

• Improve patient safety by opening a line of communication between senior 
staff and frontline caregivers   

• Staff are more willing to speak up and report near-misses 
• Mechanism to engage staff  to enhance patient safety and promote safety 

culture  
• Support the development and implementation of preventive strategies to 

solve patient safety issues.  

https://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwioy63cqKPLAhVOV44KHTJeD4wQjRwIBw&url=https://unwalled.wordpress.com/2013/12/19/powerful-words-on-modesty-noteworthy-quote-6/&bvm=bv.115339255,d.c2E&psig=AFQjCNGASyWQiOo4LdsQ3Ze-o4BCq9_8IA&ust=1457053068536914
https://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjb16nxp6PLAhXNBY4KHZICBgEQjRwIBw&url=https://expressionsbysaima.wordpress.com/&bvm=bv.115339255,d.c2E&psig=AFQjCNGASyWQiOo4LdsQ3Ze-o4BCq9_8IA&ust=1457053068536914
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Concept of ERM 

A proactive risk management model -

internal process of coordinated risk 

management  which cuts across the 

entire organisation. 

Enterprise Risk Management (ERM)-  

Initiated in Sept 2011 

Emphasis on partnership among 

divisions and departments to 

manage risks as a whole.  
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• Proactive risk mitigation 
enables the a culture to drive  

 Zero Harm.   

 

Cross Functional Collaboration – Remove Silos 

• A cross functional team is necessary as different technical 
expertise or skill is needed to support the redesign or 
reengineering of the system.  



• Senior Management commitment in effecting ERM 
Implementation by setting clear objectives (expected outcomes 
and alignment) 

Key Elements ERM Implementation 

• Communication to create 
understanding,  approval and 
enable people to relate. 
 

• Sharing information from 
ERM workgroups to convey 
the results and goals in each 
implementation stage.  

 

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwipvazYkcfNAhUMtY8KHdK2BO0QjRwIBw&url=http%3A%2F%2Fquotesgram.com%2Fleadership-commitment-quotes%2F&psig=AFQjCNFlzWnGG5dNoifY1u1U_rXvwZGUVA&ust=1467080162295512
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-How ERM Adds Value to 
High Risk Projects 

with the aim of  
 

-Achieving Zero Harm 

http://www.google.com.sg/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwje_sHrksfNAhXHp48KHYURDOEQjRwIBw&url=http%3A%2F%2Fblog.kwantu.net%2Fhow-to-write-good-lessons-learned&bvm=bv.125596728,d.c2I&psig=AFQjCNFNY2JLFbJrDq2VtFmtXJGVlkqN-Q&ust=1467080473305755
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8.6 % of KKH 
total staff  

KKH ERM Journey – Breaking down the Silos 
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Promote Multidisciplinary Collaboration 



E.g. of some ERM Work Plans Initiated in 2015 

Total:  29 ERM Work Plans  

2015 Renovation of clinic C & decanting 23/01/2015 Completed

2015 OPAS Pharmacy 24/02/2015 Completed

2015 RFID Ward 32,34,81 and 82 05/03/2015 In progress

2015 Abscondment 30/03/2015 Completed

2015 Swab Retention 30/04/2015 In progress

2015 Pyxis 15/05/2015 Completed

2015 Environmental Infection Control 18/05/2015 In progress

2015 Competency on used of Suctioning and Wall Oxygen 17/06/2015 In progress

2015 Positron Emission Mammography-DDII 02/07/2015 Completed

2015 Disruptive Behaviour 08/07/2015 In progress

2015 Vinyl Corridor -Ward 34,43,44 20/07/2015 In progress

2015 KKIVF Satellite Unit Renovation & Relocation 21/07/2015 In progress

2015 Utilise Rehab rooms for CE consultations 21/07/2015 In progress

2015 DDII replacement of CT and Fluoroscopy Unit 03/08/2015 In progress

2015 Ward 46 Renovation 03/08/2015 In progress

2015 Post RFID Ward 32,34,81 and 82 12/08/2015 In progress

2015 Hospital Wide AGV replacement 13/08/2015 In progress

2015 RFID in Ward 55 and 56 26/08/2015 In progress

Services or 
projects 



Work Plans Repository  (KKH Intranet) 



  MRI Safety  - Risk of Projectile 

http://www.google.com.sg/url?sa=i&rct=j&q=handcuffs&source=images&cd=&cad=rja&docid=KPvZBqbc5TCzEM&tbnid=6Vcts1XDbH78WM:&ved=0CAUQjRw&url=http://blogs.citrix.com/2010/05/12/handcuffs-plus-fud-or-hdx/&ei=UiQJUcGFJ4WKrgex04C4Dg&bvm=bv.41642243,d.bmk&psig=AFQjCNG4XfBj_wsPoGiAjHE1IUXYH0zqXA&ust=1359639972875731
http://www.google.com.sg/url?sa=i&rct=j&q=MRI+projectiles&source=images&cd=&cad=rja&docid=D6m7E3YxcViy0M&tbnid=OuU_z09lxGiPJM:&ved=0CAUQjRw&url=http://www.bookofjoe.com/2006/05/behindthemedspe_5.html&ei=O-TgUczeHIeFrAfbx4CgDw&bvm=bv.48705608,d.bmk&psig=AFQjCNH_xxmr9MjKpA9xIGO6Ue4pAuAFvw&ust=1373779291985130
http://www.google.com.sg/url?sa=i&rct=j&q=MRI+projectiles&source=images&cd=&cad=rja&docid=gW6gJmSJcyk36M&tbnid=62W2t1rtjO2K0M:&ved=0CAUQjRw&url=http://ehs.unc.edu/training/self_study/mri/container.php?page=9&ei=HuXgUd6tJYSxrgf1yYGgDw&bvm=bv.48705608,d.bmk&psig=AFQjCNH_xxmr9MjKpA9xIGO6Ue4pAuAFvw&ust=1373779291985130


Mitigating Risk of Falls 

BEFORE AFTER 

Project On Shortening Of Curtains Used To 

Screen Round Patients’ Beds 

Reduction in fall due  to the length of the curtains 
used to screen around the patients’ beds 

Control Measures - Decentralized Nurse Station to improve patient  

observation, additional grab bars installed in toilet and shower room 

Multi-disciplinary 
team: 

•Nursing 
•Environmental 

Services –
Housekeeping 

•Facilities 
 

http://sa.berkeley.edu/sites/default/files/images/employee_engagement.gif


Risk assessment for NICU Expansion and 

Renovation Work 

Construction of an extended neonatal facility  from 16 to 

40 cots 

Key considerations: 

• Decant Plan of NICU to SCN patients – 
Facilities available matching care 
management need 

• Space and NICU cots to cater to workload 

• Impact while caring for patient in 
relocated facilities - minimizing the 
impact on the babies being care for, their 
families and the staff in the unit. 



     Mitigating Risk Impact - NICU RENOVATION    



     Mitigating Risk Impact - NICU RENOVATION    



Understanding of ERM and how it can be effectively 

utilized is paramount to its success 

Conclusion - ERM  Journey Adoption of Key Risk Mitigation (KRM) 

Workplan 

• Form KRM workgroup  

• Risk Assessment 

Identify controls to mitigate risks 

Evaluate the effectiveness of 

  controls 

Make recommendations for change 

Implement Change Controls 

Accountable person/department 

Monitor and implement 

Evaluate control effectiveness 



KRM Workgroup 

Members: 

• Nursing (Domain Owner) 

• Medical (Domain Owner) 

• Facilities Development 

• Construction - vendor 
 

Support:  

• FM, BME, Environment Services 

• Infection Control 

• Corporate Com. 

• Service Quality 

• Senior Leaders 
 

Facilitator:  

• RMO  



Risk Identification 

Various aspects of risk: 

o Patient transfer and relocation – operation, clinical 

o Physical layout and facilities support – gas, power and vacuum, point of 
care testing, phone lines  

o IT support 

o Infection control – ventilation system, air circulation, dust control, 
prevention of disease outbreak in alternative allocated place (SCN) 

o Communication – staff, caregivers, public 

o Service Quality Issues – inconvenience, information gaps 

o Training -Staff support and familiarization to new environment  

o Patients Management – OT route, PDA ligation, X-ray, Emergency codes 

o Training facilities for caregiver – mothercare facilities 



Poster Display 



 



 



Lessons Learned 

• Structured and systematic approach, identify 
potential risks that may arise  

• Allow team to examine potential 
problems/issues. 

• Go through a thought process to identify changes 
that can be implemented to reduce risk 

• Provide opportunity to rationalize effectiveness of 
control measures 

• Decision of action plan – by process owner 

• Build in contingency -Option B when option A fails 



 

 

Establishing a risk management program is not a simple task,   

BUT it is not a choice; it is a need….   

Healthcare will continue to evolve and become more complex….. 

What ERM Offers Conclusion 

..if we want to make ZERO harm  a reality 





• Creating Risk Awareness and Safety Culture  
• risk management extends to more than risk mitigation 

initiatives 
 

• Commitment from all levels of the organization - may take 
time but can be achieved with a structured plan.  

 
• Translating plans into functional risk management processes 

requires ownership, collaboration and support.    

What ERM Offers Conclusion 



Build a  
Zero Harm Culture 
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