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Foreword

1 World Patient Safety Day 2021
2 MP 0076/18 Cardiotocography Monitoring Policy
3 Media statement for new Women and Babies Hospital

This 2020/21 Report marks the 10th year of publishing the Western 
Australian Patient Safety series. The first edition outlined a hope that the 
report would initiate the necessary and sometimes difficult conversations 
to deliver better patient safety outcomes. Now, 10 years later, there has 
been increased media attention recently on serious clinical incidents in WA 
hospitals. It has been a challenging time for the WA health system and has 
highlighted the importance of transparent, public patient safety reporting. 

With the recent spotlight on clinical incidents and with a continuous 
improvement approach in mind, this report has delved further on the issues 
within high-risk categories and explored individual case analysis of serious 
incidents. This has drawn attention to serious incidents that have resulted 
in harm or death in the areas of medication safety and acute deterioration 
related to sepsis. These high-risk areas are being tackled by a number 
of patient safety strategies including best-practice recommendations for 
specific high-risk medications and a systemwide approach to recognising 
clinical deterioration and sepsis recognition escalation pathway. 

The World Health Organization World Patient Safety Day on 17 September 
2021 was themed “Safe maternal and newborn care”1. The theme was 
selected to emphasise the significant burden of risks and harm women 
and newborns are exposed to due to unsafe care. Throughout this report 
obstetrics is one of the most frequent treating specialties reporting clinical 
incidents across a range of incident categories, including incidents related 
to recognising and responding to acute deterioration, communicating for 
safety, and blood management. The objectives of World Patient Safety Day 
are to raise global awareness and engage stakeholders to engage in effective 

and innovative strategies to improve care. There are several initiatives that 
are being progressed in the WA health system to address some of these 
risks including the updated Cardiotocography (CTG) Monitoring Policy and 
Standard 2 and the roll out of a state-of-the-art foetal monitoring system 
across country hospitals. The state government has also progressed the 
plans for building a new world-class Women and Babies Hospital for 
Western Australians.3

Reflecting on the year that has passed, while WA has not had much direct 
impact of COVID-19, the challenges of preparing for and adapting to new 
arrangements have continued to take its toll on our health system and health 
staff. The results from the third annual ‘Your Voice in Health’ survey of WA 
health system staff show that workplace culture and employee wellbeing 
are key areas for improvement. When only 45% of staff agreed that they 
think it’s safe to speak up and challenge the way things are done in their 
organisation and only 52% of staff agreed that their organisation treats staff 
who are involved in an error, near miss or incident fairly, it demonstrates the 
need for a ‘no-blame’ reporting culture that focuses on the system issues 
that can be tackled to ensure safe, high quality patient care.

Building a strong reporting culture is imperative so that our WA health 
system can progress to a strong learning culture. Robust reporting of patient 
safety issues is only effective if it results in a workplace culture where 
our health staff are empowered to draw conclusions and take actions to 
implement and improve the systems and processes in place to deliver safe 
and high quality health care.
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What is Patient Safety?

4 World Health Organization. (2021). Patient safety: About us. https://www.who.int/teams/integrated-health-services/patient-safety/about 
5 Reason, J. (2000). Human error: models and management. BMJ, 320, 768-770

Patient safety is considered “... a framework of organised activities that 
creates cultures, processes, procedures, behaviours, technologies and 
environments in health care that consistently and sustainably lower risks, 
reduce the occurrence of avoidable harm, make error less likely and reduce 
its impact when it does occur”.4 Whilst all health care contains a degree 
of risk, patient safety is concerned with reducing this to an acceptable 
minimum. Patient safety processes within health services help to identify 
areas where opportunities for improvement in the delivery of health care 
may exist to prevent avoidable harm. 

Much of patient safety best practice and process adopts a systems thinking 
approach. A systems approach recognises that human error will always 
arise, but that rather than taking an individual ‘name, blame and shame’ 
approach, it is through emphasis on the system and its defences in place 
that patient safety events can be prevented from occurring. 

This systems approach to patient safety is most popularly explained via 
Dr James Reason’s ‘swiss cheese model’.5 The slices of cheese represent 
defensive patient safety strategies in place, for example some strategies 
may be focused on improving communication, changing the physical work 
environment or scheduling of staff. As systems can be imperfect, the 
holes in the cheese represent situations where the defences in place have 
not provided the intended control. By layering multiple defences there is a 
greater likelihood that the next layer of defence will prevent a patient safety 
event from occurring when one hole appears. However, when multiple holes 
in the swiss cheese line up and none of the intended defences work, a 
patient safety event may occur.

Investigation of patient safety events focuses on identifying these ‘holes’ that 
may have contributed to the event occurring, recognising that in isolation 
these contributory factors may not cause harm. Once contributory factors 
are identified, system solutions are implemented to continue ‘plugging’ 
these holes within the swiss cheese. This cycle where issues are identified, 
analysed, solved and monitored is a core aspect of continuous quality 
improvement and an integral component of high-quality health care.
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A strong patient safety reporting culture in organisations may translate into 
an increase in patient safety events reported but with decreased patient 
harm. These events, called near miss or low harm events are opportunities 
for continuous learning and quality improvement that support the WA health 
system in its commitment to providing safe, high-quality, person-centred care.

Patient safety systems, including clinical incident, consumer feedback, and 
mortality review processes, form part of the clinical governance structures 
in the WA health system. An emphasis on learning and quality improvement 
is achieved through the development, implementation, and evaluation of 
recommendations made following the investigation of patient safety events. 
The outcomes of WA health system patients involved in patient safety events 
are explored throughout this report.

Clinical Governance

Clinical Governance is defined as “the set of relationships and 
responsibilities established by a health service organisation between its 
department of health... , governing body, executive, workforce, patients, 
consumers and other stakeholders to deliver safe and high-quality health 
care”.6 The Clinical Governance Standard of the NSQHS Standards discusses 
overarching systems in place to support effective implementation of all 
other NSQHS Standards. In support of the delivery of safe and high-quality 
care for patients and consumers, the ACSQHC has developed the National 
Model Clinical Governance Framework7 based on the NSQHS Standards. This 
framework recognises that clinical governance is an integrated element of 

6 NSQHS Standards (2nd edition) Clinical Governance Standard
7 ACSQHC National Model Clinical Governance Framework
8 Clinical Governance, Safety and Quality Policy Framework
9 Clinical Governance Framework

corporate governance and identifies the following five essential components: 

1. Governance, leadership and culture 

2. Patient safety and quality improvement systems 

3. Clinical performance and effectiveness 

4. Safe environment for the delivery of care 

5. Partnering with consumers. 

The Clinical Governance Safety and Quality Policy Framework 8, issued by the 
WA Department of Health Director General focuses on setting overarching 
policy requirements to ensure:

* patients receive care that is safe, effective, appropriate to their needs, 
timely and efficient

* minimum standards and consistency are maintained with continuous 
improvement across the WA health system

* clinical governance structures and processes are maintained across 
the WA health system.

In October 2019, the Department of Health released the Clinical Governance 
Framework 9 which outlines clinical governance roles, responsibilities and 
mechanisms for their implementation within the WA health system. The 
Department of Health continues to strengthen components of clinical 
governance through various safety and quality programs. 
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About this Report 

10 MP 0122/19 Clinical Incident Management Policy

This comprehensive patient safety report for 2020/21 is the 10th WA 
health system report of this kind and integrates statewide clinical incident 
(including sentinel events), mortality review, and complaint data. Case 
studies are incorporated throughout the report to highlight the patient story 
behind patient safety events, and to help share lessons learnt from these 
events. 

Clinical incidents

A clinical incident is an event or circumstance resulting from health care 
provision (or lack thereof) which could have or did lead to unintended or 
unnecessary physical or psychological harm to a patient.10 Clinical incident 
data is obtained from the Datix Clinical Incident Management System 
(CIMS), a dynamic online electronic clinical incident management system, 
and contains a full 12 months of financial year data. Clinical incidents are 
assigned a Severity Assessment Code (SAC) to determine the appropriate 
level of analysis, action, and escalation. 

A SAC 1 clinical incident did or could have caused serious harm or death. 
SAC 1 clinical incidents are categorised into the types outlined in Appendix 
One. A detailed analysis of SAC 1 clinical incidents is included in this 
report. In addition, data is presented by the six clinical Standards of NSQHS 
Standards: 

* Preventing and Controlling Infections
* Medication Safety
* Comprehensive Care
* Communicating for Safety
* Blood Management

* Recognising and Responding to Acute Deterioration. 

The presentation of data varies across the six clinical standards depending 
on the harm profile of the standard. Case studies presented generally 
resulted in patient outcomes of serious harm or death.  

Consumer Feedback

Consumer feedback data is obtained from the Datix Consumer Feedback 
Module (CFM) and other complaints management systems used by some 
private facilities providing care to public patients. Datix CFM is a dynamic 
online electronic complaint management system and contains a full 12 
months of financial year data. 

Demographics

Demographic data related to clinical incidents and consumer feedback 
are sourced from the WA health system’s Patient Administration System 
(PAS) via a link to the Datix CIMS and CFM. Demographics of consumers 
are described where there appears to be disproportionate representation of 
particular groups.

Demographic data is presented for the individuals involved in patient safety 
events, noting that more than one person may be involved in one event. 
Where percentages are presented, records with missing demographic 
data are excluded from the denominator. Therefore denominators will vary 
throughout the report. Clinical incidents notified as not involving a patient 
are excluded from demographic analysis throughout the report, but included 
in other analysis. Data presented as not recorded may not be recorded in the 
record or may be recorded as ‘unknown’.

This comprehensive patient safety report for 2020/21 is the 10th WA health system report of this kind and integrates statewide clinical incident (including 
sentinel events), mortality review, and complaint data. Case studies are incorporated throughout the report to highlight the patient story behind patient safety 
events, and to help share lessons learnt from these events.

Clinical incidents

A clinical incident is an event or circumstance resulting from health care provision (or lack thereof) 
which could have or did lead to unintended or unnecessary physical or psychological harm to a 
patient.1 Clinical incident data is obtained from the Datix Clinical Incident Management System (CIMS), 
a dynamic online electronic clinical incident management system, and contains a full 12 months of 
financial year data. Clinical incidents are assigned a Severity Assessment Code (SAC) to determine the 
appropriate level of analysis, action, and escalation. 

A SAC 1 clinical incident did or could have caused serious harm or death. SAC 1 clinical incidents are 
categorised into the types outlined in Appendix One. A detailed analysis of SAC 1 clinical incidents is 
included in this report. In addition, data is presented by the six clinical Standards of NSQHS Standards: 

* Preventing and Controlling Infections
* Medication Safety
* Comprehensive Care
* Communicating for Safety
* Blood Management
* Recognising and Responding to Acute Deterioration. 

The presentation of data varies across the six clinical standards depending on the harm profile of the 
standard. Case studies presented generally resulted in patient outcomes of serious harm or death.

Consumer Feedback

Consumer feedback data is obtained 
from the Datix Consumer Feedback 
Module (CFM) and other complaints 
management systems used by 
some private facilities providing care 
to public patients. Datix CFM is a 
dynamic online electronic complaint 
management system and contains a 
full 12 months of financial year data.
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Data presented for Aboriginal and Torres Strait Islander people is obtained 
from Datix CIMS and CFM where people can identify as Aboriginal and not 
Torres Strait Islander, Torres Strait Islander but not Aboriginal, or Aboriginal 
and Torres Strait Islander. Due to low frequencies in some of these groups 
these figures have been aggregated throughout the report.

Mortality review processes

Review of death processes review all patient deaths occurring in WA 
hospitals. The Review of death data in this report reflects the 2020 calendar 
year. The Western Australian Audit of Surgical Mortality (WAASM) is a 
review of surgical deaths using a peer review methodology. The WAASM 
data is captured by calendar year and covers the period from 1 January 
2011 to 31 December 2020. Coronial review processes review health-related 
findings from coronial inquests. The Coronial data includes a full 12 months 
of financial year data.

Quality improvement and research

Quality improvement activities are designed to bring about immediate 
improvements in health care. Research activities are designed to increase 
knowledge, which may translate to changes in practice. Although the two 
are linked and will inform each other, caution should be exercised when 
interpreting the data in this report as much of the data has been generated 
through quality improvement activities rather than research and may 
therefore lack suitability for statistical analysis.11

11 For further information about the differences between quality improvement and research data see this IHI page.

Quality improvement and research

Quality improvement activities are designed to bring about immediate 
improvements in health care. Research activities are designed to increase 
knowledge, which may translate to changes in practice. Although the two 
are linked and will inform each other, caution should be exercised when 
interpreting the data in this report as much of the data has been generated 
through quality improvement activities rather than research and may 
therefore lack suitability for statistical analysis.11

Demographics

Demographic data related to clinical incidents and consumer feedback 
are sourced from the WA health system’s Patient Administration 
System (PAS) via a link to the Datix CIMS and CFM. Demographics 
of consumers are only described where there appears to be 
disproportionate representation of particular groups.

Demographic data is presented for the individuals involved in patient 
safety events, noting that more than one person may be involved in 
one event. Where percentages are presented, records with missing 
demographic data are excluded from the denominator. Therefore 
denominators will vary throughout the report. Clinical incidents 
notified as not involving a patient are excluded from demographic 
analysis throughout the report, but included in other analysis. Data 
presented as not recorded may not be recorded in the record or may 
be recorded as ‘unknown’.

Data presented for Aboriginal and Torres Strait Islander people 
is obtained from Datix CIMS and CFM where people can identify 
as Aboriginal and not Torres Strait Islander, Torres Strait Islander 
but not Aboriginal, or Aboriginal and Torres Strait Islander. Due to 
low frequencies in some of these groups these figures have been 
aggregated throughout the report.

Mortality review processes

Review of death processes are required to review all patient deaths 
occurring in WA hospitals. The Review of death data in this report 
reflects the 2020 calendar year. The Western Australian Audit of 
Surgical Mortality (WAASM) is a review of surgical deaths using a 
peer review methodology. The WAASM data is captured by calendar 
year and covers the period from 1 January 2011 to 31 December 
2020. Coronial review processes review health-related findings from 
coronial inquests. The Coronial data includes a full 12 months of 
financial year data.
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Executive Summary

12 The numerator for the SAC 1 clinical incident rate includes inpatient incidents at Health Service Providers and involving public patients treated at Contracted Health Entities and excludes SAC 1 incidents that 
have not been confirmed, or were notified by community health care providers, private licensed health care facilities and contracted non-government organisations. The denominator includes either separation 
or bed day data from WA public hospitals’ inpatient activity including public patients treated at Contracted Health Entities.

This report provides the WA public with information and data on how the WA 
health system manages and resolves clinical incidents, consumer feedback 
and coronial recommendations resulting from health care delivery, as well as 
its mortality review processes, in accordance with policy requirements.

In 2020/21, there were 34,543 clinical incidents notified across the WA 
health system of which 32,820 had been confirmed at the time of writing 
this report. Consistent with previous years, most clinical incidents were 
confirmed as Severity Assessment Code (SAC) 3 (n=29,381; 85.1%) and 
most confirmed incidents reported a patient outcome of no harm or minor 
harm (n=30,481; 92.9%). During this period the WA health system provided 
645,001 episodes of care (amounting to 1,896,255 bed days) to inpatients 
at public hospitals and contracted health entities. Confirmed inpatient clinical 
incidents (n=26,377) were associated with 1.7% of public hospital bed days 
and accounted for 5.0% of public hospital separations.

While an increase of 4.2% in the total number of clinical incidents 
notified across the WA health system was observed compared to 2019/20 
(n=33,143) this corresponded with a 4.9% increase in inpatient activity 
(measured as patient bed days in health service providers and contracted 
health entities) over this period. The involvement of patients across the 
different demographic measures (e.g. age, gender, and Aboriginal and Torres 
Strait Islander persons) in clinical incidents continued to show a direct 
relationship to public hospital activity.

Reporting of clinical incident data against the second edition of the 
Australian Commission on Safety and Quality in Health Care’s (ACSQHC) 
National Safety and Quality Health Service (NSQHS) Standards showed that 

clinical incidents associated with comprehensive care (n=10,952; 33.4% of 
confirmed incidents) and medication safety (n=8,015; 24.4% of confirmed 
incidents) were the most frequently reported categories that related to the 
NSQHS Standards. However, it was found that 7.4% (n=109) of confirmed 
incidents related to recognising and responding to acute deterioration, and 
5.8% (n=106) of confirmed incidents related to preventing and controlling 
healthcare-associated infections, reported patient outcomes of death or 
serious harm, showing the risk that these types of incidents pose to patients 
in the WA health system.

There were 586 SAC 1 clinical incidents confirmed in 2020/21 by WA health 
service providers, private licensed healthcare facilities, and other contracted 
non-government organisations, of which 19 were sentinel events and 567 
were ‘Other SAC 1’ incidents. A further 152 events were notified as possible 
SAC 1 incidents and declassified following investigation as it was found 
that health care did not contribute to the event. The rate of inpatient SAC 1 
incidents in WA hospitals continues to remain low and was calculated at 1.7 
incidents per 10,000 bed days or 4.9 incidents per 10,000 separations.12 
Inpatient SAC 1 incidents accounted for 1.0% (n=262) of all confirmed 
inpatient incidents in WA’s public hospitals in 2020/21.

The WA health system’s Clinical Incident Management Policy encourages the 
notification and investigation of near miss events, i.e. those that resulted in 
no harm to the patient. In 2020/21, 7.8% (n=46) of confirmed SAC 1 clinical 
incidents reported a patient outcome of no harm, and a further 4.6% (n=27) 
reported a patient outcome of minor harm.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices
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The most frequently reported categories of SAC 1 clinical incidents in 
2020/21 were infection control breaches (n=132; 23.3% of ‘Other SAC 1’  
incidents), complications of inpatient falls (n=88; 15.5%) and delay in 
recognising/responding to physical clinical deterioration (n=60; 10.6%).  
A patient outcome of death was reported in 147 SAC 1 clinical incidents.  
The most common category reporting this outcome was the unexpected 
death of a mental health client (n=47). Ten SAC 1 clinical incidents reported 
fetal death and a further 5 incidents reported serious fetal harm.

The 2020/21 reporting period is the third year to report data aligned with the 
second version of the ACSQHC sentinel event categories. Nineteen sentinel 
events were reported in 2020/21, representing 3.2% of all confirmed SAC 1 
incidents. The most frequently reported sentinel event in WA in 2020/21 was 
medication error resulting in serious harm or death (n=10) which included 3 
patient outcomes of death, 5 patient outcomes of serious harm, and 2 near 
miss sentinel events with a patient outcome of no harm. Three deaths were 
also reported as the suspected suicide of a patient in an acute psychiatric 
unit or acute psychiatric ward 

The Independent Hospital Pricing Authority’s (IHPA) national approach to 
pricing and funding for safety and quality in Australian public hospitals 
continued in 2020/21, with funding penalties for episodes of care that 
include a sentinel event with a realised patient outcome of serious harm or 
death. Eleven of the 19 sentinel events reported in WA in this period met the 
national criteria for reporting to the IHPA.

The most frequently identified contributory factor in SAC 1 clinical 
incidents in 2020/21 continues to be communication (n=68.9%; n=323), 
with communication between staff and issues related to documentation 
being the most common type. Issues associated with policies, procedures 
and guidelines were identified as contributory in 60.8% of SAC 1 clinical 
incidents (n=285). These are areas where the WA health system can focus 

13 It is mandatory for all complaints received by WA Health Service Providers to be entered in Datix CFM, and all complaints relating to public patients at Contracted Health Entities (Joondalup Health Campus, 
Peel Health Campus and St John of God Midland) to be reported to PSSU. Recording of compliments and contacts in Datix CFM is optional.

attention and deliver sustainable improvements in the quality and safety of 
the care it delivers.

Consumer feedback provides the WA health system with the consumer’s 
perspective of services provided which may help identify opportunities 
for improvement in the safety and quality of health care. A total of 21,451 
consumer feedback items13 were reported across the WA health system in 
2020/21, of which 49.9% (n=10,700) were compliments, 25.1% (n=5,382) 
were complaints, and 25.0% (n=5,369) were contacts and concerns. The 
5,382 complaints identified 8,989 separate complaint issues, and the four 
most frequently identified complaint categories were quality of clinical 
care, communication, access, and rights, respect and dignity. These four 
categories accounted for 85.1% of complaint issues in 2020/21.

The Coronial Liaison Unit continues to work with the Office of the State 
Coroner to share the lessons learnt from coronial inquests to improve 
patient care. The Coronial Review Committee considered 27 coronial inquest 
findings, with 16 inquest findings discussed in 2020/21. This included 4 
inquests in which 8 health-related recommendations were made, and 12 
inquest findings where no recommendations were made. As of August 2021, 
3 of the 8 health-related recommendations had been completed or closed. 
Members of the Coronial Review Committee consider current systems and 
processes and identify quality improvement opportunities.

All deaths in WA that occur under the care of a surgeon are notified to the 
WA Audit of Surgical Mortality (WAASM) and in 2020, 532 deaths met the 
WAASM inclusion criteria. For cases that had completed the audit process 
by 28 May 2021, the WAASM identified three adverse events that caused 
death in 2020, of which one was considered definitely preventable.
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Current Achievements

14 Check Up Reports are available to WA health system staff via the PSSU intranet
15 CIMS Focus Reports are available to WA health system staff via the PSSU intranet

Adoption and implementation of initiatives to address and improve patient 
safety are essential to the transformation of health care delivery. The WA 
health system continues to foster a strong patient safety ethos that is 
demonstrated by the following achievements:

* The Clinical Incident Check Up Reports14 focus on specific types of 
clinical incidents to provide staff in the WA health system with a 
snapshot of clinical incidents and the types of clinical actions that can 
be implemented to address the underlying causes. In 2020/21, four 
state-wide Clinical Incident Check Up Reports were released covering: 
Falls, Administration of Blood Products, Healthcare-Associated 
Infections, and Medication Incidents (wrong dose).

* In 2020/21, the PSSU produced five Clinical Incident Management 
Focus Reports15 covering the following topics:

• Incidents related to medical devices, equipment and supplies

• SAC 1 and SAC 2 incidents related to COVID-19

• Incidents related to post-anaesthetic analgesia and pregabalin or 
gabapentin

• Obstetric and perinatal incidents resulting in fetal harm

• Incidents related to retained vaginal packs/swabs.
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* From Death We Learn 2019 (2020 Edition)16 was released in November 
2020. This annual publication reviews coronial inquests findings and 
provides key messages, recommendations and actions taken by the 
WA health system to address patient safety concerns. This publication 
also includes discussion points to promote conversation about key 
issues and raise awareness of existing strategies to address them.

* In March 2021, a suite of 16 clinical incident management videos 
were published on the Department of Health’s website17 to help staff 
in the WA health system understand key principles and processes 
for the management of clinical incidents. They were produced by Dr 
Matthew Thomas in collaboration with the PSSU and the WA Country 
Health Service. Dr Thomas is one of Australia’s leading scientists in 
the field of Human Factors and safety management in high risk work 
environments.

16 From Death We Learn
17 Clinical incident management videos
18 MP 0130/20 Complaints Management Policy

* A PSSU-led working group with representatives from each health 
service provider and the Health Consumers’ Council collaborated 
in a full review of the Datix Consumer Feedback Module, completed 
in January 2021. The review received input from consumers 
through workshops facilitated by the Health Consumers’ Council 
and Consumers of Mental Health WA, and input from staff through 
surveys, focus groups, and direct consultation. Following on from 
the implementation of the Complaints Management Policy 18 in 
February 2020, vulnerable consumer groups were a particular focus 
of the review. The ability to record greater demographic detail in 
relation to these vulnerable groups, including integration of data 
from the patient administration system, was added to the module to 
enable greater analysis of the challenges specifically faced by these 
consumer groups. The importance of the role of advocacy groups in 
the complaint management process has also been emphasised in the 
module.
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Clinical incidents
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Clinical Incident Management: Overall Notifications

19 About licensing of private healthcare facilities
20 Clinical incident rates only include inpatient incident data as the numerator over inpatient separation or bed day data as the denominator where meaningful comparison exists, as this provides a more 

accurate rate of clinical incidents. The numerators for the SAC clinical incident rates exclude incidents where the SAC has not been confirmed, or that were notified by emergency or outpatient departments, 
community health care providers or private licensed health care facilities (including contracted health entities) and contracted non-government organisations, while the denominator only includes either 
separation or bed day data from WA public hospitals’ inpatient activity.

21 The numerator for the SAC 1 incident rate includes incidents involving public patients treated at contracted health entities, and the denominator includes public patient separations from contracted health entities.
22 The numerator for the SAC 1 incident rate includes incidents involving public patients treated at contracted health entities, and the denominator includes public bed days data at contracted health entities.

The WA public health system uses the Datix Clinical Incident Management 
System (CIMS) for the notification, investigation and analysis of all clinical 
incidents that relate to public health services in WA, and evaluation of the 
actions that are taken in response to these incidents. Severity Assessment 
Code (SAC) 1 is used to identify clinical incidents that did or could have led 
to a patient outcome of serious harm or death. It is mandatory for all SAC 
1 clinical incidents related to public health services, as well as all private 
licensed health care facilities and contracted non-government organisations 
(NGOs),19 to be notified and suitably investigated.

Severity Assessment Code 2 incidents (those that did or could have led to 
a patient outcome of moderate harm) and SAC 3 incidents (those that did 
or could have led to minor or no harm) related to public health services are 
also managed in the Datix CIMS. Private licensed health care facilities and 
contracted NGOs manage SAC 2 and SAC 3 incidents locally, therefore these 
incidents are not reported into the Datix CIMS and are not included in this 
report.

Between 1 July 2020 and 30 June 2021 there were 645,001 separations, 
with inpatients accumulating a total of 1,896,255 bed days, from public 
hospitals and public patients attending a contracted health entity. For this 
report, data for contracted health entities refers to incidents and activity for 
public patients at Peel Health Campus, Joondalup Health Campus and St 
John of God Midland Public Hospital.

During 2020/21, there were 34,543 clinical incidents notified of which 
32,820 clinical incidents were confirmed at the time of this report. Of these 
confirmed incidents, 26,377 occurred during a public hospital stay, with 
the remainder of clinical incidents reported by emergency departments, 
outpatient departments, community health care providers, private licensed 
healthcare facilities (including contracted health entities) and other 
contracted NGOs.

Confirmed inpatient clinical incidents were associated with 5.0% (n=26,377) 
of public hospital separations from health service providers. The rate20 of 
inpatient clinical incidents observed between July 2020 and June 2021 was 
calculated at:

* 4.9 SAC 1 clinical incidents per 10,000 separations21   
* 44 SAC 2 clinical incidents per 10,000 separations
* 454 SAC 3 clinical incidents per 10,000 separations.

Confirmed inpatient clinical incidents were associated with 1.7% (n=26,377) 
of public hospital bed days at health service providers. Findings showed that 
there were:

* 1.7 SAC 1 clinical incidents per 10,000 bed days22  
* 15 SAC 2 clinical incidents per 10,000 bed days
* 149 SAC 3 clinical incidents per 10,000 bed days.
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Clinical incidents were most frequently confirmed as SAC 3 incidents in 
2020/21 (85.1% of incidents notified). Severity Assessment Code 2 clinical 
incidents accounted for 8.3% of incidents notified in this period, followed 
by SAC 1 clinical incidents (1.7%). At the time of extraction, 5.0% of clinical 
incidents were awaiting confirmation of the SAC rating (see Figure 1).

Figure 1: Clinical Incidents by SAC Category for 2020/21

SAC 1
586

SAC 2
2,853

SAC 3
29,381

Awaiting
confirmation
1,723 

Note: SAC 1 clinical incidents include clinical incidents from health service providers 
(including public hospitals), private hospitals (including contracted health entities) 
and contracted NGOs in accordance with their license or contract with the WA health 
system.

Figure 2 shows the patient outcomes reported for confirmed clinical 
incidents during 2020/21. The outcome of incidents was most often 
reported as no harm to the patient (62.2% of confirmed incidents), followed 
by minor harm (30.7%). A patient outcome of serious harm or death was 
reported in 1.5% of confirmed clinical incidents during this period.

Figure 2: Confirmed Clinical Incidents by Patient Outcome for 2020/21

20,412 

10,069 

976 

319 

163 
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No harm (62.2%)

Minor harm (30.7%)

Moderate harm (3.0%)

Serious harm (1.0%)

Death (0.5%)

Note: Patient outcome missing data n=881; 2.7%

Review of data for patients involved in confirmed clinical incidents in 
2020/21 showed an almost equal distribution between male and female 
patients. Females accounted for 50.2% (n=16,017) of patients involved in 
confirmed incidents and males 49.8% (n=15,870), while two patients did 
not identify as either male or female (data not recorded in 545 confirmed 
incidents).
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Patient ages ranged from 0-105 years with a median of 61 years. In patients 
aged 15-44 years females were observed to be involved in clinical incidents 
more often than males, while in patients aged 55-84 years males were more 
frequently involved. When grouped by patient age, a direct relationship was 
observed between the frequency of patients involved in confirmed inpatient 
incidents in health service providers and inpatient activity in the public 
hospital system during this period.

Aboriginal and Torres Strait Islander persons accounted for 10.7% 
(n=3,341; data not recorded in 1,086 incidents) of patients involved 
in confirmed clinical incidents in 2020/21. Further review showed that 
Aboriginal and Torres Strait Islander persons accounted for 9.9% of 
patients involved in confirmed inpatient incidents in health service providers 
(n=2,603; data not recorded in 685 incidents) and 9.8% of public hospital 
inpatient activity (n=156,121 bed days) over this period.

In 2020/21, 17.0% (n=5,497) of patients involved in confirmed clinical 
incidents were identified as voluntary, involuntary, or referred mental 
health patients under the Mental Health Act 2014 (data not recorded in 109 
incidents). Review of this data within confirmed SAC categories showed 
marked differences, with 20.0% (n=121) of patients involved in confirmed 
SAC 1 incidents and 49.8% (n=1,443) of patients involved in confirmed SAC 
2 incidents identified as mental health patients.

Incidents related to six categories in the second edition of the ACSQHC’s 
NSQHS Standards accounted for 81.0% (n=26,580) of all confirmed clinical 
incidents during 2020/21. The total number of confirmed incidents related 
to each of these Standards was similar to that observed in the previous 
year, with a modest rise in the number of infection control incidents noted. 
Comprehensive Care and Medication Safety continue to be the NSQHS 
Standards with the most incidents related to them (see Table 1).

Table 1: Confirmed Clinical Incidents for NSQHS 2nd edition Clinical 
Standard Categories for 2020/21

NSQHS Second Edition Standard Categories (n) (%)

Preventing and Controlling Infections 1,818 5.5

Medication Safety 8,015 24.4

Comprehensive Care 10,952 33.4

Communicating for Safety 4,638 14.1

Blood Management 169 0.5

Recognising and Responding to Acute 
Deterioration 1,482 4.5

Note: A clinical incident may relate to multiple NSQHS Standards

Figure 3 shows patient outcomes for confirmed clinical incidents associated 
with these six NSQHS Standard categories over the five-year period from 
2016/17 to 2020/21. Data is presented using a logarithmic axis to enhance 
visibility of low frequencies and enable comparison across Standards. 
The harm associated with incidents related to most of these NSQHS 
Standard categories has remained relatively stable over this time. Increased 
notification of infection control incidents of all levels of harm has been 
observed. Incidents related to recognising and responding to acute physical 
or mental health deterioration appear more likely to lead to patient outcomes 
of serious harm or death.
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Figure 3: Confirmed Clinical Incidents for NSQHS 2nd edition Clinical Standard Categories by Patient Outcome for 2016/17 to 2020/21 
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Notes: The second edition of the NSQHS Standards took effect in the WA health system from 1 January 2019. Data for 2016/17 to 2018/19 is provided for comparative purposes 
only and reflects retrospective application of code ranges for second edition NSQHS Standard categories rather than the first edition NSQHS Standards that were in effect at the 
time. Patient outcome missing data: Standard 3 (n=61); Standard 4 (n=203); Standard 5 (n=238); Standard 6 (n=153); Standard 7 (n=4); Standard 8 (n=52). Most missing patient 
outcome data relates to the 2020/21 period. 
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SAC 1 Clinical Incidents

23 MP 0122/19 Clinical Incident Management Policy

The reporting and investigation of Severity Assessment Code (SAC) 1 clinical 
incidents is mandatory for WA public health services. Private licensed health 
care facilities and contracted non-government organisations (NGOs) are required 
to report SAC 1 clinical incidents in accordance with their licence or contract 
with the WA health system. Health service providers commenced reporting 
SAC 1 clinical incidents via the web-based Datix CIMS in February 2014.

The Clinical Incident Management Policy allows for the declassification of 
a SAC 1 clinical incident.23 Declassification may be approved by the PSSU 
following a thorough investigation, if it is identified that no health care 
causative factors contributed to the incident. Declassification requests are 
reviewed by two PSSU senior clinicians with extensive experience in safety 
and quality in health care. Declassification means that the event is no longer 
considered to be a clinical incident.

In recognition of the thorough investigations that take place for SAC 1 
incidents, the case studies in this section of the report have further detail to 
provide insight into the investigation processes that are undertaken by the 
WA health system. 

In 2020/21, 586 SAC 1 clinical incidents were confirmed by WA health 
service providers (including public hospitals), private licensed health care 
facilities (including contracted health entities), and contracted NGOs. 
There were a further 152 events investigated that were approved for 
declassification. The investigation of 117 SAC 1 clinical incidents notified 
during 2020/21 remained ongoing as at 30 June 2021.

Of the 586 confirmed SAC 1 clinical incidents, 19 (3.2%) were identified 
as sentinel events with the remainder classified as ‘Other SAC 1 Incidents’ 
(n=567; 96.8%).

Table 2 shows the frequency of confirmed SAC 1 clinical incidents over 
the five-year period from July 2016 to June 2021. The 2020/21 figures 
demonstrate an upward trend in the reporting of SAC 1 clinical incidents.

Table 2: Confirmed SAC 1 Clinical Incidents by Sentinel Event and Other SAC 
1 Clinical Incident Types for 2016/17 to 2020/21

SAC 1 Categories 2016/17 2017/18 2018/19 2019/20 2020/21

Sentinel Events 13 12 17 14 19

Other SAC 1 
Incidents 468 553 557 492 567

Total 481 565 574 506 586

Number confirmed

586
Sentinel events. 
10 of 19 were 
medication 
sentinel events

19

Patient 
outcome

147
death

304
serious harm

46
no harm

20.6%
of SAC 1 related 
to mental health
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Of the 586 SAC 1 clinical incidents confirmed in 2020/21, 147 (25.1%) 
reported a patient outcome of death and 304 incidents (51.9%) reported 
a patient outcome of serious harm. A further 46 incidents (7.8%) that 
reported no harm to the patient were confirmed as SAC 1, demonstrating the 
strong reporting culture that exists regarding patient safety in WA.

Figure 4: Confirmed SAC 1 Clinical Incidents by Patient Outcome for 2020/21 
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Sentinel Event Notifications

The ACSQHC describes sentinel events as a subset of adverse patient safety 
events that are wholly preventable and result in serious harm to, or death 
of, a patient.24 Version 2 of the Australian sentinel events list (see Appendix 
One: SAC 1 Clinical Incident Notification List), which includes 10 sentinel 
event categories, was implemented in WA from 1 July 2018. The Clinical 
Incident Management Policy continues to support the reporting of near miss 
sentinel events in WA.

Figure 5 identifies sentinel events notified in WA for the 3 years ending 
2020/21. This includes 8 near miss sentinel events with a patient outcome 
of no harm or minor harm.

24 Australian sentinel events list version 2

Figure 5: WA Sentinel Events by Category for 2018/19 to 2020/21 
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The most frequently reported sentinel events in 2020/21 were medication 
errors resulting in serious harm or death of a patient (n=10). This included 3 
patient outcomes of death, 5 patient outcomes of serious harm, and 2 near 
miss sentinel events with a patient outcome of no harm.Table 3 shows the 
patient outcomes reported for sentinel event categories in WA during 2020/21.

Table 3: WA Sentinel Events by Category and Patient Outcome for 2020/21

Sentinel Event Category Death Serious harm No harm

Medication error resulting in 
serious harm or death 3 5 2

Suspected suicide of a patient 
in an acute psychiatric unit or 
acute psychiatric ward

3 - -

Use of an incorrectly 
positioned oro-or naso-gastric 
tube resulting in serious harm 
or death

- 2 -

Unintended retention of a 
foreign object in a patient 
after surgery or other invasive 
procedure resulting in serious 
harm or death

- 1 2

Surgery or other invasive 
procedure performed on the 
wrong site resulting in serious 
harm or death

- 1 -

Total 6 9 4

25 The Productivity Commission’s annual Report on Government Services
26 MP 0122/19 Clinical Incident Management Policy

In addition to the reporting of sentinel events within this report, sentinel 
event notifications made by WA public hospitals are included in the 
Australian Government Productivity Commission’s annual Report on 
Government Services.25 Commencing on 1 July 2017, sentinel events 
meeting national criteria are also reported to the Independent Hospital 
Pricing Authority (IHPA) in accordance with the Addendum to the National 
Health Reform Agreement.

Of the 19 sentinel events reported in WA in 2020/21, 11 sentinel events 
met the national criteria and were notified to the IHPA. This included 7 
medication errors resulting in serious harm or death; 3 suspected suicides 
of patients in acute psychiatric units or acute psychiatric wards; and one use 
of an incorrectly positioned oro- or naso-gastric tube resulting in serious 
harm or death.

Notification to the IHPA requires the sentinel event to have resulted in a 
patient outcome of death or serious harm. The ACSQHC has defined serious 
harm as when as a result of the incident the patient requires life-saving 
surgical/medical intervention, or has shortened life expectancy, or has 
experienced permanent or long-term physical harm or loss of function.

In WA reporting of sentinel events is mandated by the Clinical Incident 
Management Policy26. These requirements are broader than the national 
definition and are supported by a more extensive description of serious 
harm that includes factors such as length of stay and escalation of care. 
Furthermore, the Clinical Incident Management Policy continues to support 
the reporting of near miss sentinel events in WA with patient outcomes 
of no harm. It is also important to note that sentinel events occurring at 
private hospitals involving private patients do not meet the national reporting 
criteria.
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Of the 19 sentinel events reported in WA during 2020/21, 8 sentinel events 
(including 4 near miss sentinel events) did not meet the requirements for 
IHPA notification. Noting the high risk of serious harm from these types 
of incidents, the PSSU continues to advocate for the reporting of near 
miss sentinel events, even though these do not meet the national reporting 
criteria. 

Sentinel Event Recommendations

Of the 19 sentinel events notified during 2020/21, investigations had been 
completed for 16 of these events while 3 were currently under investigation 
at the date of data extraction for this report. The 16 completed investigations 
proposed a total of 73 recommendations made to address identified 
contributory factors. Recommendations were also made to develop quality 
improvement projects identified during the investigation that aim to improve 
patient safety beyond the immediate contributory factors.

The recommendations made in response to the sentinel events address a 
broad range of issues but it is noted that the following themes are recurring:

1. Development and implementation of policies and procedures to 
promote

i) improved communication, clinical handover and documentation 

ii) alignment with WA and national guidelines and requirements

iii) more clearly defined clinical pathways.

2. The use of available technology and resources to improve quality of 
healthcare provision and staff training.
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Table 4: Sentinel Events Identified Contributory Factors and Actions for 2020/21

Identified Issues Health Service Providers Improvement Initiatives

Medication error resulting in serious harm or death

The incorrect medication dose was prescribed 
and there was a failure to clarify the medication 
dosage prior to administration.

Education to be provided to include simulation training scenarios for medical staff on strategies relating 
to human factors (cognitive processing) and/or ‘error reduction’. The Medication Safety presentation 
provided on induction was to be updated to include dosage errors and the 6 rights of medication 
administration ‘warning indicators’. The Speak Up for Safety program was to be delivered locally to 
improve attendance.

Failure to follow medication administration 
policy including the lack of an independent 
double check and following of the 6 rights of 
medication administration.

Medication checks for graduate nurses were to be implemented to provide support, education and advice 
on administering S8 or S4R medications.

There was a gap in the documentation 
and double checking procedures prior to 
commencing chemotherapy. These contributed 
to a failure to identify and escalate abnormal 
pathology results and contraindicated 
medications.

Specific documentation was to be written detailing the review of pathology results prior to the 
administration of chemotherapy.  The current form was to be amended to add a section to document 
relevant pathology blood results and any potential contraindicated medications.

Processes for preventing inadvertent drug 
exposures to systemically administered 
medications did not safeguard against 
intraoperative use of antibiotics in a medical 
material/device and by topical application. 
It contributed to the patient’s adverse drug 
reaction.

A Medication Safety Alert was to be developed to notify staff about the risk of antimicrobial impregnated 
medical devices and allergies associated with. The process of allergy identification within the 
Perioperative Suite was to be reviewed. Initiatives included clear communication of the patient’s allergy 
to the whole team, use of a sterile medication allergy alert sticker and clear documentation on the suite’s 
white board.

An increasing number of high acuity patients 
on the ward, combined with limited senior 
nurses, resulted in increased responsibility for 
junior nursing staff.

A trial of a ward based Clinical Nurse Specialist.  A review of the bed allocation to support allocation of 
high acuity patients to more senior nursing staff if possible.
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Identified Issues Health Service Providers Improvement Initiatives

Suspected suicide of a patient in an acute psychiatric unit or acute psychiatric ward

The absence of a hospital policy clearly 
outlining the requirement to remove potential 
ligatures (eg. shoelaces) on an involuntary 
inpatient unit.

A new policy was to be implemented which would specify which items have the potential to cause 
harm on an involuntary ward. This policy would be supported by an education program around these 
requirements.

The anti-ligature audit program was based on a 
superseded standard that did not include door 
hinges, thereby not identifying door hinges as a 
potential ligature point.

An anti-ligature audit was to be immediately undertaken across all mental health units. An anti-ligature 
program in line with the requirements of the Chief Psychiatrist’s Standards for Authorisation of Hospitals 
under the Mental Health Act 2014 was to be developed. Facility upgrades were to be undertaken to ensure 
all doors are fit-for purpose.

Lack of a standardised process for determining 
the frequency of visual observations and 
communicating these requirements.

Policy review to reflect best practice for intermittent visual observations including medical governance, 
documentation of observations and communication to staff. Medical record documentation by the 
Psychiatrist to include frequency of patient observations and any changes to frequency (including when 
curtains are closed for privacy). Policy review to be complemented with a Lessons Learned poster.

The lack of an established standard for the 
minimum medical review frequency led to 
the treating clinician determining that weekly 
reviews are an appropriate standard of care.

The policy was to be updated to clearly articulate the required minimum frequency (in days) for medical 
review on an involuntary inpatient unit.

Lack of clear parameters to trigger escalations 
of care including medical reviews and/or 
increased observation frequencies.

Development and implementation of an escalation protocol for recognising and responding to mental 
health deterioration in mental health inpatient units, which would include clear thresholds for graded 
escalation of care, designation of staff roles and responsibilities and time frames for response.

Various types of documentation were in use 
within the medical record making it difficult to 
ascertain the care provided and order of events.

A review of forms was to be undertaken to reduce duplication and ensure forms used at points of 
handover are consistent with ISOBAR methodology. The requirement to document the rationale driving 
clinical decision making was to be highlighted.
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Identified Issues Health Service Providers Improvement Initiatives

Surgery or other invasive procedure performed on the wrong site resulting in serious harm or death

Absence of a clear surgery care pathway for 
emergency bookings.

An Emergency Surgery Theatre Bookings Procedure was to be implemented and be inclusive of, but not 
limited to preoperative assessment and investigations, preoperative fasting guidelines and anaesthetic 
services.

Insufficient shared team accountability and 
ambiguous documentation contributed to 
ineffective communication, an ineffective pre-
operative huddle and a lack of awareness of the 
correct surgical site by the theatre team.

Promotion of cultural change and the shared value of Team Time Out.  All multidisciplinary theatre teams 
to undertake a Communicating for Safety Program. Policy review to ensure both surgeon and anaesthetist 
independently and comprehensively record preoperative assessment and procedural details on all relevant 
documents including patient consent.

Not all theatres have access to electronic imaging 
equipment and/or the required plating set.

A business case was to be developed proposing funding support to purchase imaging equipment for all 
theatres and the procedure room as well as an additional plating set.

Unintended retention of a foreign object in a patient after surgery or other invasive procedure resulting in serious harm or death

A lack of clarity in the swab count process and 
a lack of understanding of the procedures has 
led to variations in practice and understanding.

The local policy was to remove ambiguity, detail the swab count process including final counts and 
double checks and be aligned with the Australian College of Perioperative Nurses Accountable Items 
standard. Education for all relevant staff to follow policy relaunch.

There are no designated suturing trolleys. 
Suture packs placed on top of the delivery 
pack may confuse pre and post counts as the 
tampon is removed as part of the suture pack.

Designated suturing trolleys were to be resourced. Suture packs were to be reviewed and standardised 
to ensure each pack is supplied with a tampon. Education was to be provided for staff to use tampons 
rather than abdominal sponges.

Use of an incorrectly positioned oro-or naso-gastric tube resulting in serious harm or death

Lack of mandated review by senior staff 
of the naso-gastric tube (NGT) location. 
Documentation does not address NGT 
securement options and patient clinical changes.

Current documentation to be aligned with current practice and include naso-enteral feeding tube 
securement options for patients with altered confusion or altered level of arousal in addition to patient 
review by senior medical or nursing staff following any migration requiring re-advancement. Policy review 
to be complemented with a Lessons Learned poster.

The Intensive Care Unit electronic medical record 
does not record identifiers of clinical staff who 
perform suctioning, limiting an ability to review 
the likelihood that the patient’s self-suctioning 
was a contributing factor to the NGT migration 
and subsequent aspiration pneumonitis.

A dropdown box was to be added in the Suction section of the Intensive Care Unit electronic medical 
record to enable documentation of who was undertaking the suctioning.
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Other Confirmed SAC 1 Clinical Incidents

In 2020/21, there were 567 SAC 1 clinical incidents other than sentinel 
events confirmed. Infection control breaches (n=132; 23.3%) and 
complications of a fall within a health service (n=88; 15.5%) were again the 
2 most frequently reported type of SAC 1 incidents. Figure 6 presents the 
percentage of confirmed SAC 1 clinical incidents (non-sentinel events) by 
category. This data is further tabulated and compared with the data since 
2016/17 in Table 5.

Figure 6: Confirmed SAC 1 Clinical Incidents by Category (non-Sentinel 
Events) for 2020/21 
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# This category includes Complications of surgery, Complications of resuscitation, 
Complications of anaesthesia management, Death while pregnant or within 42 days 
of pregnancy ending, Hospital acquired pressure injuries, Intravascular gas embolism 
resulting in death or neurological damage or any other incident resulting in serious 
harm or death.
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Table 5: Confirmed SAC 1 Clinical Incidents other than Sentinel Events for 2016/17 to 2020/21

SAC 1 Categories 2016/17 2017/18 2018/19 2019/20 2020/21

Infection control breach 55 74 123 99 132

Complications of a fall in a health servicea 68 72 68 75 88

Delay in recognising/responding to physical clinical deteriorationb 38 41 68 38 60

Hospital/Service process issuesc 59 81 65 56 57

The unexpected death of a mental health client 24 40 29 46 47

Clinical deterioration of a mental health patient resulting in serious harm (physical, verbal, or sexual), 
or death or serious harm to staff, other patients, or other personsd 19 28 23 31 33

Any other incident resulting in serious harm or death 45 61 69 47 31

Medication error (not resulting in death, serious harm or a near miss sentinel event)e 29 30 N/A 8 29

Misdiagnosis & subsequent management (physical and mental health) 31 28 28 34 24

Fetal complications associated with health care delivery 17 14 20 13 19

Missing (or AWOL) high risk mental health patient/consumer 58 43 32 9 17

Complications of surgery 16 29 17 21 11

Complications of resuscitation 2 4 7 4 9

Complications of anaesthesia management 4 4 4 2 4

Death while pregnant or within 42 days of pregnancy endingf - - 1 2 2

Hospital acquired pressure injuriesg - - - - 2

Intravascular gas embolism resulting in death or neurological damage - - - 1 2

Patient missing or absent without leave with adverse outcome 3 4 3 5 -

Total 468 553 557 492 567
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Note: The Datix CIMS and SAC 1 databases are dynamic, with data changing over time 
as events are investigated retrospectively. The addition of new incident categories to 
these databases may have resulted in reclassification of events to different incident 
categories.

a Category renamed in November 2019; previously named ‘Complications of an 
inpatient fall’.

b Category renamed in November 2019; previously named ‘Delay in recognising/
responding to clinical deterioration’.

c Hospital/Service process issues refers to hospital/health service processes such as 
referral, transport and transfer, triage, admission, assessment, planning (including 
discharge planning) or the delivery of care that contributed to a poorer than expected 
outcome. Category renamed in November 2019; previously named ‘Hospital process 
issues’.

d Category renamed in May 2020; previously named ‘Mental health clinical 
deterioration resulting in serious harm’.

e Category ‘Medication error not resulting in death’ decommissioned in July 2018. 
‘Medication error (not resulting in death, serious harm or a near miss sentinel event) 
established December 2019. Data for 2019/20 relates to December 2019 to June 
2020.

f Category redefined as Other SAC 1 Clinical Incident from 1 July 2018. Incidents prior 
to this date were categorised as sentinel events.

g Category added 15 January 2020. Incidents prior to this date were categorised as 
“Any other incident resulting in serious harm or death”.
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During 2020/21, there were 436 SAC 1 clinical incidents (excluding sentinel events) that reported a patient outcome of serious harm or death. The most 
common SAC 1 clinical incident categories (excluding sentinel events) reporting a patient outcome of death or serious harm were infection control breaches 
(n=102; 23.4%), complications of a fall in a health service (n=83; 19.0%) and delay in recognising/responding to physical clinical deterioration (n=53; 12.2%). 
While an infection control breach was approximately nine times more likely to be associated with a patient outcome of serious harm (n=92) than death (n=10), 
and a complication of a fall in a health service was more than four times likely to involve serious harm (n=68) than death (n=15), a delay in recognising or 
responding to physical clinical deterioration was almost as likely to have a patient outcome of death (n=26) as a patient outcome of serious harm (n=27).

Figure 7: Confirmed SAC 1 Clinical Incident Categories (excluding Sentinel Events) by Patient Outcome of Death and Serious Harm for 2020/21 
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Of the 42 SAC 1 clinical incidents (excluding sentinel events) that reported 
a patient outcome of no harm, 8 were related to hospital/service process 
issues; 7 were categorised as missing/AWOL high risk mental health 
patients/clients; 5 were related to medication errors and a further 5 were 
related to the clinical deterioration of a mental health patient. Six SAC 1 
clinical incidents that reported no patient harm were categorised as ‘other’ 
incidents with varying descriptions.

SAC 1 Contributory Factors 

At the time of data extraction for this report, 469 confirmed SAC 1 clinical 
incidents (including sentinel events) had been investigated by health service 
providers, private licensed health care facilities, and contracted NGOs. This 
represents 80.0% of all confirmed SAC 1 incidents in 2020/21. A further 117 
SAC 1 clinical incidents were still under investigation by the respective health 
service provider, private licensed health care facilities, or contracted NGO.

Under the requirements of the Clinical Incident Management Policy it is 
expected that the health service provider will develop recommendation(s) to 
address each contributory factor identified during a SAC 1 clinical incident 
investigation. During 2020/21, the most frequently identified contributory 
factors related to communication errors (n=323; 68.9%), patient factors 
(n=295; 62.9%) and issues concerning policies, procedures and guidelines 
(n=285; 60.8%).

Figure 8: Contributory Factors for Closed SAC 1 Clinical Incidents for 2020/21 
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Note: A clinical incident investigation may identify multiple contributory factors
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A majority of the 323 closed SAC 1 clinical incidents that reported 
communication issues identified communication issues between staff 
(n=204; 63.2%), and issues related to documentation (n=203; 62.8%). Of 
the 285 closed SAC 1 clinical incidents that reported contributory factors 
related to policies, procedures and guidelines, 46.1% (n=149) identified 
concerns with the application of policies, procedures or guidelines, and 
30.2% (n=99) identified an absence of relevant policies, procedures or 
guidelines. Two thirds of the 203 closed SAC 1 clinical incidents that 
reported issues associated with staff knowledge, skills and competency 
found deficiencies with staff training (n=135; 66.5%). The frequency of the 
types of contributory factors identified in 2020/21 is consistent with the data 
from preceding years (see Figure 9). These contributory factors are explored 
in more detail against each of the NSQHS Standards sections of this report.

Figure 9: Contributory Factors for Closed SAC 1 Clinical Incidents for 
2018/19 to 2020/21 
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SAC 1 Clinical Incidents – Mental Health patients

Mental health patients include voluntary, involuntary and referred mental 
health patients under the Mental Health Act 2014.

Table 6: Confirmed SAC 1 Clinical Incident Categories related to Mental 
Health Care for 2020/21

SAC 1 Category (n) %

The unexpected death of a mental health client 47 8.0

Clinical deterioration of a mental health patient 
resulting in serious harm (physical, verbal, or sexual), 
or death or serious harm to staff, other patients or 
other persons

33 5.6

Missing or absent without leave of any high-risk 
mental health patient/consumer

17 2.9

Complications of a fall in a health service 5 0.9

Hospital/Service process issues 4 0.7

Medication error (not resulting in death, serious harm 
or a near miss sentinel event)

4 0.7

Any other incident resulting in serious harm or death 
or near miss

4 0.7

Suspected suicide of a patient in an acute psychiatric 
unit or acute psychiatric ward (Sentinel Event)

3 0.3

Delay in recognising/responding to physical clinical 
deterioration

2 0.3

Infection control breach 2 0.3

Total 121 20.6

The SAC 1 clinical incident category most often involving mental health 
patients in 2020/21 continues to be the unexpected death of a mental 
health client (n=47). The next most frequently reported SAC 1 incident 
category involving mental health patients was clinical deterioration resulting 
in serious harm, or death or serious harm to staff, other patients or other 
persons (n=33). Of these 33 incidents, 6 reported a patient outcome of 
death and a further 16 reported a patient outcome of serious harm.

Of the total 147 SAC 1 clinical incidents with a patient outcome of death during 
2020/21 (see Figure 4), 57 deaths (38.8%) involved mental health patients. A 
majority of the mental health patient deaths involved voluntary mental health 
patients (n=39; 68.4%) and occurred in the community (n=43; 75.4%).

It is recognised that the mental health patient journey is often complex 
and may involve multiple mental health care settings including hospital 
inpatient services, emergency departments, community treatment services 
and community support services. The integration of these services and the 
patient’s transition between these services increases the risk of a patient 
safety event.
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An example of a SAC 1 clinical incident involving a mental health patient that 
was reported during 2020/21 is described in the following case study.

Case study

An elderly gentleman who was an active client of a community mental 
health service presented to the emergency department with self-
inflicted lacerations to his forearms in an attempted suicide in his home 
using a kitchen knife. This incident was confirmed as a SAC 1 clinical 
incident and categorised as the clinical deterioration of a mental health 
patient resulting in serious harm.

The investigating panel focussed on three key areas pertaining to the 
patient’s care:

* The patient’s diagnosis and ongoing care management program
* The delegated clinical responsibility for care of the patient 
* The quality of clinical reviews and documentation.

The investigation identified a number of issues that were contributory 
to the incident. Unclear lines of delegated clinical responsibility of 
the patient resulted in the inappropriate staff member providing case 
management to the patient. On review of the staff member’s job 
description form, it was identified that this staff member’s role should 
be supervised by a primary clinical case manager. This may have 
contributed to the failure to escalate clinical concerns documented 
following the last home visit prior to the incident.

The presentation of relevant and current clinical information in 
documentation and verbal discussion in clinical reviews made it 
challenging for clinicians to identify dynamic risks and further changes. 
A lack of structured relevant and detailed clinical information in client 
documentation and clinical reviews may have contributed to the need 
for escalation of care being missed.

The health service provider proposed recommendations to address the 
identified contributory factors including a review to identify and provide 
clear clinical governance for older mental health clients. Furthermore, 
the health service provider will develop a clinical review template to 
ensure all relevant information is provided and discussed, to enable the 
opportunity to conceptualise and document treatment planning that is 
concise and clinically useful, in a timely and interactive manner at the 
multi-disciplinary team meeting and adhoc reviews.
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SAC 1 Clinical Incidents – Fetal Harm

During 2020/21, 17 confirmed SAC 1 clinical incidents reported fetal harm, representing 2.9% of all confirmed SAC 1 clinical incidents in this period. These 
incidents included two sentinel events reporting a medication error resulting in serious harm or death and the unintended retention of a foreign object in a 
patient after surgery or other invasive procedure resulting in serious harm or death.

Table 7 provides the frequency of confirmed SAC 1 categories where fetal harm was reported for the period 2016/17 to 2020/21 with the SAC 1 category fetal 
complications associated with health care delivery again being the most frequent.

Table 7: Confirmed SAC 1 Clinical Incidents where Fetal Harm was indicated for 2016/17 to 2020/21

SAC 1 Category 2016/17a 2017/18 2018/19 2019/20 2020/21

Fetal complications associated with health care delivery 13 14 18 7 10

Hospital/Service process issues 3 4 1 - 2

The unexpected death of a mental health client - - - - 1

Delay in recognising/responding to physical clinical deterioration 2 2 8 1 1

Misdiagnosis and subsequent management (physical and mental health) - 2 1 1 1

Sentinel Event – Medication error resulting in serious harm or death - - - - 1

Sentinel Event – Unintended retention of a foreign object in a patient after surgery or other 
invasive procedure resulting in serious harm or death - - - - 1

Infection control breach 1 - - - -

Complications of resuscitation - - - 1 -

Death while pregnant or within 42 days of pregnancy ending - - 1 1 -

Any other incident resulting in serious harm or death - 2 1 - -

Total 19 24 30 11 17

a Fetal harm fields in Datix CIMS were implemented in October 2017. Retrospective data entry prior to 1 July 2017 was discretionary and data for 2016/17 may not be complete.
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Of the 17 SAC 1 clinical incidents identifying fetal harm in 2020/21, 10 
incidents (58.8%) reported fetal death and 5 incidents (29.4%) reported 
serious harm to the fetus. The remaining 2 incidents reported minor harm to 
the fetus. There were 9 of the 17 SAC 1 clinical incidents reporting fetal harm, 
and 5 of the 10 incidents reporting fetal death related to term pregnancies 
with a gestational age between 370 weeks and 416 weeks.27 None of the 
incidents reporting a fetal outcome of death involved multiple pregnancies.

The following incident was confirmed as a SAC 1 clinical incident during 
2020/21 and was  categorised as fetal complications associated with health 
care delivery. The incident reported a patient outcome of serious harm and a 
fetal outcome of death.

Case study
A 25 year old woman who was 40 weeks + 1 day pregnant presented 
to the hospital in early labour. This was the woman’s second pregnancy 
having delivered her first born via elective caesarean section due to 
breech presentation. Antenatal care was of no concern and the woman 
elected and consented to a vaginal birth after caesarean (VBAC). 
During labour, an abnormal fetal heart rate was detected by the 
cardiotocography (CTG) monitor. The woman underwent an emergency 
caesarean section and subsequent repair of a uterine rupture. 
Unfortunately, the baby did not survive.

The investigating panel reviewed medical records, staff interviews 
and communications, relevant policies and procedures, and relevant 
education and training requirements.

The investigation identified a number of issues that were contributory 
to the incident. The investigation noted that policy requirements for a 
woman having a VBAC labour indicates that CTG monitoring is required 
once the woman is in established labour. This resulted in the woman,

27 Term pregnancy is defined as 370 to 416 weeks gestation (Pregnancy Care Guidelines - Part J: Clinical Assessments in Late Pregnancy).

although being monitored on CTG, not receiving 1:1 midwifery nursing 
care. Consequently, staff were not present in the labouring woman’s 
birth suite at all times.

The investigation identified that this led to missed opportunities to 
adequately assess, recognise and respond earlier to a high risk woman in 
labour. In addition, the absence of clinical handover safety mechanisms 
such as handover occurring at the patients beside, use of DR C BraVADO 
and subsequent CTG sticker documentation led to a missed opportunity 
for further assessment of the labouring woman and CTG.

A number of recommendations addressing CTG monitoring and 
interpretation and clinical handover were developed including:

* Progression of the implementation of computerised CTG 
interpretation and monitoring, enabling external electronic 
review, artificial intelligence analysis and clinician alert which will 
highlight the need for classification and to action abnormal CTGs.

* Develop proposal for central remote real-time CTG monitoring by 
senior midwife.

* Notice placed on CTG machines outlining requirements for DR C 
BraVADO and subsequent CTG sticker documentation.

* Clear communication to maternity staff outlining the 
requirements of ISOBAR clinical handover at the patient’s bedside 
including when CTG monitoring is in place

* Publish Safe Midwifery Staffing guideline with explicit 
requirement for one to one midwifery care when CTG in situ.

* Develop clear guidance and provide updated education resources 
for midwives on the assessment of commencement of labour 
including the latent and active phases versus use of the term 
‘established’ labour.
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Key Messages and Information: SAC 1 Clinical Incidents

Identification of contributory factors is a critical component of the 
clinical incident investigation process as mandated in the Clinical Incident 
Management Policy. During 2020/21, 323 investigation reports identified 
communication problems and 285 investigations reported issues 
concerning policies, procedures and guidelines. Common themes included 
communication issues between staff and factors related to documentation. 
Issues associated with policies, procedures and guidelines were most 
commonly related to the application of these types of documentation or an 
absence of this documentation.

The Clinical Incident Management Guideline provides a definition for 
contributory factors which is broader than causation: “circumstances, 
actions or influences which are thought to have played a part in the origin 
or development of a clinical incident or to increase the risk of a clinical 
incident”. Where there is uncertainty about whether an event meets the 
criteria of a SAC 1 clinical incident, the PSSU advocates for a risk mitigation 
approach to clinical incident management and recognises the value of 
investigating these events to identify areas for improvement to prevent future 
harm to patients. During 2020/21, 73 SAC 1 clinical incidents reported a 
patient outcome of no harm or minor harm. This is a reflection of a strong 
reporting culture and a focus of patient safety. It is positive that the health 
service providers have thoroughly investigated these incidents in an attempt 
to identify potential improvements to the delivery of health care for future 
patients. A further 152 events were reported as SAC 1 clinical incidents 
in Datix CIMS and underwent investigation prior to being approved for 
declassification as no contributory health care factors were identified.

Open disclosure is the open discussion of incidents that result in harm to a 
patient while receiving health care with the patient, their family, carers and 
other support persons. The Clinical Incident Management Policy requires 

28 Australian Open Disclosure Framework
29 The denominator for the percentage of confirmed SAC 1 incidents where open disclosure has been initiated (n=573) excludes incidents where it was reported that open disclosure had not been initiated 

because the event was a near miss, or the incident did not cause harm and open disclosure may cause distress.

health service providers to facilitate an appropriate level of open disclosure 
as soon as practicable following a clinical incident. This should be 
performed in accordance with the Australian Open Disclosure Framework.28   
The elements of open disclosure may include an expression of regret, a 
factual explanation of what happened, an opportunity for the patient to relate 
their experience, and an explanation of the steps being taken to manage the 
event and prevent recurrence. During 2020/21, the open disclosure process 
was initiated for 78.0% (n=447) of confirmed SAC 1 clinical incidents.29 This 
is an increase from the open disclosure rate of 74.6% reported for 2019/20.

In 2018, Department of Health released the Cardiotocography Monitoring 
Policy with a revised version released in June 2021. This policy mandates 
the minimum requirements for the monitoring and interpretation of CTG 
monitoring to help identify signs of suspected fetal distress and initiate 
appropriate clinical management. Timely intervention based on CTG 
monitoring may reduce or prevent fetal morbidity or mortality. During 
2020/21, 17 confirmed SAC 1 clinical incidents reported fetal harm, 
representing 2.9% of all SAC 1 clinical incidents. These included 10 clinical 
incidents reporting fetal death, of which 5 events involved term pregnancies. 
Open disclosure occurred in 88.2% (n=15) of the 17 confirmed SAC 1 
clinical incidents that reported fetal harm.

The Clinical Incident Management Policy requires health service providers to 
develop recommendations that address the contributory factors of a clinical 
incident. This process is a key component of mitigating recurrence of the 
event and minimising the risk of future harm to patients. It was observed that 
the type of SAC 1 clinical incidents and contributory factors reported during 
2020/21 are similar to data from previous years. Where common contributory 
factors and themes are identified, health service roviders are encouraged to 
evaluate the effectiveness of their recommendations to allow shared learnings 
throughout their organisations and the wider WA health system.
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NSQHS Standards
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 Preventing and Controlling Infections Clinical Incidents

30 MP0108/19 Healthcare Associated Infection Surveillance in WA Policy
31 NSQHS Standards (2nd edition) Preventing and Controlling Infections Standard

Healthcare-associated infections are infections that result from the 
provision of health care. There is evidence to suggest a considerable 
number of healthcare-associated infections are preventable events rather 
than inevitable complications of care.30 The Preventing and Controlling 
Infections Standard of the second edition of the NSQHS Standards aims 
to reduce the risk of patients acquiring healthcare-associated infections, 
effectively manage infections if they occur, and limit the development of 
antimicrobial resistance through prudent use of antimicrobials as part of 
antimicrobial stewardship.31 In May 2021, the scope of the Preventing and 
Controlling Infections Standard was expanded in recognition of the learnings 
gained through the COVID-19 pandemic. The revised Standard addresses 
any infection that may be transmitted within a health care environment, 
regardless of where the infection was hospital acquired, including novel 
and emerging infections. This is to better support prevention, control and 
response to outbreaks, epidemics or pandemics. Healthcare worker safety 
is also particularly referenced alongside the promotion of transmission 
precautions, screening and management of workers with transmissable 
infections, environmental cleaning and engineering controls.

While the infection prevention and control actions of the Standard focuses 
on a wide range of important activities it should be noted that the Datix 
CIMS incident classification captures incidents related to infection control 
clinical incidents.

Infection prevention and control aims to improve patient safety by 
minimising the risk of transmission of infectious agents to the patient and 
reducing the development of resistant organisms. Strategies to prevent 
healthcare-associated infections are multi-factorial and include the adoption 
of evidence-informed guidelines for managing patients with indwelling 
devices or undergoing procedural interventions, maintaining high standards 
of environmental and equipment hygiene, strict adherence to cleaning, 
disinfection and sterilisation procedures of reusable medical devices, and 
safe and appropriate prescribing of antimicrobial agents. The application of 
standard precautions at all times and transmission-based precautions when 
required, including high-level compliance with hand hygiene and appropriate 
use of personal protective equipment, to reduce the transmission of 
infections is of vital importance in preventing healthcare-associated 
infections.

In 2020/21 there were 1,909 infection control clinical incidents notified, of 
which 1,818 incidents were confirmed at the time of this report with the 
remaining 91 incidents awaiting confirmation of the SAC rating. Infection 
control incidents accounted for 5.5% of all clinical incidents notified in 
this period, with most infection control clinical incidents confirmed as SAC 
3 incidents (n=1,558; 81.6%) followed by SAC 1 (n=133; 7.0%) and SAC 
2 (n=127; 6.7%; see Figure 10).This represents an approximately 30% 
increase of infection control clinical incidents from the previous year, driven 
mainly by an increase in reporting of SAC 3 clinical incidents.
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Figure 10: Infection Control Clinical Incidents by SAC Rating for 2020/21
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Most confirmed infection control clinical incidents reported the patient 
outcome as no harm (n=840; 46.2%) or minor harm (n=717; 39.4%). 
Twelve confirmed infection control incidents reported a patient outcome of 
death while 94 reported serious harm (5.2%) (see Figure 11).

Figure 11: Confirmed Infection Control Clinical Incidents by Patient Outcome 
for 2020/21
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Note: Patient outcome missing data n=61; 3.4%

A larger number of patients involved in confirmed infection control incidents 
were female (n=934) compared to male (n= 800; data not recorded in 89 
confirmed infection control incidents). This difference was largely driven by a 
cohort of 135 confirmed infection control clinical incidents in the obstetrics 
treating specialty involving females in the age range of 21-44 years. The 
obstetric cohort also contributed to a lower median age for female patients 
of 56 years compared to that for male patients of 65 years. Infection control 
clinical incidents occurred across the age spectrum from 0 to 100 years, 
with an overall median age of 61 years. 

The rate of infection control incidents for Aboriginal and Torres Strait 
Islander persons (11.9%; n=199; data not recorded in 91 confirmed 
infection control incidents) was consistent with the rate of all clinical 
incident types for Aboriginal and Torres Strait Islander persons.

The General Medicine treating specialty continues to report the highest 
number of infection control clinical incidents across all patient outcomes 
(n=447). The treating specialties that reported infection control clinical 
incidents resulting in serious harm or death are shown in Figure 12. 
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Clinical areas with high-risk for infections due to their high proportion 
immunocompromised patients experienced a greater proportion of incidents 
resulting in serious harm or death, including Haematology (24.4%) and 
Oncology (21.4%). In contrast 5.4% of confirmed infection control incidents 
reported under the General Medicine treating specialty resulted in a patient 
outcome of serious harm or death. 

Figure 12: Confirmed Infection Control Clinical Incidents by Treating 
Specialties for 2020/21
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Note: The eight treating specialties with one clinical incident reported resulting in 
serious harm not represented above were: Endocrinology, Gastroenterology, Psychiatry, 
Respiratory Medicine, Spinal, Transplant Medicine, Urology, and Vascular Surgery. 

Confirmed infection control clinical incidents with patient outcome of serious harm 
or death with missing treating specialty data: n=1. Confirmed infection control clinical 
incidents with missing patient outcome data: n=61. 

Due to improvements in the capture of treating specialty information in the Datix CIMS 
this data is not directly comparable to previous editions of this report.

The 5 most frequent incident categories accounted for 79.5% (n=1,446) 
of confirmed infection control clinical incidents in 2020/21 (see Table 8). 
Most infection control incidents were categorised as contamination due to 
hospital processes (other than sterilisation) (n=723; 39.8%) or breaches in 
sterile techniques (n=218; 12.0%).

Table 8: Most Frequent Confirmed Infection Control Clinical Incident 
Categories for 2020/21

Infection Control Categories (n) (%)

Device/Product/Medication/Fluid associated – 
Contamination due to hospital processes (other 
than sterilisation)

723 39.8%

Device/Product/Medication/Fluid associated – 
Breach in sterile techniques 218 12.0%

Isolation Processes/Protocols for Infected 
Patients – Processes/protocols established but 
not followed/adhered 

214 11.8%

Performance of Clinical Procedures – Processes/
protocols established but not followed/adhered 202 11.1%

Infection Diagnosis – Delayed diagnosis 89 4.9%

Note: Previous versions of this report presented these categories in an aggregated 
format which will impact comparability.
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The most common contributory factors identified in the investigation 
of infection control clinical incidents that resulted in patient outcomes 
of serious harm or death in 2020/21 were issues in applying policies, 
procedures and guidelines (n=36) and problems with communication 
through documentation (n=33; see Figure 13). The most frequent 
contributory factor identified in infection control clinical incidents of all 
patient outcomes was communication issues between staff.

Figure 13: Most Frequent Contributory Factors for Closed Infection Control 
Clinical Incidents resulting in Serious Harm or Death and comparison to All 
Patient Outcomes for 2020/21 
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Note: A clinical incident investigation may identify multiple contributory factors. The 
fifth most frequent contributory factor in closed infection control clinical incidents 
across all patient outcomes was ‘Policies, Procedures, Guidelines: Implementation 
issues’ (n=126). This is not represented above as it was not within the top five 
contributory factors for closed infection control clinical incidents resulting in serious 
harm or death.

Review of the policies, procedures and guidelines and communication 
contributory factors in infection control incidents with outcomes of serious 
harm or death found common themes including:

* Incomplete patient preparation for a procedure 
* A lack of documentation of the insertion of a device
* The delay in the removal of a device
* Insertion site dressings not secure
* A failure to escalate when early signs of site infection presented
* Limited or no communication of insertion site management practices 

to the patient; in some cases the patient was also identified as having 
low health literacy. 

Case study

A 60 year old man presented to a hospital with recurrent blood stream 
infections secondary to a long central venous catheter that had been 
inserted for dialysis treatment of his chronic kidney disease. The man 
needed to continue dialysis with the line while an arteriovenous fistula 
matured. The incident investigation identified issues with site dressing 
integrity which was regularly assessed as loose, soiled and wet. It was 
noted that the man had a language barrier and did not speak English. 
While his wife often attended with him, no interpreter service was 
utilised to support his care. An information leaflet on the insertion site 
care had been provided but only in English. The investigation identified 
that these communication gaps with the patient may have contributed 
to an increased wound infection.
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Key Messages and Information: Preventing and Controlling 
Infections Clinical Incidents

Healthcare-associated infections, particularly bloodstream infections, pose 
a significant threat to patient safety, and it is recognised that many are 
preventable. Healthcare-associated infection surveillance continues to be a 
key component of the Preventing and Controlling Infections Standard in the 
second edition of the NSQHS Standards32, and the WA health system has a 
long-standing program of healthcare infection surveillance.

While vital to the provision of modern health care, the infection control risk 
associated with invasive medical devices (such as catheters for intravascular 
access and urinary catheters) is well known. In 2020/21 more than half of 
all confirmed infection control incidents (n=954; 52.5%) were associated 
with a device, product, medication or fluid. Most of these incidents were 
attributed to contamination due to hospital processes other than sterilisation 
(n=723), with the remainder attributed to a breach in sterile techniques 
(n=218) and contamination due to manufacturing problems (n=13). This 
included over 70% of the SAC 1 incidents (n=97; 72.9%) and 7 of the 12 
deaths related to confirmed infection control clinical incidents. Of the closed 
SAC 1 incidents that had completed investigation at the time of reporting 39 
of 73 (53%) related to peripheral intravenous catheter (PIVC) infections. 

Key concepts for minimising the risk of infection related to the use of 
invasive medical devices can be found in the National Health and Medical 
Research Council’s Australian Guidelines for the Prevention and Control 
of Infection in Healthcare.33 These measures should be implemented as 
part of a comprehensive approach to infection prevention and control that 
includes other established strategies, including hand hygiene, antimicrobial 
stewardship and aseptic technique. The role of patient skin preparation in 
aseptic technique is demonstrated in the following case.

32 NSQHS Standards (2nd edition) Preventing and Controlling Infections Standard
33 National Health and Medical Research Council (NHMRC) Australian Guidelines for the Prevention and Control of Infection in Healthcare (2019)

Case study

A man in his 70’s was admitted to hospital for heart valve replacement. 
During his recovery, the patient developed a blood stream infection 
which was confirmed to have developed from an infected sternal 
wound. The investigation identified that the man had been admitted 
on the day of his surgery and that a second antibacterial skin wash 
had not been undertaken as he had been called to theatre at short 
notice. Although the health service policy reflected the requirement for 
two skin washes, it was acknowledged that there was a need for this 
requirement to be prioritised. 
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 Medication Safety Clinical Incidents

34 NSQHS Standards (2nd ed) Medication Safety Standard

Medications (medicines) are the most frequent form of treatment used 
in health care and as such tend to be more frequently involved in clinical 
incidents than other forms of treatment. While the appropriate use of 
medications can provide substantial benefits to patients, when errors 
occur the adverse effects can be significant. There are many factors that 
may contribute to medication-related clinical incidents, including issues at 
the points of prescribing, dispensing, and administration; factors such as 
incorrect medications, doses, and timing of administration.

The intention of the NSQHS Medication Safety Standard is to ensure 
clinicians are competent to safely prescribe, dispense and administer 
appropriate medicines and to monitor medicine use, and that consumers are 
informed about medicines and understand their individual medicine needs 
and risks. 

Standardising and systemising processes can improve medication safety by 
minimising medication incidents. Other recognised solutions for reducing 
common causes of medication incidents include: improving governance 
and quality measures relating to medication safety, improving clinician-
workforce communication and clinical handover, improving clinician-patient 
communication and partnership, using technology to support information 
recording and transfer, and providing better access to patient information 
and clinical decision support.34

Medication-related clinical incidents are captured under the Tier One 
category in Datix CIMS that includes medications, biologics and fluids. 
During 2020/21, there were 8,415 medication incidents notified of which 
8,015 were confirmed at the time of this report. Medication-related clinical 
incidents represented 24.4% of all clinical incidents notified in this period. 
More than ninety percent of medication-related incidents were confirmed 
as SAC 3 clinical incidents, however there were 44 medication-related 
incidents confirmed as SAC 1, which is a marked increase from the 12 SAC 
1 medication incidents confirmed in 2019/20 (see Figure 14).

Figure 14: Medication Clinical Incidents by SAC Rating for 2020/21
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Males accounted for 50.1% (n=3,783) of patients involved in confirmed 
medication-related clinical incidents in 2020/21, with females making up 
49.9% (n=3,770; data unavailable in 166 medication safety incidents). One 
patient did not identify as either male or female. Patient ages ranged from 
0-102 years with a median age of 64 years.

Aboriginal and Torres Strait Islander persons accounted for 10.7% (n=797; 
data not recorded in 256 medication safety incidents) of patients involved 
in confirmed medication clinical incidents in 2020/21. Both the overall 
proportion of Aboriginal and Torres Strait Islander persons involved and 
the distribution of Aboriginal and Torres Strait Islander persons by age was 
similar to that seen for all confirmed incidents over this period.

In 2020/21, 10.7% (n=824) of patients involved in confirmed medication 
clinical incidents were identified as voluntary, involuntary or referred mental 
health patients under the Mental Health Act 2014. In comparison, 17.0% 
of patients involved in all confirmed clinical incidents were mental health 
patients. 

During 2020/21, 79.2% of confirmed medication-related clinical incidents 
reported no harm to the patient and 17.0% reported a patient outcome 
of minor harm (see Figure 15). While the proportion of medication 
incidents reporting patient outcomes of serious harm or death is small, it 
is of concern that the number of patients severely harmed by medication 
incidents has increased from 8 in 2019/20 to 22 in this period.

Figure 15: Confirmed Medication Clinical Incidents by Patient Outcome for 
2020/21
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Note: Patient outcome missing data n=193; 2.4%

Encouragingly, half of the 44 medication-related SAC 1 clinical incidents 
confirmed during 2020/21 reported less severe patient outcomes than 
serious harm or death. Nine of these incidents reported the patient outcome 
as moderate harm, 5 reported minor harm, and 8 were near misses or led to 
no harm to the patient. A strong commitment to medication safety in the WA 
health system is demonstrated by the confirmation of these SAC 1 incidents. 
That is because they were recognised as SAC 1 incidents from the higher 
level of harm that could have occurred rather the actual harm that did occur. 

The General Medicine specialty reported the most medication-related 
incidents in 2020/21, followed by Psychiatry and General Surgery (see 
Figure 16). The specialties that most frequently reported medication 
incidents describing the patient outcome as serious harm or death were 
Oncology (n=4) and Emergency Medicine (n=3).
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Figure 16: Confirmed Medication Clinical Incidents by Most Frequent 
Treating Specialties for 2020/21
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Note: Treating specialty missing data n=216; 2.7%. Due to improvements in the capture 
of treating specialty information in the Datix CIMS this data is not directly comparable 
to previous editions of this report.

In the Datix CIMS, the Tier Two incident categories for medication-related 
clinical incidents reflect the part of the medication process at which the 
incident occurred. Review of this information for confirmed medication 
clinical incidents in 2020/21 showed that most incidents were reported to 
have occurred at the point of administration of medication to the patient 
(n=5,294; 66.1%), followed by the points of prescribing (n=1,364; 17.0%) 
and dispensing medication (n=678; 8.5%).

When the Tier Two incident categories for the 22 medication incidents 
that reported patient outcomes of serious harm or death were reviewed, it 
was found 12 incidents related to the administration of medication and 6 
incidents related to the prescribing of medication.

The 5 most frequent Tier Three incident categories in each of the 
administration, prescribing and dispensing parts of the medication process 
are shown in Figure 17. The Tier Three incident category most often reported 
was failure to administer medication to the patient, which accounted for 
19.5% of confirmed medication incidents in 2020/21. Within both the 
prescribing and dispensing parts of the medication process, the most 
frequent Tier Three incident category was related to an incorrect medication 
dose.

Across the three parts of the medication process, 11.2% of confirmed 
incidents (n=901) related to patients being prescribed, dispensed or 
administered an incorrect dose of medication, and 7.4% (n=591) related 
to patients being prescribed, dispensed or administered an incorrect 
medication or fluid.
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Figure 17: Most Frequent Confirmed Medication Clinical Incident Categories 
for 2020/21
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For medication incidents reporting a patient outcome of serious harm or 
death, the most frequent types of incident were medication prescribed 
for, or administered to the patient when contraindicated due to a medical 
condition, history of allergy, or an interaction with other medications the 
patient was taking (n=8). There were 6 incidents reporting a patient outcome 
of serious harm or death that described circumstances where the patient 
was prescribed or administered an excessive dose of medication.

The 10 most frequent categories of medication involved in confirmed clinical 
incidents in 2020/21 remained unchanged from the previous year, with 
opioid analgesics, antibacterials, anticoagulants and insulins most often 
involved (see Table 9).

For medication incidents reporting the patient outcome as serious harm or 
death, the most frequently involved medications were antibacterials (n=6), 
opioid analgesics (n=4), and anticoagulants (n=3).

Table 9: Most Frequent Categories of Medications Involved in Confirmed 
Clinical Incidents for 2020/21

Top Ten Medication Categories (n) (%)

Opioid analgesics (opioid based pain relievers) 964 12.0

Antibacterials (antibiotics) 810 10.1

Anticoagulants (blood thinning medications) 546 6.8

Insulins (medications used for diabetes) 527 6.6

Antipsychotics (medications for major 
psychiatric disorders) 403 5.0

Antihypertensives (medications for high blood 
pressure) 324 4.0

Non-opioid analgesics (non-opioid pain relievers) 301 3.8

Medications for anxiety and sleep disorders 230 2.9

Antiepileptics (medications for epilepsy) 200 2.5

Antidepressants (medications for depression) 183 2.3

Total 4,488 56.0
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Communication issues were the most commonly identified contributory 
factor in medication-related clinical incidents investigated in 2020/21, being 
found in 30.3% of closed incidents (see Figure 18). This was followed by 
issues with policies, procedures and guidelines which were found in 26.5% 
of medication incidents investigated in this period.

Figure 18: Most Frequent Contributory Factors for Closed Medication Clinical 
Incidents for 2020/21
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Review of the incidents and contributory factors for medication-related 
incidents reporting a patient outcome of serious harm or death showed 
several incidents where the patient was prescribed or administered a 
medication that was contraindicated for them. The themes apparent in these 
incidents included:

* Inconsistencies in the naming and detailing of medication allergies 
and resultant reactions in health care records, including medication 
charts

* Inconsistencies in the communication of information about medication 
allergies to patients

* Prescribing medications by brand name rather than active ingredient 
name

* Lack of staff knowledge about the components of multi-ingredient 
medications and insufficient checking of this before prescribing or 
administering medication

* Best practice guidelines for selecting alternate medication in the case 
of a known allergy not followed

* The risk associated with administration of medications with potential 
cross-reactivity in smaller sites that have limited resources to manage 
anaphylaxis

* Incomplete handover of patient care within or between health care 
providers

* Incomplete review of test results from monitoring therapy and 
insufficient escalation of out-of-range test results.
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A number of these themes were apparent in two incidents involving the 
antibiotic medication Tazocin® which contains a combination of piperacillin 
(a penicillin) and tazobactam:

Case study

In the first case, a patient presented to an emergency department with 
a lump on her foot. This was thought to be an abscess, which was 
drained in the emergency department before she was discharged home. 
The patient’s severe allergy to penicillins was correctly documented in 
her medical record and the patient was discharged from the emergency 
department with an appropriate non-standard antibiotic and a plan to 
be reviewed by the orthopaedic clinic in a few days. At the follow-up 
appointment, the wound was cleaned and re-dressed, and the patient 
was advised to keep taking her antibiotics and return in one week.

At this subsequent appointment, it was decided the patient should 
be directly admitted to the surgical ward as she required intravenous 
antibiotics for the infection in her foot, however, neither the patient’s 
allergy to penicillins nor her existing antibiotic treatment were 
documented in the medical notes by the Orthopaedic Clinic. The doctor 
admitting the patient to the surgical ward recorded that the patient 
had an allergy to penicillins, however the plan documented in the 
medical notes included giving the patient Tazocin®. The patient’s allergy 
to penicillin was clearly recorded on the inpatient medication chart, 
however the medication was prescribed as Tazocin® and staff failed to 
recognise this as an issue. Within two minutes of the commencement 
of the antibiotic, the patient began to develop symptoms of anaphylaxis 
that required the immediate administration of adrenaline and transfer of 
the patient to the intensive care unit.

Case study

In the second incident, a patient in her late-sixties presented to a small 
hospital with what was thought to be an infected big toe that may be 
leading to sepsis. The patient had previously developed a rash when 
taking amoxicillin (a penicillin antibiotic) and while this was considered 
a risk, a clincial decision was made that it was best to commence 
intravenous piperacillin and tazobactam at the small hospital. The 
patient quickly developed symptoms of anaphylaxis which required 
immediate treatment with adrenaline and transfer via air to a larger 
hospital for ongoing management of the reaction.

The investigation found that best-practice guidance for selecting an 
alternate antibiotic in case of allergy to penicillin was not followed and 
highlighted the difficulty in managing severe reactions to medications in 
small hospitals that have limited resources.
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Several incidents describing a patient outcome of serious harm or death 
were noted to involve incorrect and excessive doses of medication being 
prescribed for or administered to the patient. The main themes seen in 
contributory factors in these incidents included:

* Issues with documentation, such as the correct dose being recorded 
in the patient’s medical record but then incorrectly transcribed into the 
medication chart or prescription

* Triggers for recognising unusual doses of medication were missed 
resulting in lack of escalation for review of the dose

* Policies for medication administration were not followed by staff, such 
as following the six rights of safe medication administration35 and the 
use of independent double checks for high-risk medications.

Several of these factors were seen in the following incident:

Case study

A patient in her sixties was admitted for surgery on an existing 
prosthetic heart valve. The patient was taking multiple medications 
including ramipril 1.25mg per day and furosemide 40mg twice daily. 
While the patient’s medications were correctly recorded in the digital 
medical record, there was a transcription error in the medication chart 
which saw the ramipril dose prescribed as 40mg per day (32 times the 
intended dose). Important triggers for recognising an unusual dose, 
including the dose not being underlined and initialled by the prescriber 
and the large number of dosage units required (eight 5mg tablets) 
were not picked up by staff and led to the incorrect dose of ramipril 
being administered to the patient. The investigation also noted that 
an electronic prescribing and medicines administration system that 
includes decision support and can highlight unusual or excessive doses 
could have helped to prevent this incident.

35 The six rights of safe medication administration
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Key Messages and Information: Medication Safety Clinical 
Incidents

In 2020/21, medication-related clinical incidents accounted for nearly one-
quarter of incidents notified across the WA health system, which continues 
the trend seen in previous years. Concerningly, this year there has been a 
noticeable increase in the number of medication incidents reporting the 
patient outcome as serious harm or death.

While the most common category of medication-related clinical incident 
was a failure to administer medication, more than 80% of these incidents 
(n=1,270) reported that no harm resulted to the patient. The highest levels 
of harm to patients occurred in circumstances where patients received a 
medication that was contraindicated for them (due to a medical condition, 
history of allergy, or an interaction with other medications) or an excessive 
dose of medication. 

The potential confusion that can occur when brand names are used to 
prescribe medications is well recognised, particularly with penicillins. The 
Penicillins in disguise 36 poster reminds staff to always check for penicillin 
allergy when a patient is prescribed medications such as Augmentin®, 
Tazocin® or Timentin®.

Staff administering medications to patients should also be mindful that if 
more than three dosage units (tablets, ampoules etc.) of any medication are 
required this may indicate that a prescribing error has occurred and the dose 
should be checked against references or guidelines and confirmed with the 
prescriber if found to be outside the usual dosage range.

36 Penicillins in disguise
37 NSQHS Standards (2nd ed) Medication Safety Standard – Action 4.15 High-risk medicines
38 MP 0131/20 High Risk Medication Policy
39 Guidelines for Managing Specific High Risk Medications Relevant to the Organisation

The categories of medications involved in clinical incidents continues to 
follow the pattern seen in previous years, with four high-risk medication 
groups (opioid analgesics, antibacterials, anticoagulants and insulins) most 
often involved. These four types of medication accounted for 35.5% of 
confirmed medication-related clinical incidents in 2020/21 and 13 of the 
22 incidents that reported a patient outcome of serious harm or death. The 
second edition of the NSQHS Standards recognises the danger that high-
risk medications can pose and requires hospitals and health services to 
identify the high-risk medications used within the organisation and put in 
place systems to prescribe, dispense and administer high-risk medications 
safely.37

In the WA health system, the High Risk Medication Policy 38 establishes the 
minimum requirements for the safe management of high-risk medications. 
The associated Guidelines for Managing Specific High Risk Medications 
Relevant to the Organisation39 provides valuable information to improve 
patient safety by providing risk reduction strategies and best-practice 
recommendations for prescribing, dispensing, administering and monitoring 
specific high-risk medications. Two aspects covered in these guidelines 
relate to standardising the prescribing of medication to children and 
monitoring patients receiving high-risk medications, which were identified 
as areas for improvement during the investigation of the following incidents, 
which both reported the patient outcome as serious harm:
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Case study

In the first case, an infant less than one-month old was brought to an 
emergency department with an eye infection that had not responded to 
topical treatment. A swab was taken which identified the presence of 
Methicillin-resistant Staphylococcus aureus (MRSA). The results were 
discussed with an infectious disease team who advised treatment with 
a combination antibiotic containing trimethoprim and sulfamethoxazole 
equivalent to 3mg of trimethoprim per kilogram of body weight given 
twice daily. The prescriber correctly calculated and recorded in the 
medical record a dose equivalent to 11.5mg of trimethoprim twice 
daily, however this was incorrectly transcribed to the prescription form 
as a dose of 11.5mL twice daily. While the community pharmacy that 
received the prescription identified the unusual dose and contacted 
the prescriber to discuss it, this safety mechanism failed to prevent 
the error reaching the patient on this occasion, resulting in the infant 
receiving an eight-fold dosage error.

Investigation of the incident identified that key aspects of the ACSQHC’s 
Position statement on paediatric prescribing 40 were not followed in 
this case, such as including the basis for the calculation of the dose 
(i.e. dose per kilogram of body weight) and the dose in units of mass 
(i.e. milligrams rather than millilitres) on the prescription. It was also 
noted that the Commonwealth-issued PBS prescription form used 
in the emergency department does not embed the principles for 
safe prescribing of medicines to children described in the ACSQHC’s 
position statement.

40 ACSQHC Position statement on paediatric prescribing

Case study

In the second case, a patient receiving the medication trastuzumab 
for the treatment of breast cancer was referred to the cancer centre 
at a public hospital for ongoing treatment. This medication has the 
potential to cause liver side-effects, and so requires monitoring of 
patients’ liver function while being treated. The patient’s treatment was 
originally commenced interstate and had continued at a private hospital 
in WA before her referral to the cancer centre. While a series of blood 
tests were done before her next cycle of treatment, the results of her 
liver function tests had not been fully reviewed by medical staff, and 
comments in the patient’s notes regarding her electrolyte levels were 
misinterpreted as meaning the other test results, including her liver 
function, were within the acceptable range. The patient’s liver function 
results were out-of-range, treatment went ahead when it was not safe to 
do so, and she was later diagnosed with acute liver failure.

Investigation of this incident identified there were gaps in the 
information handed over to the public hospital regarding the patient’s 
treatment, including a lack of historical blood test results that would 
have indicated her baseline liver function. Gaps in local policies and 
guidelines, and the lack of escalation of the out-of-range test results 
for review by a consultant medical oncologist were also identified as 
contributing to this incident. 
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 Comprehensive Care Clinical Incidents

41 NSQHS Standards (2nd ed) Comprehensive Care Standard

The Comprehensive Care Standard in the second edition of the NSQHS 
Standards intends to ensure that:

* Patients receive coordinated delivery of the total health care required 
or requested by the patient that is aligned with the patient’s expressed 
goals of care and health care needs, considers the effect of the 
patient’s health issues on their life and wellbeing, and is clinically 
appropriate.

* Risks of harm for patients during health care are prevented and 
managed, with clinicians identifying patients at risk of specific harm 
during health care by applying relevant and robust screening and 
assessment processes.41

The purpose of the Comprehensive Care Standard is to address the systemic 
issues that underlie many adverse events that occur in health care. These 
issues often include failures to provide continuous and collaborative care; 
of staff to communicate and work effectively as a health care team; and to 
work in partnership with patients, carers and families to adequately identify, 
assess and manage patients’ clinical risks, and find out their preferences for 
care.

Proper implementation of the Comprehensive Care Standard requires health 
care providers to partner with patients in their own care and safely manage 
transitions of care (both within and between hospitals and health services). 
As such, there is a strong link between the delivery of comprehensive care 
with the Partnering with Consumers Standard and the Communicating for 
Safety Standard of the second edition of the NSQHS Standards.

The Comprehensive Care Standard identifies six specific areas where 
targeted, best-practice strategies can be implemented to minimise the risk 
of harm to patients. These areas are: 

* pressure injuries
* falls
* poor nutrition and malnutrition
* cognitive impairment
* unpredictable behaviours
* restrictive practices. 

While each of these may be seen as a discrete area of risk, it is important 
to recognise that for many patients, a particular risk factor may make 
them more likely to suffer more than one of these adverse events, as 
demonstrated by the following case study.
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Case study

A 75-year-old male patient in a residential aged-care facility (RACF) was 
identified as having several risk factors for the development of pressure 
injuries. These included limited mobility, in part due to his dependence 
on oxygen, and non-compliance with measures to help prevent pressure 
injuries. A care plan for monitoring the patient for pressure injuries was 
in place and falls risk assessments were performed regularly.

The man suffered a fall in the dining room of the RACF resulting in 
both a fractured neck of femur and an intracranial bleed. Due to the 
man’s risk factors for surgery the decision was taken in consultation 
with him and his family to manage the fracture conservatively and he 
was transferred back to the RACF two months later. Investigation of 
the events surrounding the fall identified that post-fall protocols for 
reassessment of the patient had not been followed after previous falls 
at the RACF.

Following his return to the RACF the patient was reluctant to get out 
of bed and subsequently developed several pressure injuries. These 
pressure injuries were significantly contributed to by his reduced 
mobility following the fall and declining nutritional status.

Clinical incidents related to comprehensive care are captured under various 
Tier One, Two and Three categories in the Datix CIMS.42 Data in this report 
is presented for all incidents related to comprehensive care as well as for 
incidents specifically related to pressure injuries, falls and unpredictable 
behaviours. Due to the small number of reported incidents that relate to 
restrictive practices, and poor nutrition and malnutrition, analysis of these 
sub-categories is limited.

42 The proprietary three-tiered Datix CIMS clinical incident classification (CCS2) was reviewed by the State Datix Committee in 2019, with codes relevant to the NSQHS Standards (2nd ed) agreed. NSQHS 
Standards (2nd ed) data are comparable to the 2020 edition of this report but not earlier editions. Details of the Datix CIMS CCS2 codes associated with the NSQHS Standards (2nd ed) can be provided on 
request.

As cognitive impairment is not a clinical incident, identification of incidents 
related to cognitive impairment from the Datix CIMS Tier One, Two and 
Three categories is not possible. Consequently, data for clinical incidents 
related to cognitive impairment is only included in this report in relation to 
falls risk factors.

During 2020/21, there were 11,389 clinical incidents related to 
comprehensive care notified with 10,952 of these incidents confirmed at 
the time of this report. Incidents related to comprehensive care accounted 
for 33.0% of all clinical incidents notified in this period. Most clinical 
incidents related to comprehensive care were categorised as SAC 3 
incidents (82.9%), with 11.8% confirmed as SAC 2, and 1.5% confirmed 
as SAC 1 (see Figure 19).

Figure 19: Comprehensive Care Clinical Incidents by SAC Rating for 2020/21
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Table 10 shows patient falls continue to be the most frequently reported 
sub-category of clinical incidents related to comprehensive care, accounting 
for more than half of confirmed incidents associated with this NSQHS 
Standard in 2020/21. The next most frequently reported sub-categories 
were unpredictable behaviours and pressure injuries. Falls and unpredictable 
behaviours accounted for almost all confirmed SAC 1 incidents related to 
comprehensive care in this period.

Table 10: Confirmed Comprehensive Care Clinical Incidents by Sub-category 
and SAC Rating for 2020/21

Comprehensive Care 
Sub-categories SAC 1 SAC 2 SAC 3 Total

Falls 87 234 5,390 5,711

Unpredictable behaviours 85 987 1,727 2,799

Pressure injuries 2 88 2,250 2,340

Restrictive practices 1 29 42 72

Poor nutrition and 
malnutrition   - 1 29 30

Total 175 1,339 9,438 10,952

Note: Incidents related to the cognitive impairment sub-category of comprehensive 
care are not captured in the Datix CIMS incident classification (CCS2) as cognitive 
impairment is not a clinical incident.

In 2020/21, most confirmed clinical incidents related to comprehensive 
care reported a patient outcome of either no harm (48.4%) or minor harm 
(45.2%). There were 150 incidents that described the patient outcome as 
death or serious harm, representing 1.4% of confirmed incidents related 
to this NSQHS Standard (see Figure 20). Apart from 2 cases of pressure 

injury and 1 incident related to restrictive practices, the sub-categories of 
falls (n=86) and unpredictable behaviours (n=61) accounted for all patient 
outcomes of serious harm and death.

Figure 20: Confirmed Comprehensive Care Clinical Incidents by Patient 
Outcome for 2020/21
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Notes: Patient outcome missing data n=238; 2.2%. Incidents related to the cognitive 
impairment sub-category of comprehensive care are not captured in the Datix CIMS as 
cognitive impairment is not a clinical incident.

Males accounted for 54.0% (n=5,918) of patients involved in confirmed 
comprehensive care clinical incidents in 2020/21, with females making up 
46.0% (n=5,043; data not recorded in 139 comprehensive care incidents). 
Patients involved in comprehensive care clinical incidents were aged 
0-105 years with a median age of 68 years. A bias towards female patient 
involvement (68.9%) was seen in comprehensive care clinical incidents 
affecting patients in the 15-24 years age group, which was almost entirely 
attributable to incidents related to the unpredictable behaviours sub-category.
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Figure 21 shows the number of patients involved in comprehensive care 
incident sub-categories within each age group during 2020/21. This shows 
pressure injuries to be the most common sub-category of incident related 
to comprehensive care in patients aged 0-4 years. Unpredictable behaviours 
were the most frequently reported sub-category in patients aged 15-44 
years, while falls were most commonly reported for patients aged 45 years 
and above.

Figure 21: Patients Involved in Confirmed Comprehensive Care Clinical 
Incidents by Age Group and Sub-category for 2020/21
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Notes: Patient age missing data n=173; a clinical incident may affect multiple patients. 
Incidents related to the cognitive impairment sub-category of comprehensive care are 
not captured in the Datix CIMS incident classification (CCS2) as cognitive impairment is 
not a clinical incident.

In 2020/21, Aboriginal and Torres Strait Islander persons accounted 
for 9.3% of patients involved in confirmed comprehensive care clinical 
incidents (n=1,008; data not recorded in 291 comprehensive care 
incidents). The proportion of Aboriginal and Torres Strait Islander persons 
involved was higher in the unpredictable behaviours (n=508; 17.6%) and 
restrictive practices (n=11; 16.4%) sub-categories of incidents related to 
comprehensive care, and lower in the falls, pressure injuries, and poor 
nutrition and malnutrition sub-categories.

The involvement of mental health patients in incidents related to 
comprehensive care was highly dependent on the sub-category of incident. 
Low proportions of mental health patients were seen within the sub-categories 
for falls, poor nutrition and malnutrition, and pressure injuries. However, 
86.0% (n=2,534) of patients involved in confirmed incidents related to 
unpredictable behaviours, and 62.9% (n=44) of patients involved in incidents 
related to restrictive practices were identified as voluntary, involuntary or 
referred mental health patients under the Mental Health Act 2014.
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Falls Clinical Incidents

While falls can occur at any age, the risk of falling and the harm that results 
from falls varies from patient-to-patient due to a range of factors such as 
balance, muscle strength, bone density, and the medicines the patient is 
taking. The Comprehensive Care Standard43 requires that:

* Health service organisations have systems that are consistent with 
best-practice guidelines for falls prevention, minimising harm from 
falls and post-fall management

* Health service organisations ensure equipment, devices and tools are 
available to promote safe mobility and manage the risk of falls

* Clinicians provide information about reducing falls risks and falls 
prevention strategies to patients at risk of falls and their carers and 
families.

In 2020/21, there were 5,961 falls clinical incidents notified with 5,711 falls 
incidents confirmed at the time of this report. Falls incidents accounted for 
17.3% of all clinical incidents reported in this period. Almost two-thirds 
of confirmed falls clinical incidents (n=3,734; 65.4%) were categorised as 
“suspected slips/trips/falls” in the Datix CIMS as they were unwitnessed.

Males accounted for 57.0% (n=3,214) of patients involved in confirmed 
falls clinical incidents, with females making up 43.0% (n=2,424; data not 
recorded in 72 falls incidents). Ages ranged from 0-105 years with a median 
age of 75 years.

Aboriginal and Torres Strait Islander persons accounted for 6.6% (n=364) of 
patients involved in confirmed falls incidents in 2020/21. Patients identified 
as voluntary, involuntary or referred mental health patients under the Mental 
Health Act 2014 accounted for 10.7% (n=608) of patients involved in these 
incidents.

43 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Preventing falls and harm from falls

While most confirmed falls clinical incidents during 2020/21 reported the 
patient outcome as no harm (55.7%) or minor harm (38.6%), it remains 
of concern that 70 incidents described serious harm to the patient, and 16 
incidents reported an outcome of death (see Figure 22).

Figure 22: Confirmed Falls Clinical Incidents by Patient Outcome for 2020/21
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The General Medicine specialty reported the highest frequency of falls 
incidents in 2020/21 (n=1,663; 29.1%), followed by Rehabilitative Medicine 
(n=660; 11.6%) and Gerontology (n=541; 9.5%). Figure 23 shows that these 
three specialties also most often reported falls incidents describing a patient 
outcome of death or serious harm.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices

https://www.safetyandquality.gov.au/standards/nsqhs-standards/comprehensive-care-standard/minimising-patient-harm


55

Figure 23: Confirmed Falls Clinical Incidents reporting Patient Outcomes of 
Death or Serious Harm by Most Frequent Treating Specialties for 2020/21
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Note: Due to improvements in the capture of treating specialty information in the Datix 
CIMS this data is not directly comparable to previous editions of this report.

The height from which the patient fell was most often classified as a low fall 
from a height of less than 0.5 metres (n=2,053; 35.9% of confirmed falls 
incidents). A further 32.3% (n=1,842) of falls were reported to have been 
from a standing position, and 13.6% (n=778) were medium falls from a 
height of 0.5-1 metre (missing/unknown height of fall data n=985; 17.2%). 
There were 36 (41.9%) of the 86 falls incidents reporting a patient outcome 
of serious harm or death that were falls from a standing position.

In 2020/21, falls continued to occur most often when patients were walking, 
attempting to sit or stand, or using/attempting to use the toilet (see Table 
11). Falls incidents reporting a patient outcome of serious harm or death 
most often reported the activity at the time of the fall to be walking (n=17; 
19.8%), toileting or attempting to toilet (n=15; 17.4%) and getting in or out 
of bed (n=12; 14.0%).

Table 11: Confirmed Falls Clinical Incidents by Most Frequent Activities at 
Time of Fall for 2020/21

Activity at Time of Fall (n) (%)

Walking 1,182 20.7

Attempting to sit/stand 979 17.1

Toileting or attempting to toilet 811 14.2

Getting in/out of bed 694 12.2

Bending/leaning/reaching over 426   7.5

Total 4,092 71.7

Note: Activity at time of fall missing data n=486; 8.5%
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Places where falls incidents occurred most frequently in 2020/21 continued 
to be at the bedside, in a ward setting, and in a bathroom (see Table 12). 
Falls incidents reporting a patient outcome of serious harm or death most 
often occurred in a bathroom (n=30; 34.9%) or at the bedside (n=24; 27.9%).

Table 12: Confirmed Falls Clinical Incidents by Most Frequent Places Where 
Fall Occurred for 2020/21

Place of Fall (n) (%)

Bed 1,972 34.5

Ward 1,638 28.7

Bathroom 1,199 21.0

Grounds 151 2.6

Dining Room 132 2.3

Total 5,092 89.2

Note: Place of fall missing data n=329; 5.8%

Most falls incidents (n=3,666; 64.2%) were reported as having an unknown 
mechanism as to why the patient fell, which aligns closely with the 
number of incidents classified as suspected slips/trips/falls. Slipping on a 
usually wet or slippery floor, for example a bathroom (n=769; 13.5%) and 
tripping over an object (n=326; 5.7%) were the most frequently identified 
mechanisms for falls (missing mechanism of fall data n=699; 12.2%). There 
were 6 patients who sustained serious harm and 1 patient died after slipping 
on a usually wet or slippery floor.

Most patients who sustained a fall (91.2%; n=5,209) were reported to have a 
falls risk assessment in place, with 48.4% (n=2,523) of patients having had 
their most recent falls risk assessment completed within the last 24 hours, 
and 26.7% (n=1,393) within the last week.

It was reported that 42.5% of patients who fell had experienced at least one 
fall within the last six months, and 24.7% had fallen or had a near miss 
during their current admission. No falls history was reported in 30.1% of 
confirmed falls incidents in 2020/21 (see Figure 24).

Figure 24: Confirmed Falls Clinical Incidents by Falls History Risk Factors for 
2020/21

1,718 

1,048 

1,410 

2,428 

0 500 1,000 1,500 2,000 2,500

No falls history (30.1%)

Admitted as a
result of a fall (18.4%)

Fall or near miss during
current admission (24.7%)

One or more falls in the
last six months (42.5%)

Note: Falls history risk factors missing data n=403; 7.1%. A patient involved in a falls 
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refinement of the data analysis methodology.
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Investigation of falls clinical incidents in 2020/21 identified that patient 
factors continue to be the most frequent contributory factor, being found in 
almost three-quarters of closed falls incidents (see Figure 25). Issues with 
communication were identified in 16.3% of completed falls investigations, 
and in nearly three-quarters of these incidents the investigation found 
problems with communication between staff and the patient, family 
members or carers (n=614).

Figure 25: Most Frequent Contributory Factors for Closed Falls Clinical 
Incidents for 2020/21
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The falls risk factors, documented in incidents where patient factors were 
identified as contributory, show that the most common risk factors for falls 
continue to be patients having poor balance and those taking more than 5 
prescribed medications (see Table 13). These were also the falls risk factors 
most often found in falls incidents with a patient outcome of serious harm 
or death.

Table 13: Most Frequent Falls Risk Factors for Closed Falls Clinical Incidents 
Where Patient Factors Contributed for 2020/21

Falls Risk Factors (n) (%)

Poor balance/unsteady 2,542 67.3

Taking more than 5 prescribed medications 
(polypharmacy) 1,861 49.2

Requires walking aid or similar  
(e.g. crutches, walking frame) 1,647 43.6

Requires assistance to mobilise 1,598 42.3

Requires standby assistance 1,469 38.9

Dementia/cognitive impairment 1,378 36.5

Difficulty communicating or following 
instructions 1,095 29.0

Weakness/generalised muscular weakness 1,080 28.6

Delirium, anxiety or agitation 1,070 28.3

Taking psychoactive medications  
(e.g. antidepressants or benzodiazepines)    742 19.6

Note: Falls risk factors missing data n=83; 2.2%. A patient involved in a falls clinical 
incident may have more than one falls risk factor.
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Review of contributory factors in the 72 closed falls incidents that reported a 
patient outcome of serious harm or death showed that while patient factors 
(n=58) and communication factors (n=48) were most often identified, the 
next most frequent contributory factor was issues with policies, procedures 
and guidelines (n=31).

Review of the communication and policies, procedures and guidelines 
contributory factors in falls incidents with outcomes of serious harm or 
death found common themes including:

* Assessment of the patient not performed, delayed or incomplete/
insufficient, including assessment for delirium and/or cognitive state

* Inadequate documentation of patient assessments and/or falls 
interventions

* Re-assessment of the patient not actioned in response to a change in 
their condition

* Falls interventions not put in place, including referrals for further 
assessment, for example by physiotherapy, occupational therapy and/
or pharmacy

* Insufficient handover of the patient’s falls risk and/or interventions 
between hospitals/ services, between the emergency department and 
the ward, and between staff

* Insufficient communication with the patient, family and carers, 
including gathering collateral information regarding the patient

* Inadequate escalation of care after an inpatient fall
* Policies for assessment, documentation, handover and post-fall 

management of the patient not adhered to or incorrectly applied
* Lack of appropriate policies, or deficiencies in policies and procedures.

In 2020/21 it was also noted that several falls incidents, reporting patient 
outcomes of serious harm or death, identified inappropriate use of bed rails 
as having contributed. For some patients, the use of bed rails may increase 
the risk of a fall from bed or sustaining a severe injury because of such a 
fall. The following case describes one such event.

Case study

An elderly woman was admitted to hospital and underwent a partial 
hip replacement to repair a fractured neck of femur following a fall 
while shopping with her husband. The woman had multiple falls risks 
including a history of falls, dementia, multiple medical conditions, and 
a recent decline that had also seen significant weight loss. Two days 
after her surgery the woman was transferred to another hospital for 
rehabilitation. Two weeks later, the woman fell from the bed at night 
having climbed over or around the bed rails and sustained a fracture to 
her other hip.

Key Messages and Information: Falls Clinical Incidents

While most falls clinical incidents in 2020/21 had a patient outcome of no 
or minor harm, it is still of concern that systems were not in place or failed 
to prevent falls that resulted in the death of 16 patients in the WA health 
system; an increase from 12 falls-related deaths in 2019/20. As a patient’s 
condition can change rapidly, re-assessment is key when there has been a 
change in condition and/or treatment to ensure that each patient’s individual 
risk factors are noted, and that their falls management plan is updated 
accordingly.

While patient factors can play a significant part in falls, good communication 
has a vital role in falls prevention. This includes communication between 
staff when assessing risks, developing care plans and delivering care, as well 
as communication between staff and the patient, their families and carers.
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A comprehensive assessment should address the complexity of a patient’s 
clinical presentation and their risks, and these risks must be communicated 
to all staff caring for the patient. For example, when a patient with a known 
falls risk requires clinical investigations in another location, the falls risk 
must be communicated to staff in that location, as shown in the following 
case study.

Case study

An elderly man with a complex medical history was admitted to hospital 
with worsening shortness of breath from suspected pneumonia. 
The man was assessed as unsteady while using a walking stick and 
needed standby assistance. A short stay in the geriatric evaluation and 
management unit was planned as he was not safe for discharge. The 
man was taken to radiology for a routine chest X-ray, but his falls risk 
was not communicated. While waiting for his X-ray the man needed to 
go to the toilet. The man was escorted to a public toilet which was not 
set up for people with high care needs and had no handrail or call bell 
in place. The man fell and hit his head and a CT scan showed a subdural 
haematoma. The man was assessed as not suitable for neurosurgery. 
His condition deteriorated and he sadly died the next day.

Further, when conducting a comprehensive risk assessment and developing 
a management plan, consideration should be given to the cognitive (e.g. 
delirium, cognitive impairment), medical (e.g. current medications), and 
physical factors (e.g. continence issues, mobility) that may contribute to a 
patient’s risk of experiencing a fall. The risk management plan should be 
monitored for its effectiveness in achieving the goals of care and should be 
reassessed and updated in accordance with the patient’s changing needs.

Falls prevention and risk management should be a collaborative practice 
involving input from patients, families, carers, and multi-disciplinary teams. 
All involved should agree on the management plan and goals of care, and 
each episode of care should be considered in the context of the patient’s 
continuum of care. As such, when planning discharge from hospital, 
appropriate referrals (e.g. occupational therapy, physiotherapy) should 
be made to maximise in-home safety post-discharge. Patients, families, 
and carers should also be educated on recognising falls risk factors and 
implementing falls prevention strategies. The importance of assessing the 
patient’s home environment with input from the family is demonstrated by 
the following case.

Case study

A woman in her seventies was admitted to Hospital in the Home 
(HiTH) following a hospital admission for a relapse of a longstanding 
mental health condition. The woman was assessed as having mobility, 
functional ability, medication-related, and continence-related falls 
risk factors. The woman had a fall in her garden and was brought to 
an emergency department for assessment. There were no significant 
injuries apart from bruising. The woman’s daughter expressed concern 
about the level of support that the HiTH team were able to provide, 
however the woman was sent home with ongoing HiTH support. A few 
days later the woman fell again at home and sustained a fractured neck 
of femur.

The investigation found that while the HiTH team responded well to the 
first fall, including educating the patient and her daughter about her 
medications and updating her falls risk, the patient’s management plan 
was not updated promptly and the approach to rostering and patient 
allocation in the HiTH service did not always optimise continuity of care.
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Pressure Injury Clinical Incidents

The National Pressure Injury Advisory Panel (NPIAP) defines pressure 
injuries as localised damage to the skin and underlying soft tissue usually 
over a bony prominence or related to a medical or other device. The injury 
can present as intact skin or an open ulcer and may be painful. The injury 
occurs as a result of intense and/or prolonged pressure or pressure in 
combination with shear. The tolerance of soft tissue for pressure and shear 
may also be affected by microclimate, nutrition, perfusion, co-morbidities 
and condition of the soft tissue.44

There are several stages of pressure injury development:

* Stage 1: Non-blanchable erythema of intact skin
* Stage 2: Partial-thickness skin loss with exposed dermis
* Stage 3: Full-thickness skin loss
* Stage 4: Full-thickness skin and tissue loss
* Unstageable Pressure Injury: Obscured full-thickness skin and  

tissue loss
* Deep Tissue Pressure Injury: Persistent non-blanchable deep red, 

maroon or purple discoloration.

The NPIAP has also published other definitions relating to pressure injuries:

* Medical Device Related Pressure Injury: Results from the use of 
devices designed and applied for diagnostic or therapeutic purposes. 
The resultant pressure injury generally conforms to the pattern or 
shape of the device. The injury should be staged using the staging 
system.

* Mucosal Membrane Pressure Injury: Found on mucous membranes 
with a history of a medical device in use at the location of the injury. 
Due to the anatomy of the tissue these ulcers cannot be staged.

44 NPIAP Pressure injury stages
45 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Preventing and managing pressure injuries

The Comprehensive Care Standard45 requires that:

* Health service organisations have systems in place that are consistent 
with best-practice guidelines for pressure injury prevention and wound 
management

* Health service organisations use equipment, devices and products 
to prevent and effectively manage pressure injuries, and provide 
information about prevention to patients at risk of pressure injuries 
and their carers and families 

* Clinicians conduct comprehensive skin inspections in line with best-
practice time frames and frequency for patients at risk of developing 
or having pressure injuries.

In 2020/21, there were 2,471 pressure injury clinical incidents notified 
with 2,340 incidents confirmed at the time of this report. Pressure injury 
incidents accounted for 7.2% of all clinical incidents reported in this period.

Pressure injuries are largely considered avoidable and 64.3% (n=1,504) of 
confirmed pressure injury clinical incidents in 2020/21 related to pressure 
injuries that were not present at the time of admission of the patient. 
Pressure injuries that were present on admission (n=363; 15.5%) are 
regarded as clinical incidents where they were found to have deteriorated 
after admission, preventative/therapeutic interventions were not performed 
or were provided but not effective, or skin inspections and risk assessments 
were delayed or not performed.

Males accounted for 55.0% (n=1,266) of patients involved in confirmed 
pressure injury clinical incidents in 2020/21, with females making up 45.0% 
(n=1,037; data not recorded in 35 pressure injury incidents). Patient ages 
ranged from 0-105 years with a median age of 74 years. 
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Aboriginal and Torres Strait Islander persons accounted for 5.4% (n=123) of 
patients involved in confirmed pressure injury incidents during this period, 
and 1.5% (n=34) of patients were identified as voluntary, involuntary or 
referred mental health patients under the Mental Health Act 2014.

Pressure Injuries Not Present on Admission

Most clinical incidents related to pressure injuries acquired after admission 
reported the patient outcome as minor harm (see Figure 26). There were 57 
of these incidents that reported a patient outcome of moderate harm and 2 
reported an outcome of serious harm.

Figure 26: Confirmed Clinical Incidents Related to Pressure Injuries Not 
Present on Admission by Patient Outcome for 2020/21

177 

1,230 

57 

2 

0 

0 200 400 600 800 1,000 1,200 1,400

No harm (11.8%)

Minor harm (81.8%)

Moderate harm (3.8%)

Serious harm (0.1%)

Death (0.0%)

Note: Patient outcome missing data n=38; 2.5%

For incidents that were related to pressure injuries that were acquired in 
hospital and with outcomes of serious or moderate harm, General Medicine, 
Gerontology and Orthopaedics were the treating specialties that reported the 
most incidents and the highest frequency of incidents (see Figure 27).

Figure 27: Confirmed Clinical Incidents Related to Pressure Injuries Not 
Present on Admission Reporting Patient Outcomes of Serious or Moderate 
Harm by Most Frequent Treating Specialties for 2020/21
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Note: Treating specialty missing/unknown data n=1; 1.7%. Due to improvements in 
the capture of treating specialty information in the Datix CIMS this data is not directly 
comparable to previous editions of this report.
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Clinical incidents related to pressure injuries not present on admission 
were most frequently reported as caused by preventative and/or therapeutic 
interventions provided to the patient lacking effectiveness or not being 
performed (see Table 14). These two types of incidents accounted for all 
patient outcomes of serious or moderate harm. A small number of incidents 
related to skin inspections or pressure injury risk assessments being 
delayed or not performed.

Table 14: Most Frequent Tier Three Pressure Injury Clinical Incident 
Categories Related to Pressure Injuries Not Present on Admission for 
2020/21

Tier Three Pressure Injury Categories (n) (%)

Preventive/therapeutic interventions provided but 
not effective 1,199 79.7

Preventive/therapeutic interventions not 
performed 250 16.6

Skin inspection never performed 16 1.1

Skin inspection not performed on admission 12 0.8

Skin inspection performed but not until after 24 
hours of admission        9   0.6

Total 1,486 98.8

46 Clinical Incident Management Guideline 2019

In 2020/21, more than 80% of clinical incidents related to pressure injuries 
that developed while in hospital involved Stage 1 or Stage 2 pressure injuries 
(see Table 15). Recognition of the significant impact that Stage 3 and Stage 
4 pressure injuries can have on patients continues to remain limited, with 
only 1 of the 32 incidents related to Stage 3 and Stage 4 pressure injuries 
that developed while in hospital confirmed as SAC 1. Stage 3 and Stage 4 
pressure injuries can extend the time patients spend in hospital, and WA’s 
Clinical Incident Management Guideline 46 recommends that incidents 
leading to an increased length of stay of seven or more days should be 
classified and investigated as SAC 1 incidents.

Table 15: Confirmed Clinical Incidents Related to Pressure Injuries Not 
Present on Admission by Stage and SAC Rating for 2020/21

Pressure Injury Category SAC 1 SAC 2 SAC 3 Total

Stage 1 – non-blanchable 
erythema -   3    517    520

Stage 2 – partial-thickness 
skin loss -   8    693    701

Stage 3 – full-thickness 
skin loss 1   6      23      30

Stage 4 – full-thickness 
skin and tissue loss -  -        2        2

Unstageable pressure injury - 20      83    103

Suspected deep tissue 
pressure injury 1 17      67      85

Total 2 54 1,385 1,441
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Mucosal membrane pressure injuries accounted for 1.9% (n=29) of 
confirmed pressure injury clinical incidents that occurred following 
admission, and the remaining 34 incidents reported the stage of the 
pressure injury as unknown.

Most patients had developed only one pressure injury in hospital when the 
clinical incident was notified (n=957; 63.6%), however 378 patients were 
identified as having multiple pressure injuries, with 14 of these patients 
reported as having 6 or more (missing/unknown number of pressure 
injuries at time of incident notification data n=169).

Figure 28 shows the anatomical locations where pressure injuries were most 
frequently reported to have developed in hospital for confirmed pressure 
injury incidents in 2020/21. Sacral pressure injuries were most common, 
followed by pressure injuries to the heels, feet or ankles. Incidents related to 
pressure injuries developing after admission that reported a patient outcome 
of serious or moderate harm most often involved the heels, feet or ankles 
(n=28) or sacrum (n=11).

Figure 28: Most Frequent Anatomical Locations for Confirmed Clinical 
Incidents Related to Pressure Injuries Not Present on Admission for 2020/21
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Patient factors were cited as contributory in 61.9% of clinical incidents 
investigated in 2020/21 that related to pressure injuries which developed 
after admission (see Figure 29). The next most frequent contributory factor 
was issues related to equipment which were identified in 11.3% of these 
incidents.

Figure 29: Most Frequent Contributory Factors for Closed Incidents Related 
to Pressure Injuries Not Present on Admission for 2020/21
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Where patient factors were identified as contributory to the development 
of pressure injuries in hospital, the most common risk factors identified 
included the patient being bedfast or chairfast (n=543), being completely 
immobile or having very limited mobility (n=528), very poor or inadequate 
nutrition (n=436), and completely or very limited sensory perception (n=283).

When the 59 incidents reporting a patient outcome of serious or moderate 
harm were reviewed, it was found that patient factors were still most 
frequently identified (n=33), however issues with staff knowledge and skills 
(n=12) and policies, procedures and guidelines (n=8) were seen more often 
than issues with equipment.
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Review of the contributory factors in these incidents identified the  
following themes:

* Delays in performing skin assessments or reassessment not done as 
often as needed

* Incomplete skin assessments
* Deficiencies with documentation of skin assessments and pressure 

injury risk management strategies
* Delayed implementation of pressure injury risk management strategies
* Pressure injuries that developed under a brace or cast
* Pressure injuries that developed in patients with reduced sensation, 

many of whom were diabetic.

Key Messages and Information: Pressure Injury Clinical 
Incidents

Pressure injuries are recognised as having a significant impact on patients’ 
quality of life by causing pain, disturbing sleep, increasing vulnerability 
to infection, and affecting mobility. Pressure injuries that develop while in 
hospital require additional treatment and can affect rehabilitation, which may 
prolong patients’ stay in hospital and increase cost.

A comprehensive and effective program of measures aimed at preventing 
patients from developing pressure injuries is a key component of patient-
centred care. In October 2020, the ACSQHC released the Preventing pressure 
injuries and wound management 47 fact sheet to provide guidance for 
organisations developing policies, procedures and protocols for preventing, 
screening, assessing, treating, monitoring and documenting pressure 
injuries.

47 ACSQHC Preventing pressure injuries and wound management

There were 2 SAC 1 clinical incidents related to pressure injuries reported 
in 2020/21, an increase from 2019/20 when there was 1. In both of these 
incidents there was a lack of appreciation of the patients’ risk factors for 
developing pressure injuries. 

Case study

A man in his late-sixties developed a deep tissue pressure injury on 
his heel while in hospital. The man had multiple medical conditions 
including insulin dependent diabetes mellitus, ischaemic heart disease, 
peripheral vascular disease, osteomyelitis, and an ulcer on his toe. The 
man was not identified as a pressure injury risk on admission, and 
while in hospital his mobility deteriorated which was also not identified 
as increasing his risk of developing pressure injuries.

Case study

A man in his late-seventies developed a Stage 3 full-thickness pressure 
injury on his ankle while recovering in hospital after being hit by a 
car. The man had undergone orthopaedic surgery for his injuries and 
developed a surgical site infection post-operatively. Both factors limited 
his mobility, and this was not identified as a pressure injury risk.
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The third edition of the Prevention and Treatment of Pressure Ulcers/
Injuries: Clinical Practice Guideline 48 provides internationally-recognised 
evidence-based recommendations for the prevention and treatment of 
pressure injuries. The abridged Quick Reference Guide indicates that the 
strongest research evidence currently available relates to:

* Low patient mobility and activity being a risk for the development of 
pressure injuries

* Patients who have Stage 1 pressure injuries being at risk of developing 
Stage 2 pressure injuries or greater

* The impact of diabetes mellitus on the risk of developing pressure 
injuries

* The value of skin inspections for patients at risk of pressure injuries to 
identify the presence of erythema.

There is also strong evidence that supports organisational level development 
and implementation of structured programs for quality improvement related 
to pressure injury reduction, and professional level education in pressure 
injury prevention and treatment as part of a quality improvement plan to 
reduce pressure injuries.

48 Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline
49 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Predicting, preventing and managing self-harm and suicide; and Predicting, preventing and managing aggression and 

violence
50 Clinical Care of People With Mental Health Problems Who May Be At Risk of Becoming Violent or Aggressive Policy
51 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Predicting, preventing and managing aggression and violence - Action 5.34
52 ACSQHC NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Predicting, preventing and managing self-harm and suicide - Action 5.32

Unpredictable Behaviours Clinical Incidents

For the Comprehensive Care Standard, unpredictable patient behaviours 
include self-harm, suicide, aggression, and violence. Health service 
organisations need systems to identify situations where there is higher 
risk of harm from unpredictable behaviours, and strategies to prevent or 
reduce these risks. They also need systems to manage situations in which 
harm relating to unpredictable behaviour occurs, and it is important that 
these systems are designed to minimise further harm to patients and other 
persons.49

The Clinical Care of People With Mental Health Problems Who May Be At 
Risk of Becoming Violent or Aggressive Policy and accompanying Principles 
and Best-Practice document guide WA’s providers of public mental health 
care to provide evidence-informed clinical care for consumers with mental 
health problems who are at risk of becoming violent or aggressive.50

All members of the health workforce, including both clinical and non-clinical 
staff, need skills to identify risks and strategies to manage aggression and 
violence when it occurs. Health service organisations must have processes 
to support collaboration with patients, carers and families to identify 
patients at risk of becoming aggressive or violent, implement de-escalation 
strategies, and safely manage aggression to minimise harm to patients, 
carers, families and staff.51 Processes to manage persons who have thoughts 
of self-harm, or have harmed themselves, need to provide physical safety 
and support to deal with the psychological and other issues contributing to 
self-harm, as well as ensuring that follow-up services are arranged before 
the person leaves the hospital or health service, because of the known risks 
of self-harm after discharge.52
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There were 2,849 clinical incidents related to patient behaviours notified in 
2020/21, with 2,799 incidents confirmed at the time of this report. Incidents 
related to unpredictable patient behaviours accounted for 8.2% of all clinical 
incidents reported in this period.

Females accounted for 52.3% (n=1,528) of patients involved in confirmed 
unpredictable behaviours clinical incidents in 2020/21, with males making 
up 47.7% (n=1,395; data not recorded in 29 unpredictable behaviour 
incidents). There was a significant bias toward female patient involvement 
observed in the 15-24 years age group where females represented 72.0% 
(n=565) of patients involved in these incidents. Patient ages ranged from 
5-96 years with a median age of 32 years.

Aboriginal and Torres Strait Islander persons accounted for 17.6% (n=508) 
of patients involved in confirmed unpredictable behaviours incidents during 
this period. When viewed across all age groups there was a fairly even 
spread of male and female patients involved in these incidents, although the 
bias to female patient involvement in the 15-24 years age group was still 
evident.

Further review of data for patients involved in confirmed unpredictable 
behaviours clinical incidents in 2020/21 showed that 49.0% (n=1,443) were 
involuntary mental health patients under the Mental Health Act 2014. A 
further 979 patients (33.2%) were voluntary mental patients and 112 (3.8%) 
were referred mental health patients. There was 14% of patients who were 
not classified as mental health patients under the Mental Health Act 2014.

Most confirmed incidents related to unpredictable patient behaviours 
reported the patient outcome as no harm or minor harm. Sixty-one of  
these incidents reported the patient outcome as serious harm or death  
(see Figure 30).

Figure 30: Confirmed Unpredictable Behaviours Clinical Incidents by Patient 
Outcome for 2020/21
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In 2020/21, 68.0% of confirmed unpredictable behaviours clinical incidents 
were reported by Psychiatry (see Figure 31). While General Medicine 
reported the second highest number of these incidents the level of harm 
to patients was relatively low, with only one incident reporting a patient 
outcome of serious harm. The specialties most frequently reporting 
incidents related to unpredictable behaviours with patient outcomes of 
serious harm or death were Psychiatry (n=46), Emergency Medicine (n=5), 
Child Psychiatry (n=3) and Psychogeriatrics (n=3).

Figure 31: Confirmed Unpredictable Behaviours Clinical Incidents by Most 
Frequent Treating Specialties for 2020/21
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Note: Treating specialty missing data n=27; 1.0%. Due to improvements in the capture 
of treating specialty information in the Datix CIMS this data is not directly comparable 
to previous editions of this report.

In 2020/21, clinical incidents related to unpredictable behaviours were most 
frequently reported as inappropriate or aggressive physical behaviour by a 
patient towards an object, structure or staff member and self-harm attempts 
or gestures (see Table 16).

Table 16: Most Frequent Tier Three Unpredictable Behaviours Clinical 
Incident Categories for 2020/21

Tier Three Unpredictable Behaviours Categories (n) (%)

Inappropriate or aggressive physical behaviour 
by a patient towards an object, structure or staff 
member

   813 29.0

Self-harm attempt or gesture    509 18.2

Patient absconded or left without informing staff    357 12.8

Inappropriate or aggressive physical behaviour 
by a patient towards another patient    315 11.3

Detained patient absconded or absent without 
leave*    172   6.1

Total 2,166 77.4

* 153 confirmed incidents in this Tier Three category related to involuntary mental 
health patients under the Mental Health Act 2014

Incidents reporting the patient outcome as serious harm were most 
often categorised as self-harm or suicide attempts or gestures (n=16) 
and inappropriate or aggressive physical or sexual behaviour by a patient 
towards another patient (n=5). Incidents reporting the patient outcome as 
death were most frequently categorised as completed suicide (n=35).
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Investigation of unpredictable behaviours clinical incidents in 2020/21 
identified that patient factors were the most frequently identified contributory 
factor, being cited in 80.8% of closed incidents (see Figure 32). Issues with 
the work environment or scheduling factors were identified in 12.8% of 
these incidents, and communication problems were identified in 8.8%.

Figure 32: Most Frequent Contributory Factors for Closed Unpredictable 
Behaviours Clinical Incidents for 2020/21
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When the 46 closed unpredictable behaviours clinical incidents that 
reported a patient outcome of serious harm or death were reviewed, it was 
observed that the proportion of incidents identifying patient factors as 
contributory was similar to all patient outcomes (80.4%; n=37), however 
contributory factors related to the provision of health care were found far 
more often. There were 31 of these incidents (67.4%) that found problems 
with communication, 26 incidents (56.5%) found issues with policies, 
procedures and guidelines, 19 incidents (41.3%) found concerns with staff 
knowledge or skills, and 19 incidents (41.3%) found factors related to the 
work environment or scheduling.

Review of the contributory factors in these incidents identified the following 
themes:

* Issues with assessment of the patient (for example mental state 
examination, risk assessment) including lack of assessment, or 
delayed or incomplete assessment

* Problems with escalation of care for patients whose mental state 
was deteriorating including a lack of clearly documented escalation 
pathways

* Incomplete handover between clinicians or teams providing care to 
the patient, including case managers, community mental health teams, 
multi-disciplinary teams, emergency departments, private clinicians, 
non-government organisations, police and security staff

* Ineffective discharge planning leading to failures to follow-up the 
patient in a timely manner

* Lack of involvement of family members and/or carers in developing 
care and safety management plans for the patient

* Issues with the work environment and/or staffing leading to difficulties 
in managing patients, particularly outside dedicated mental health 
units and after hours

* Local policies, procedures and guidelines not aligned to standards of 
best practice for mental health care.
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Several of these themes were noted in the following case study:

Case study

A man in his late-thirties was to transfer his mental health care from a 
country mental health service to a metropolitan service near to where 
he lived. The man had a history of mental health problems including 
suicidal ideation. The man died by suspected suicide 3 days after his 
care was transferred.

The man had a brief risk assessment by the metropolitan service the 
day after his discharge from the country service with a plan to review in 
2 weeks. The next day, he contacted the metropolitan service to request 
increased medication to assist him to sleep which was provided to him. 
The following day, the country service contacted the man for planned 
post discharge follow-up and identified the man was distressed. Based 
on this concern the country service contacted the metropolitan service 
who then called the police to conduct a welfare check. Unfortunately, 
the man had already committed suicide.

The investigation of this case identified that the transfer of the man’s 
care presented increased risk and that a case conference involving both 
mental health teams may have assisted, but this was not conclusive. It 
was also determined that there was a lack of a standardised process 
for managing medication requests outside of scheduled appointments 
which enabled the man to obtain additional medication without further 
risk assessment taking place. Performing a risk assessment at this time 
may have provided an opportunity to identify the man’s deteriorating 
mental state. 

53 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Predicting, preventing and managing self-harm and suicide - Action 5.31
54 State-wide Standardised Clinical Documentation for Mental Health Services Policy
55 Clinical Care of People Who May Be Suicidal Policy

Key Messages and Information: Unpredictable Behaviours 
Clinical Incidents

The ACSQHC has identified key tasks for the identification of patients at risk 
of attempting self-harm or suicide. These include:

* Implementing screening for thoughts of self-harm or suicide for 
people who present with self-harm, mental illness or acute emotional 
distress

* Setting up a tiered system for response according to the level of risk
* Ensuring that the environment is safe
* Maintaining a recovery-oriented approach throughout engagement.53

While risks can never be eliminated completely, evidence-based guidelines 
and clinical risk assessment documentation can assist in the treatment 
and support of consumers to mitigate possible harm and optimise patient 
outcomes. Staff in the WA health system are supported in responding to 
unpredictable patient behaviours through state-wide policies including the 
State-wide Standardised Clinical Documentation for Mental Health Services 
Mandatory Policy 54, the Clinical Care of People With Mental Health Problems 
Who May Be At Risk of Becoming Violent or Aggressive Policy 50 and the 
Clinical Care of People Who May Be Suicidal Policy.55
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The need for a tiered approach in the health service response for people 
at risk of attempting self-harm or suicide is highlighted by the following 
incident that was reported during 2020/21:

Case study

A young man with drug-induced psychosis and low mood was referred 
to a community mental health service (CMHS). Because of competing 
clinical demands his initial appointment was rescheduled twice. The 
CMHS was unaware that the man had presented to the emergency 
department on multiple occasions while waiting for assessment. 
When he was assessed by the CMHS, the man displayed a high level 
of distress but declined the offer of a voluntary admission, electing to 
continue monitoring at home. The man was found deceased at home 
the next day and suicide was suspected. The investigation of this 
incident found that escalation of care had been warranted and that there 
was an over reliance by the CMHS on family to maintain the safety of 
patients in the community.

It is critical for health service organisations to ensure they have systems in 
place for frontline members of the workforce to gain access to specialist mental 
health expertise to assess and manage persons with suicidal thoughts. Health 
service organisations must also ensure adequate follow-up arrangements are 
developed, communicated and implemented for people who have harmed 
themselves or reported suicidal thoughts. Key tasks for this include:

* Developing a collaborative post-discharge treatment plan involving the 
person, their carers and family, and key service providers before the 
person leaves the health service organisation

* Communicating this plan verbally and in writing to all people who have 
a role in implementing the plan

* Ensuring the plan is implemented.52

56 ACSQHC NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Predicting, preventing and managing aggression and violence - Action 5.33

The importance of ensuring that the plan is implemented is highlighted by 
the following case:

Case study

A man in his early-twenties who suffered with schizoaffective disorder 
had been under the care of a youth mental health service including 
being placed into the care of his mother on a community treatment 
order. A plan was made to transfer the man’s care to an adult 
community mental health service nearer to his parents’ home. The 
young man committed suicide two days prior to his first appointment 
at the adult service. The investigation of this case identified the absence 
of standardised guidelines and procedures regarding ‘warm handover/
case activation’ which may have affected the optimal safe transition of 
care during a phase of increased clinical risk.

A further critical component of the Comprehensive Care Standard is 
predicting, preventing and managing violence and aggression. This includes 
identifying environmental triggers for aggression, identifying aspects of 
organisational procedures that could cause stress and lead to aggression, 
and implementing strategies to lessen these.56
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Both the Clinical Care of People Who May Be Suicidal Policy and the 
Clinical Care of People with Mental Health Problems who may be at Risk 
of Becoming Violent and Aggressive Policy require staff in the WA health 
system to develop a Safety Plan if the consumer has a suicide risk or is at 
risk of becoming violent or aggressive. In 2021, the Department of Health 
released a recommended Consumer Safety Plan which helps the consumer, 
their family and personal support person identify coping and calming 
strategies, triggers, early warning signs and additional information in the 
event an emergency situation occurs.57 Mental health service providers 
should revise and update risk assessments and safety plans throughout all 
stages of the care continuum but especially at significant transitions in care, 
as these represent times of potential increased risk.58

57 ‘Triage to Discharge’: Mental Health Framework for Statewide Standardised Clinical Documentation
58 Principles and Best Practice for the Care of People Who May Be Suicidal
59 ACSQHC NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Minimising restrictive practices: restraint

Restrictive Practices Clinical Incidents

All health consumers, including those accessing mental health services, 
have the right to receive the least restrictive treatment appropriate 
considering their preferences, the demands on carers, and the availability 
of support, and the safety of those involved. Mental health services must 
respect these rights to the extent that they do not impose serious risk to the 
consumer or others. Restrictive practices involve the use of interventions 
by hospitals and health services that have the effect of limiting the rights or 
freedom of movement of a person, with the primary purpose of protecting 
the person or others from harm. These include restraint (chemical, 
mechanical, physical or social), seclusion, and limiting free communication. 
There is often a link between unpredictable behaviours and the use of 
restrictive practices in health care settings.

Minimising and, where possible, eliminating the use of restrictive practices 
are key parts of national mental health policy and have been identified as 
clinical priorities in other health care settings. Identifying risks relating to 
unpredictable behaviours early and using tailored response strategies can 
reduce the use of restrictive practices. Restrictive practices must only be 
implemented by members of the workforce who have been trained in their 
safe use.59

While the restrictive practices area of the Comprehensive Care Standard 
focuses on minimising restraint and seclusion, it should be noted that the 
Datix CIMS incident classification captures incidents related to physical, 
mechanical and chemical restraint. Given this limitation of the data, patient 
restraint incidents rather than restrictive practices incidents will be described 
for accuracy.
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In 2020/21, there were 76 clinical incidents notified related to patient 
restraint, with 72 of these incidents confirmed at the time of this report; 
a decline from 108 confirmed incidents in 2019/20. Incidents related to 
patient restraint accounted for 0.2% of all clinical incidents reported into the 
Datix CIMS in 2020/21.

Females accounted for 55.2% (n=37) of patients involved in confirmed 
patient restraint clinical incidents in 2020/21, with males making up 44.8% 
(n=30; data not recorded in 3 restrictive practices incidents). Patient ages 
ranged from 8-92 years with a median age of 34 years. More than one-
quarter of patients (n=18) involved in patient restraint clinical incidents in 
this period were females aged 15-24 years, while in patients aged 65 years 
and older males were more frequently involved.

There were 11 Aboriginal and Torres Strait Islander persons who were 
involved in confirmed patient restraint clinical incidents in 2020/21, 
representing 16.4% of patients involved in these incidents (data not 
recorded in 3 restrictive practices incidents).

Almost half of patients (n=34) involved in confirmed patient restraint clinical 
incidents in 2020/21 were involuntary mental health patients under the 
Mental Health Act 2014. A further 5 patients were voluntary mental health 
patients, and 5 were referred mental health patients. The total number of 
mental health patients involved in these incidents has halved from 2019/20 
(n=88), and a higher proportion (37.1%; n=26) of patients involved in 
2020/21 were not classified as mental health patients under the Mental 
Health Act 2014.

The most frequently reported types of incident related to patient restraint in 
2020/21 were harm to the patient from restraint (n=41; 56.9%) followed by 
incomplete or inadequate restraint procedure (n=27; 37.5%) and incorrect 
restraint procedure (n=4; 5.6%).

More than half of confirmed patient restraint clinical incidents in 2020/21 
reported the patient outcome as no harm (see Figure 33). There was 1 
incident that reported the patient outcome as serious harm and 8 that 
reported the patient outcome as moderate harm.  Assessment of the harm 
associated with restraint clinical incidents should take into account both the 
physical and psychological impacts of restraint on patients.

Figure 33: Confirmed Patient Restraint Clinical Incidents by Patient Outcome 
for 2020/21
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In the context of over half of the patients involved in confirmed patient 
restraint clinical incidents being either involuntary, voluntary, or referred 
mental health patients, the Psychiatry specialty reported the highest 
frequency of confirmed patient restraint clinical incidents in 2020/21 
followed by General Medicine (see Figure 34). When compared to 2019/20, 
a decrease in the notification of incidents related to patient restraint was 
seen in specialties that provide mental health care. Further, while Psychiatry 
reported the highest number of patient restraint incidents, the harm that 
resulted to patients was relatively low (minor harm n=9, no harm n=24). 
The specialties that most often reported incidents with patient outcomes 
of serious or moderate harm were General Medicine (n=4) and Paediatric 
Medicine (n=2).

Figure 34: Confirmed Patient Restraint Clinical Incidents by Most Frequent 
Treating Specialties for 2020/21

4

5

6

16

33

0 10 20 30 40

Child Psychiatry (5.6%)

Paediatric Medicine (6.9%)

Emergency Medicine (8.3%)

General Medicine (22.2%)

Psychiatry (45.8%)

Note: Due to improvements in the capture of treating specialty information in the Datix 
CIMS this data is not directly comparable to previous editions of this report.

Investigation of 62 patient restraint clinical incidents in 2020/21 identified 
that patient factors were the most frequently identified contributory factor, 
being cited in 77.4% of closed incidents (see Figure 35). Problems with 
communication were identified in 14.5% completed investigations, as were 
issues with the work environment and/or staff scheduling.

Figure 35: Most Frequent Contributory Factors for Closed Patient Restraint 
Clinical Incidents for 2020/21
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One of the patient restraint incidents that reported a patient outcome of 
moderate harm in 2020/21 involved a patient with an eating disorder who 
was acutely unwell:

Case study

A teenage patient diagnosed with Anorexia Nervosa refused to 
accept prescribed feeds via a naso-gastric tube (NGT). Despite being 
physically restrained using a clinical hold, the patient pulled out the 
NGT. A decision was made to mechanically restrain the patient to 
allow feeding to occur. Medication to settle the patient prior to the 
mechanical restraint and re-insertion of the NGT was refused by the 
patient’s parents. The incident left both the patient and staff involved 
traumatised.

The investigation of this incident found that the policy for use of 
mechanical restraint was not followed, in part due to staff trying to 
meet the parents’ expectations. In addition because the patient was 
admitted and the event occurred over a weekend there was a lack of 
opportunity for multi-disciplinary team planning how to best manage 
the patient if they refused treatment.

60 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Minimising restrictive practices: seclusion

Key Messages and Information: Restrictive Practices Clinical 
Incidents

The ACSQHC has identified key tasks related to restraint and seclusion in 
health service organisations. Key tasks related to restraint include:

* Understanding where and when restraint is used in the health service 
organisation

* Benchmarking the use of restraint
* Demonstrating implementation of strategies to reduce the use of 

restraint
* Ensuring that members of the workforce who perform restraint are 

trained to do so safely
* Monitoring and documenting appropriate observations during and 

after restraint
* When restraint has occurred, offering debriefing for the people 

involved, including patients, carers and members of the workforce.59

Similarly, the key tasks relating to seclusion are:

* Implementing strategies to minimise the use of seclusion
* Ensuring that seclusion is only implemented by members of the 

workforce who have been trained to implement it safely
* Monitoring and documenting appropriate observations during and 

after seclusion
* Reviewing the use of seclusion within the health service 

organisation.60
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The Chief Psychiatrist’s Standard for Seclusion and Bodily Restraint 
Reduction61 serves to reduce seclusion and restraint events, time spent in 
seclusion, and trauma associated with seclusion and restraint. Staff in the 
WA health system are trained in trauma informed care principles and use 
these principles in the assessment process and in situations when restraint 
is required. Early detection of a patient’s deteriorating mental state is a key 
element of minimising the use of restraint and seclusion. The ACSQHC’s 
National Consensus Statement: Essential elements for recognising and 
responding to deterioration in a person’s mental state62 provides guiding 
principles and describes best practice in this area.

The clinical incident involving restraint that reported a patient outcome of 
serious harm in 2020/21 is described in the following case study.

61 Chief Psychiatrist’s Standards for Clinical Care
62 National Consensus Statement: Essential elements for recognising and responding to deterioration in a person’s mental state

Case study

A young man attended an emergency department with a history of 
expressing intent to self-harm in the context of suspected recent drug 
use. The man became aggressive and was sedated in the emergency 
department, however he subsequently assaulted multiple staff 
members requiring further sedation and restraint. Due to the risk the 
man posed to himself and others, he was physically and chemically 
restrained, intubated and admitted to the intensive care unit (ICU). 
While in the ICU, multiple attempts were made to extubate the man to 
allow psychiatric assessment which led to further combative behaviour 
toward staff and re-intubation. The man developed a hospital-acquired 
pneumonia during his time in the ICU, which was successfully treated 
with antibiotics.

The investigation of this incident identified that there was:

* a lack of consistent training and no standardised approach 
to aggression prevention and management in behaviourally 
disturbed patients

* delays in completing assessments and developing a 
comprehensive treatment plan due to the patient’s challenging 
behaviours

* a need for sedation and a lack of availability of beds in the acute 
psychiatric unit during the time of the man’s admission to the 
ICU. 

The investigation also noted the complexity of caring for people who 
are exhibiting aggressive behaviours, and that the patient’s father was 
involved in his care decisions throughout his admission.
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Poor Nutrition and Malnutrition Clinical Incidents

Food is part of the care that is provided to patients who are admitted to 
hospital. Malnutrition adversely affects patient outcomes, and nutrition 
needs to be considered as an integral part of the comprehensive care plan. 
Patients with poor nutrition, including malnutrition, are at greater risk of 
pressure injuries and their pressure injuries are more severe. Malnourished 
patients are also at higher risk of developing healthcare-associated 
infections, have been observed to have longer stays in hospital and more 
unplanned readmissions, and have higher levels of mortality both in hospital 
and following discharge.

The Comprehensive Care Standard requires that:

* Health service organisations that admit patients overnight have 
systems for the preparation and distribution of food and fluids that 
include nutrition care plans based on current evidence and best 
practice.63

* The workforce uses the systems for preparation and distribution of 
food and fluids to:

* Meet patients’ nutritional needs and requirements
* Monitor the nutritional care of patients at risk
* Identify and provide access to nutritional support for patients who 

cannot meet their nutritional requirements with food alone
* Support patients who require assistance with eating and drinking.64

The Datix CIMS captures clinical incidents related to food and nutritional 
products, including incidents where these are delayed or not provided to the 
patient, or the patient refuses food or nutrition. High levels of patient refusal 
of food may suggest review of nutritional systems is required to improve 
their effectiveness and appropriateness.

63 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Nutrition and hydration – Action 5.27
64 NSQHS Standards (2nd ed) Comprehensive Care Standard – Minimising patient harm – Nutrition and hydration – Action 5.28

In 2020/21, there were 32 clinical incidents notified related to nutrition, with 
30 of these incidents confirmed at the time of this report (a small increase 
on the 24 confirmed nutrition incidents in 2019/20). Incidents related to 
nutrition accounted for 0.1% of all clinical incidents reported into the Datix 
CIMS in 2020/21.

Females accounted for 56.7% (n=17) of patients involved in confirmed 
nutrition clinical incidents, with males making up 43.3% (n=13). Patient 
ages ranged from 0-91 years with a median of 60 years. Two patients 
involved in these incidents were Aboriginal and Torres Strait Islander 
persons, and most patients involved (n=28) were not classified as mental 
health patients under the Mental Health Act 2014.

There were 19 confirmed nutrition clinical incidents in 2020/21 related to 
food or meals provided from a kitchen, while 11 incidents related to nutrition 
products from a pharmacy. There were also 19 incidents that were classified 
as feeding being missed and 11 as feeding being delayed.

Most confirmed nutrition clinical incidents reported the patient outcome 
as no harm. There was 1 incident that reported the patient outcome as 
moderate harm and 7 incidents reported minor harm.

The Gerontology specialty reported the highest frequency of nutrition clinical 
incidents in this period (n=7) followed by General Medicine (n=5) and 
General Surgery (n=4). All incidents reported by Gerontology and General 
Surgery described the patient outcome as no harm, while 3 incidents 
reported by General Medicine described a patient outcome of minor or 
moderate harm.
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Investigation of clinical incidents related to poor nutrition and malnutrition 
in 2020/21 identified communication issues as the most frequent 
contributory factor, being cited in 29.6% (n=8) of closed incidents. Issues 
with communication most often related to problems with communication 
between staff members, including inadequate documentation of patients’ 
nutritional needs and administration, and deficiencies in handover between 
shifts and between wards. The importance of staff making a complete 
handover of the patient is shown by the following case which reported the 
patient outcome as minor harm.

Case study

A patient in her late-fifties was transferred from one ward (where she 
was completing training to administer total parenteral nutrition (TPN) 
at home) to another in a hospital. While the home TPN pump and bags 
were transferred between wards with the patient, the intravenous (IV) 
lines were not. The sending and receiving wards used different brands 
of TPN equipment and staff on the receiving ward were not familiar 
with where the missing IV lines could be found. After several phone 
calls staff were eventually directed to where the missing lines were 
stored, however there was a four-hour delay in commencement of the 
patient’s TPN.

Key Messages and Information: Poor Nutrition and Malnutrition 
Clinical Incidents

The intent of the nutrition and hydration components of the Comprehensive 
Care Standard is for patients’ nutrition and hydration needs to be identified 
and documented, and for staff to ensure these needs are met. Health service 
organisations are required to ensure that processes for planning, preparing 
and distributing food, fluids and nutritional supplements are timely, safe and 
appropriate to the setting of care.62

A nutrition risk assessment is a key part of the organisation’s screening and 
assessment processes, and involves:

* Conducting screening on admission and weekly during an episode of 
care if care changes or if the patient’s condition changes, or at routine 
review

* Considering nutrition risk such as malnutrition and dehydration, 
dysphagia, special dietary needs, food intolerance or allergy

* Documenting the results of nutrition risk screening and assessment.63

The need for timely assessment of patients’ nutritional needs is highlighted 
by the following case:

Case study

A woman in her late-forties who receives percutaneous endoscopic 
gastrostomy (PEG) feeds for nutritional support with assistance from 
a disability service provider was admitted to hospital on a Saturday. 
The admitting team requested input from a dietician in respect of the 
patient’s PEG feeding regimen, however the hospital did not provide 
dietician coverage over the weekend and this review did not occur 
until the following Monday. The patient received thickened fluids and 
pureed food over the weekend as recommended by a speech therapist, 
however may have been placed at risk of developing hospital-acquired 
malnutrition.

The investigation of this incident noted that the patient, carers or the 
disability service provider could have been asked what the patient’s 
usual enteral feeding regimen was, and that if this information was not 
available at the time of admission the hospital has after-hours enteral 
feeding protocols that could have been put in place.
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 Communicating for Safety Clinical Incidents

65 NSQHS Standards (2nd ed) Communicating for Safety Standard
66 The proprietary three-tiered Datix CIMS clinical incident classification (CCS2) was reviewed by the State Datix Committee in 2019, with codes relevant to the NSQHS Standards (2nd ed) agreed. NSQHS Standards 

(2nd ed) data are comparable to the 2020 edition of this report but not earlier editions. Details of the Datix CIMS CCS2 codes associated with the NSQHS Standards (2nd ed) can be provided on request.

Communication is a key safety and quality issue in health care and the 
Communicating for Safety Standard of the second edition of the NSQHS 
Standards recognises the importance of effective communication and its 
role in supporting continuous, coordinated and safe patient care.65 Key areas 
of communicating for safety include:

* Clinical governance and quality improvement to support effective 
communication

* Correct identification and procedure matching
* Communication at clinical handover
* Communication of critical information
* Documentation of information.

Communicating for safety clinical incidents are captured under Tier 
Three categories in the Datix CIMS66 and some data in this report has 
been presented for the key areas described above (excluding the clinical 
governance and quality improvement area). Tier Three categories in the 
Datix CIMS related to administrative processes for access, admission and 
informed consent that are relevant to communicating for safety but do not 
directly align to one of these key areas are categorised as “Other incidents 
related to communicating for safety” in this report.

In 2020/21, 4,983 clinical incidents related to communicating for safety were 
notified of which 4,638 incidents were confirmed at the time of this report. 
Incidents related to communicating for safety accounted for 14.4% of all 
clinical incidents notified in this period and 88.4% of these incidents were 
categorised as SAC 3 (see Figure 36). 

Figure 36: Communicating for Safety Clinical Incidents by SAC Rating for 
2020/21
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The most frequently reported sub-categories of clinical incidents related 
to communicating for safety in 2020/21 were correct identification and 
procedure matching (35.9% of confirmed communicating for safety 
incidents) and documentation of information (34.9%; see Table 17). 
Severity Assessment Code 1 clinical incidents related to communicating 
for safety were most frequently associated with the communication of 
critical information and correct identification and procedure matching sub-
categories.
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Table 17: Confirmed Communicating for Safety Clinical Incidents by  
Sub-category and SAC Rating for 2020/21

Communicating for Safety 
Sub-categories SAC 1 SAC 2 SAC 3 Total

Correct identification and 
procedure matching   8   50 1,609 1,667

Documentation of 
information   1   41 1,575 1,617

Communication at clinical 
handover   6   73    892    971

Communication of critical 
information 11   16    174    201

Other incidents related to 
communicating for safety   3   22    157    182

Total 29 202 4,407 4,638

Note: Other incidents related to communicating for safety includes administrative 
processes for access, admission and informed consent.

Figure 37 shows the frequency of patient outcomes for confirmed incidents 
related to communicating for safety. In 2020/21, 86.5% confirmed clinical 
incidents related to this NSQHS Standard reported the outcome as no harm 
to the patient, while 8.3% reported an outcome of minor harm. Patient 
outcomes of serious harm or death were reported in 0.5% of confirmed 
communicating for safety incidents and were most often seen in the sub-
categories related to communication of critical information (n=9) and 
communication at clinical handover (n=7).

Figure 37: Confirmed Communicating for Safety Clinical Incidents by Patient 
Outcome for 2020/21
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Note: Patient outcome missing data n=149; 3.2%.

Females accounted for 54.0% (n=2,383) of patients involved in confirmed 
incidents related to communicating for safety in 2020/21, with males 
making up 46.0% (n=2,026; data not recorded in 89 communicating for 
safety incidents). The proportion of females involved in each sub-category of 
incident related to communicating for safety was higher than the proportion 
of males. Patient ages ranged from 0-104 years with a median of 53 years, 
and the bias towards female patient involvement was most pronounced in 
patients aged 15–44 years.
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Aboriginal and Torres Strait Islander persons accounted for 11.5% (n=501; 
data not recorded in 157 communicating for safety incidents) of patients 
involved in confirmed communicating for safety clinical incidents in 
2020/21, which is slightly higher than that seen for incidents in general. 
A higher proportion of Aboriginal and Torres Strait Islander persons were 
observed to be involved in incidents related to the communication at clinical 
handover sub-category of communicating for safety (n=140; 15.4% of 
patients involved in confirmed incidents). Clinical handover is more than the 
transfer of information, which is irrelevant unless it results in action that is 
appropriate to the patients’ needs – it is about maintaining the continuity of 
care.67

Incidents related to communicating for safety appeared less likely to involve 
mental health patients. In 2020/21, 7.4% (n=329) of patients involved in 
confirmed communicating for safety clinical incidents were identified as 
voluntary, involuntary or referred mental health patients under the Mental 
Health Act 2014. This compares to 17.0% of patients involved in clinical 
incidents in general being mental health patients.

The 5 specialties that most frequently reported clinical incidents related to 
communicating for safety are shown in Figure 38. The General Medicine 
specialty reported 14.1% of confirmed incidents related to this NSQHS 
Standard, while General Surgery reported 9.9%. Similar trends were 
observed when treating specialty information was reviewed within the sub-
categories related to communicating for safety.

The treating specialties that most frequently reported communicating for 
safety clinical incidents describing patient outcomes of serious harm 
or death in 2020/21 were General Surgery, Hepatology, Oncology and 
Psychiatry (n=3 incidents each).

67 NSQHS Standards (2nd ed) Communicating for Safety Standard – Communication at clinical handover

Figure 38: Confirmed Communicating for Safety Clinical Incidents by Most 
Frequent Treating Specialties for 2020/21
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Note: Treating specialty unknown/missing data n=238; 5.1%. Due to improvements in 
the capture of treating specialty information in the Datix CIMS this data is not directly 
comparable to previous editions of this report.

More than half of confirmed incidents related to communicating for 
safety in 2020/21 were associated with issues surrounding health care 
documentation. These issues included documentation that was ambiguous, 
incorrect or incomplete; documentation that referred to an incorrect 
patient; and temporary unavailability or delays in accessing health care 
documentation (see Table 18).

Issues surrounding administrative processes, particularly patient follow-up 
planning, including patient follow-up processes not taking place or being 
insufficient or incomplete, were the types of communicating for safety 
incidents most frequently associated with patient outcomes of serious harm 
or death (n=9).
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Table 18: Most Frequent Tier Three Confirmed Communicating for Safety 
Clinical Incident Categories for 2020/21

Tier Three Communicating for Safety Categories (n) (%)

Ambiguous, incorrect or incomplete 
documentation 1,601 34.5

Documentation referred to incorrect patient    935 20.2

Handover/handoff between health care 
professionals insufficient, incorrect or 
incomplete

   285   6.1

Documentation temporarily unavailable or delay 
in accessing    192   4.1

Medication prescribed, dispensed or 
administered to incorrect patient    182   3.9

Total 3,195 68.9

Note: Due to refinement of the methodology for analysing this information from Datix 
CIMS this data is not directly comparable to previous editions of this report.

Figure 39 shows the contributory factors most frequently identified in 
communicating for safety clinical incidents investigated during 2020/21. 
As seen in previous years, communication issues and issues with policies, 
procedures and guidelines were most frequently found in incidents related to 
this NSQHS Standard.

Figure 39: Most Frequent Contributory Factors for Closed Communicating 
for Safety Clinical Incidents for 2020/21
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Review of the communication and policies, procedures and guidelines 
contributory factors identified in incidents with outcomes of serious harm 
or death found several common themes, including:

* Deficiencies in communication within and between treating teams, 
including the patient’s general practitioner

* Insufficient communication with the patient or their family/carers
* Fragmentation of health care information across multiple records 

systems and inconsistent use of those systems
* Diagnostic test results and/or follow-up plans not sufficiently 

documented or actioned
* Manual and hybrid communication processes, in some cases partly 

dependent on the patient, having potential for failure
* Variability in communication processes and use of systems between 

teams and individuals
* Roles and responsibilities of staff within communication processes 

not adequately defined
* Deficiencies in local policies, procedures and guidelines for care
* Staff not following relevant policies, procedures and guidelines.

68 Clinical Handover Policy

Several of these themes are illustrated by the following case study: 

Case study

In 2016, a woman in her sixties with a previous history of stroke who 
had recently travelled overseas attended the emergency department 
feeling generally unwell with nausea, light headedness and leg 
numbness. Investigations ruled out a further stroke or cardiac cause for 
the patient’s symptoms, although medical imaging reported a finding of 
a mass that was potentially a meningioma, a type of brain tumour. The 
finding was not included on the hospital discharge summary sent to 
the patient’s general practitioner and there was no follow-up until 2020, 
when the patient presented with different symptoms. Imaging at this 
time showed that the tumour had grown, and the patient was referred 
for neurosurgery to remove the meningioma.

The investigation of this incident identified that there was a failure to 
communicate the finding of a likely meningioma to the patient or their 
general practitioner. This was not followed-up during the inpatient 
admission because of the way the finding was entered in the patient’s 
medical record, and it was not mentioned in the discharge summary 
meaning the general practitioner was unaware of the finding or that 
further follow-up/investigation was needed.

This case reinforces the need for the inclusion of all relevant diagnostic 
test results in the hospital discharge summary, as detailed in the 
Department of Health’s Clinical Handover Policy.68 
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Key Messages and Information: Communicating for Safety 
Clinical Incidents

The Communicating for Safety Standard in the second edition of the 
NSQHS Standards recognises the importance of organisational process in 
supporting effective communication within health service organisations. This 
is a vital component of clinical risk management and includes processes to 
support effective communication when:

* Identification and procedure matching should occur
* All or part of a patient’s care is transferred within the organisation, 

between multidisciplinary teams, between clinicians or between 
organisations; and on discharge

* Critical information about a patient’s care, including information on 
risks, emerges or changes.69

A proactive approach to effective communication requires organisations 
to identify the situations where safe communication is required; review/
map current communication processes taking in to account patient flow 
and information sharing needs to identify gaps and areas for improvement; 
and support teamwork and communication. Importantly, effective 
communication processes will include transport services (for example, 
ambulance services) and consider the role that non-clinical staff such as 
ward, reception and administrative staff have in communicating with patients 
about tests, referrals and appointments. The following case highlights the 
need for robust processes for patient follow-up:

69 NSQHS Standards (2nd ed) Communicating for Safety Standard – Organisational processes to support effective communication
70 NSQHS Standards (2nd ed) Communicating for Safety Standard – Communicating critical information

Case study

A man in his seventies was initially diagnosed with metastatic bile duct 
cancer in January 2020. He was reviewed by a specialist in February 
with follow-up scans in March and April 2020 to determine fitness for 
surgery. The patient was then lost to follow-up and did not represent 
until January 2021 due to his symptoms worsening. Subsequent scans 
showed that it was likely the cancer had spread.

The investigation of this incident, and others of a similar nature, found 
a lack of systems-based outpatient appointment processes that reduce 
the risk of patients being missed to follow-up or delays in accessing 
treatment. Work is underway to review, map and improve these 
processes so that they are less reliant on individual practice and adopt 
a systematic approach to the management of patients’ future outpatient 
appointments.

The Communicating for Safety Standard also highlights the importance of 
effectively communicating critical information, alerts and risks in a timely 
way to both clinicians who can make decisions about care and the patient 
and their family and carers.70 While critical information may vary depending 
on the type of care being provided and the patient’s unique circumstances 
examples may include critical results of diagnostic tests (including those 
conducted at the point of care), allergies or serious reactions to medication, 
and changes to a patient’s medication.
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The WA health system must ensure its staff are adequately skilled and 
supported to effectively communicate critical information for every patient 
every time. The following case shows the need for critical information to be 
communicated and acted on in a timely manner:

Case study

A woman in her thirties was admitted to hospital for a day procedure 
to treat intermittent bleeding including removal of cervical polyps. 
The patient stated she was not pregnant at the time of admission 
but confirmation of pregnancy status by testing for human chorionic 
gonadotrophin (hCG) was not done before surgery as the patient could 
not give a urine sample. During the procedure a fetus was noted in 
utero. While the procedure was stopped, the patient’s membranes had 
already been ruptured and the pregnancy was lost.

Review of this incident identified an absence of a local guideline 
for pregnancy testing before elective gynaecological procedures, 
and communication failures between staff, including incomplete 
documentation and an absence of face-to-face handover of the patient, 
that led to the commencement of the procedure without the critical 
pregnancy test having been performed. Work has commenced to 
develop an appropriate local guideline and enhance communication of 
critical information between the admission and surgical teams in the 
hospital.
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 Blood Management Clinical Incidents

71 NSQHS Standards (2nd edition) Blood Management Standard
72 Patient Blood Management

Treatment with blood and blood products can be lifesaving, however the 
administration of blood and blood products also carries inherent risks. The 
Blood Management Standard of the second edition of the NSQHS Standards 
refers to systems to ensure the safe, appropriate, efficient and effective 
care of patients’ own blood, as well as other blood and blood products. The 
intention of this Standard is to identify risks, and put in place strategies, to 
ensure that a patient’s own blood is optimised and conserved, and that any 
blood and blood products the patient receives are appropriate and safe.71

Patient blood management (PBM) views the patient’s own blood as a unique 
and finite resource which should be conserved and managed appropriately. 
PBM takes an individualised approach to the management of a patient’s 
blood and involves three key principles:

* Optimising a patient’s own blood
* Minimising blood loss
* Optimising tolerance of anaemia.72

Blood management clinical incidents are identified in the Datix CIMS using 
the Tier One category “Blood/Plasma Products”. In 2020/21, there were 
179 blood management clinical incidents notified with 169 clinical incidents 
confirmed, and the remaining 10 awaiting SAC confirmation at the time of 
this report. Blood management clinical incidents accounted for 0.5% of all 
clinical incidents notified in this period and were most frequently categorised 
as SAC 3 incidents (89.4%), followed by SAC 2 (3.4%), and SAC 1 (1.7%; 
see Figure 40). 

Figure 40: Blood Management Clinical Incidents by SAC Rating for 2020/21
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Most confirmed blood management clinical incidents in 2020/21 reported 
no harm to the patient (83.0%), with no incidents reporting a patient 
outcome of death and 2 incidents reporting an outcome of serious harm 
(see Figure 41).

Figure 41: Confirmed Blood Management Clinical Incidents by Patient 
Outcome for 2020/21
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Males accounted for 47.2% (n=77) of patients involved in confirmed blood 
management clinical incidents in 2020/21, with females making up 52.8% 
(n=86; data not recorded in 3 confirmed blood management incidents). The 
age of patients affected ranged from 0-102 years with a median age of 59 
years. Aboriginal and Torres Strait Islander persons accounted for 7.5% 
(n=12; data not recorded in 5 blood management incidents) of patients 
involved in confirmed blood management clinical incidents in 2020/21.

The top five treating specialties that reported blood management clinical 
incidents accounted for 58.0% of confirmed incidents during 2020/21. 
The General Medicine specialty reported the highest number of blood 
management clinical incidents (19.5%) followed by Haematology (13.6%; 
see Figure 42) This is consistent with red cell use, in that General Medicine 
and Haematology specialities are associated with the greatest volume of red 
cell transfusions within WA.

Figure 42: Confirmed Blood Management Clinical Incidents by Most 
Frequent Treating Specialties for 2020/21
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Note: Treating specialty missing data n=4; 2.4%. Due to improvements in the capture 
of treating specialty information in the Datix CIMS this data is not directly comparable 
to previous editions of this report.
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The five most frequent blood management clinical incident categories 
accounted for 43.2% of confirmed blood management clinical incidents in 
2020/21 (see Table 19). In 12.4% of confirmed blood management clinical 
incidents in this period the blood or blood product was not administered 
when indicated or there was a delay in administration, while the incorrect 
rate or frequency of administration of blood products was reported in 10.7% 
of confirmed incidents.

Table 19: Most Frequent Confirmed Blood Management Clinical Incident 
Categories for 2020/21

Blood Management Categories (n) (%)

Not given when indicated/administration delayed 21 12.4

Incorrect rate/frequency of administration 18 10.7

Insufficient/incomplete monitoring during 
administration 14 8.3

Product labelled with incorrect patient 12 7.1

Incorrect dose/number of units administered to 
patient 8 4.7

Total 73 43.2

The types of blood product most frequently associated with confirmed blood 
management clinical incidents in 2020/21 are shown in Figure 43. Red cells 
were the product most often involved in these incidents (63.9%). 

Figure 43: Most Frequent Product Types for Confirmed Blood Management 
Clinical Incidents for 2020/21
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The most common contributory factor identified in the 147 closed blood 
management clinical incidents in 2020/21 was communication issues 
(n=43; 29.3%; see Figure 44). The next most frequent contributory factor 
was issues with policies, procedures and guidelines which were identified in 
26.5% (n=39) of blood management clinical incidents investigated.

Figure 44: Most Frequent Contributory Factors for Closed Blood 
Management Clinical Incidents for 2020/21
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73 The six rights of safe medication administration

Where contributory factors related to communication issues, problems with 
communication between staff members was most often identified (n=30; 
69.8%), followed by documentation issues (n=16; 37.2%). Where issues 
surrounding policies, procedures and guidelines were found, these were 
most often identified as issues with their application (n=27; 69.2%), or 
implementation issues (n=11; 28.2%). Review of the contributory factors in 
these incidents identified the following themes:

* Staff familiarity with policy
* Documentation not being completed for transfusion start and finish 

times or patient observations
* Removal of blood products from the fridge without proper 

authorisation, leading to wastage
* Errors in calculation of administration rate leading to wastage
* Incomplete two person checking of product and/or pump settings
* Blood labelling not occurring at bedside
* Blood being administered on a line without a filter
* The six rights of safe medication administration73 not followed
* Blood transfusions not being completed within the policy timeframe, 

leading to wastage
* Incorrect connection of lines leading to wastage
* Product not taken from delivery point to patient in required timeframe, 

leading to wastage.
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Key Messages and Information: Blood Management Clinical 
Incidents

While the number of blood management clinical incidents reported in 
the WA health system continues to be relatively small, and the harm 
resulting from those incidents remains low, their significance should not 
be underestimated, nor the value in investigating them to determine what 
actions can be taken to avoid them in the future.

In 2020/21, the majority of blood management clinical incidents related to 
administration of blood products to patients (n=89) with the most frequently 
identified category being delays in administration of blood products (n=21). 
The administration of blood and blood products to critically unwell patients 
can be both life-saving and time-critical. Delays in administration of blood 
products have the potential to lead to poorer patient outcomes as illustrated 
in the following case: 

Case study

A 66-year-old woman presented to the emergency department of a 
regional hospital in haemorrhagic tamponade with cardiovascular 
collapse, needing emergency pericardiocentesis. The patient, who was 
on anticoagulants, required administration of prothrombinex, a blood 
product that reverses anticoagulant therapy. Release of prothrombinex 
required approval by a haematologist. Numerous phone calls were 
made in an attempt to receive the required approval, with approval only 
being received as the patient was leaving for the airport via ambulance. 
The product was administered en route after what the treating clinicians 
considered a clinically significant delay that posed significant risk to the 
patient. 

There were two incidents related to wrong blood events in 2020/21, where 
the patient received blood that was labelled for a different patient. These 
events have the potential to cause serious harm to patients through the 
transfusion of ABO incompatible blood. Robust bedside checking processes 
are critical as outlined in the following case:

Case study

A 72-year-old man presented to a busy emergency department with low 
haemoglobin, requiring a transfusion of red cells. The blood product 
was never ordered, but an order was sent for another patient also 
requiring a transfusion of red cells at the same time. When some blood 
arrived in the department, it was assumed it was the blood ordered for 
the 72-year-old man. Two nurses checked the blood simultaneously, 
with one nurse checking the man’s name band and reading these details 
out which were confirmed by the second nurse who checked the blood 
bag. Staff failed to recognise that the blood was labelled for a different 
patient and the transfusion was commenced. The investigation panel 
concluded that correct independent double-checking processes as per 
policy could have prevented this incident from occurring.
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 Recognising and Responding to Acute Deterioration Clinical Incidents

74 NSQHS Standards (2nd ed) Recognising and Responding to Acute Deterioration Standard
75 The proprietary three-tiered Datix CIMS clinical incident classification (CCS2) was reviewed by the State Datix Committee in 2019, with codes relevant to the NSQHS Standards (2nd ed) agreed. NSQHS Standards 

(2nd ed) data are comparable to the 2020 edition of this report but not earlier editions. Details of the Datix CIMS CCS2 codes associated with the NSQHS Standards (2nd ed) can be provided on request.

Acute deterioration is defined in the second edition of the NSQHS Standards 
as physiological, psychological or cognitive changes that may indicate 
a worsening of the patient’s health status, that may occur across hours 
or days. Serious events such as cardiac arrest and unexpected deaths of 
patients are often preceded by observable clinical changes, while other 
serious events such as suicide and aggression are also often preceded by 
observed or reported changes in a person’s behaviour or mood that can 
indicate a deterioration in their mental state. 

Early identification of deterioration may improve outcomes and lessen the 
intervention required to stabilise patients whose condition deteriorates in 
a health service organisation.74 Appropriate action in response to acute 
deterioration may include rapid escalation of care, for example to a high 
dependency unit (HDU) or intensive care unit (ICU).

This NSQHS Standard relates to recognising and responding to acute 
deterioration, and its intention is to ensure that a person’s acute deterioration 
is recognised promptly and appropriate action is taken. In the second edition 
of the NSQHS Standards acute deterioration includes physiological changes, 
as well as acute changes in cognition and mental state.74

Acute clinical deterioration incidents are captured under multiple Tier One, 
Two and Three categories in Datix CIMS as well as the SAC 1 categories 
of “Delay in recognising/responding to physical clinical deterioration” and 
“Clinical deterioration of a mental health patient resulting in serious harm 
(physical, verbal, or sexual), or death or serious harm to staff, other patients 
or other persons”.75

In 2020/21, there were 1,572 acute clinical deterioration clinical incidents 
notified with 1,482 incidents confirmed at the time of this report. Acute 
clinical deterioration incidents accounted for 4.6% of all clinical incidents 
notified in this period.

While acute clinical deterioration incidents were most frequently categorised 
as SAC 3, nearly one-quarter were categorised as SAC 1 or SAC 2 (see 
Figure 45). Consistent with 2019/20, this NSQHS Standard contained the 
highest proportion of incidents confirmed as SAC 1 (8.6%).

Figure 45: Acute Clinical Deterioration Clinical Incidents by SAC Rating for 
2020/21
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The most frequently reported patient outcome for confirmed acute clinical 
deterioration clinical incidents was no harm. However, a patient outcome of 
death was reported in 45 acute clinical deterioration incidents in 2020/21, 
and a further 64 incidents reported a patient outcome of serious harm 
(see Figure 46). These severe levels of harm were reported in 1 in every 14 
clinical deterioration clinical incidents in this period.

The relatively high levels of harm reported by these incidents compared 
to those associated with other NSQHS Standards highlights the risk to 
patients posed by delays in recognising and/or responding to acute clinical 
deterioration and escalating care.

Figure 46: Confirmed Acute Clinical Deterioration Clinical Incidents by 
Patient Outcome for 2020/21
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Females accounted for 59.5% (n=869) of patients involved in confirmed 
clinical deterioration incidents in 2020/21, with males making up 40.5% 
(n=592; data not recorded in 16 clinical deterioration incidents). Patients 
ranged in age from 0-99 years with a median age of 39 years. In clinical 
deterioration incidents involving patients aged 15-44 years a very strong bias 
towards female patient involvement (81.0%) was observed driven by a cohort 
of 273 confirmed clinical incidents in the obstetrics treating specialty.  
(see Figure 47).

Figure 47: Patients Involved in Confirmed Acute Clinical Deterioration Clinical 
Incidents by Age Group and Gender for 2020/21
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There were 174 Aboriginal and Torres Strait Islander persons involved in 
confirmed acute deterioration clinical incidents in 2020/21, which accounted 
for 12.5% of patients involved in these incidents (data not recorded in 81 
clinical deterioration incidents). The highest proportion of Aboriginal and 
Torres Strait Islander patients involved was seen in the 45-54 years age 
group (n=30; 27.0%).

In 2020/21, there were 148 patients identified as voluntary, involuntary or 
referred mental health patients under the Mental Health Act 2014 involved 
in confirmed acute clinical deterioration incidents. Mental health patients 
represented 10.1% of patients involved in these incidents, compared 
to 17.0% of patients involved in confirmed clinical incidents in general. 
However, when acute clinical deterioration incidents reporting a patient 
outcome of serious harm or death in 2020/21 were reviewed, it was 
observed that a higher proportion of patients involved in these incidents 
were mental health patients (n=27; 24.1% of patients involved).  

The five treating specialties that reported acute clinical deterioration 
incidents most often in 2020/21 are shown in Figure 48. The Obstetrics 
specialty reported the most acute clinical deterioration incidents followed 
by General Medicine, while Psychiatry reported the highest numbers 
of these incidents that described a patient outcome of serious harm or 
death. This is consistent with the finding that mental health patients were 
disproportionately represented in acute clinical deterioration incidents with 
patient outcomes of serious harm or death.

Figure 48: Confirmed Acute Clinical Deterioration Clinical Incidents by Most 
Frequent Treating Specialties for 2020/21

122

273

135

199

105

6

10

16

18

25

0 50 100 150 200 250 300

General Surgery

Obstetrics

Emergency Medicine

General Medicine

Psychiatry

Patient outcome serious harm or death Confirmed incidents

Note: Treating specialty unknown/missing data n=13; 0.9%. Due to improvements in 
the capture of treating specialty information in the Datix CIMS this data is not directly 
comparable to previous editions of this report.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices



94

Figure 49 shows the five most frequently reported Tier Three incident 
categories for confirmed acute clinical deterioration incidents in 2020/21. 
Failure to monitor, or incomplete or insufficient monitoring of the patient 
during or after treatments or procedures was the most frequent category of 
acute clinical deterioration incident reported in this period.

However, incidents related to a lack of, or insufficient response to a 
deteriorating patient were more than five-times likely to lead to a patient 
outcome of serious harm or death than those classified as failure/
insufficient/incomplete monitoring. Similarly, incidents related to a lack of, or 
insufficient recognition of a deteriorating patient were more than four-times 
likely to lead to these poor patient outcomes than those classified as failure/
insufficient/incomplete monitoring. 

Figure 49: Most Freqeuent Confirmed Acute Clinical Deterioration Clinical 
Incident Categories for 2020/21
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The investigation of 1,165 acute clinical deterioration incidents was 
completed during 2020/21. Communication problems were the most 
frequently identified contributory factor in closed acute clinical deterioration 
incidents in this period, followed by patient factors, and issues with policies, 
procedures or guidelines.

There were 86 of the acute clinical deterioration incidents with completed 
investigations in 2020/21 that reported a patient outcome of serious harm or 
death. Reviewing the contributory factors found in these incidents showed 
a high incidence of issues with communication (79.1% of closed incidents 
that reported a patient outcome of serious harm or death) and policies, 
procedures and guidelines (69.8% of closed incidents that reported a patient 
outcome of serious harm or death; see Figure 50).

Figure 50: Most Frequent Contributory Factors for Closed Acute Clinical 
Deterioration Clinical Incidents for 2020/21
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Review of the contributory factors in acute deterioration clinical incidents 
that reported a patient outcome of serious harm or death identified the 
following themes:

* Delayed transfer of patients due to access blocks in both mental health 
and non-mental health settings

* Lack of mental health resources in non-mental health facilities/units 
(for example, emergency departments)

* Delayed or incompletely performed patient assessments (both mental 
state/risk assessments and physical health assessments)

* Lack of, incomplete or ineffective monitoring of patients 
includinginsufficient frequency of observations both physical and 
mental heath 

* Patients’ goals of care not documented or incompletely documented
* Patient assessments or observations not documented or incompletely 

documented
* Fragmentation of patients’ information across multiple records/systems
* Lack of, or ineffective handover of patients’ care between health 

service organisations, treating teams and individual clinicians
* Deteriorating patients not recognised as requiring escalation of care 

including when observations indictaed the need
* Policies and pathways for escalation of patients care not established or 

not clear to staff
* Insufficient or ineffective communication between staff members and 

also with patients 
* Lack of inclusion of family/carers in assessment processes and care 

and discharge planning
* Lack of, or unclear procedure-specific policies or guidelines including 

multiple conflicting policies or guidelines.

Some of these themes were seen in the following incident, which highlights 
the importance of monitoring the physiological status of patients being 
treated for mental health issues, especially when significant risk factors exist:

Case study

A man in his late-forties with a long history of mental health issues 
who was being managed under a community treatment order was 
brought to the emergency department by police after he was found 
acting erratically in public. The man had multiple co-morbidities 
including obesity, type 2 diabetes, high blood pressure, congestive heart 
failure, and obstructive sleep apnoea.

While in the emergency department, the man became aggressive 
toward staff and had to be physically restrained and then sedated. Due 
to his behaviour, an electrocardiogram (ECG) could not be performed. 
However because of his risk factors, consideration was given to 
managing his sedation in the intensive care unit. It was decided the 
best course of action was to expedite transfer of the patient to a mental 
health facility rather than manage him in an acute care environment. 
Transfer of the patient required a police escort, and he remained in the 
emergency department for about another 10 hours during which he 
received several doses of sedating medications.

On arrival at the mental health facility, in the evening the man’s 
behaviour prevented staff from performing a complete admission 
assessment including physical examination. Specific instructions 
regarding the frequency of physical observations were not documented. 
While the man’s respiratory rate was monitored hourly through the 
night he refused to allow other observations to be taken. The following 
morning the man was noted to be deeply asleep and was unable to 
be woken for medical review and medications. In the early afternoon 
the man was found unresponsive and a medical emergency call was 
activated however attempts to resuscitate him were unsuccessful.
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The investigation of this incident concluded that the man’s death 
may have been preventable if his deteriorating condition had been 
recognised earlier, and that the limited observations recorded on the 
mental health facility’s hourly checklist were insufficient for monitoring 
high-risk patients. The delay in transferring the patient from the 
emergency department to the mental health facility while a police escort 
was arranged was considered to have increased the risk to the patient 
in this case. The need for comprehensive and timely communication of 
patients’ information when they are transferred between facilities was 
also noted as essential to the provision of continuous high-quality care.

76 Goals of Patient Care
77 Advance Health Directives
78 Recognising and Responding to Acute Deterioration Policy

Key Messages and Information: Recognising and Responding to Acute 
Deterioration Clinical Incidents

The Recognising and Responding to Acute Deterioration Standard relates 
to both the mental and physical aspects of patients’ health and the second 
edition of the NSQHS Standards strengthens the importance of partnering 
with consumers in decision making, which is especially applicable when 
a patient deteriorates. It is essential that the treating team is aware of the 
patient’s and their family’s plan and wishes for health care through tools 
such as Goals of Patient Care76 and Advance Health Directives.77

Through review of the acute deterioration clinical incidents that reported 
patient outcomes of serious harm or death in 2020/21, it is apparent 
that this continues to be an area of high risk in the WA health system, 
particularly in relation to mental health care, obstetric care, and patients 
with sepsis. The Department of Health’s Recognising and Responding to 
Acute Deterioration Policy78 (currently under review) sets the minimum 
requirements to be implemented by ealth Service Providers through 
the development of local evidence-based policies, to facilitate the early 
recognition and response to acute physiological and mental state 
deterioration for inpatients in WA’s public health system.
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The Obstetrics specialty reported the highest number of clinical incidents 
related to recognising and responding to acute deterioration in 2020/21, 
continuing the trend seen in previous years. While most of these incidents 
reported that no harm or minor harm occurred to the patient there were 
several incidents that reported more severe outcomes, including this case:

Case study

A patient in her mid-thirties was booked for an elective caesarean 
section delivery, however this was brought forward due to uncontrolled 
pregnancy induced hypertension. The baby was delivered without 
complication and a surgical drain was inserted with a plan for blood 
tests to be performed the following morning. Observations taken 
overnight noted the patient’s blood pressure was trending downwards, 
as expected after delivery of the baby.

The next morning the patient felt lightheaded and was unable to get 
out of bed, with observations noting that her heart rate had increased. 
In the early afternoon one of the midwives on duty noted that the 
patient’s blood test results had not come back, and it was discovered 
that the morning blood collection was missed due to the introduction 
of a new paperless system. Medical staff arranged for blood to be 
taken and when the results were received it was found that the patient’s 
haemoglobin level had fallen significantly.

The patient was sent for a CT scan which identified a large haematoma 
and potential active bleeding associated with the caesarean section, 
and she was transferred directly to theatre. Following a successful 
procedure to remove the blood clots, the patient was transferred to the 
intensive care unit/high dependency unit for a period of time prior to 
transfer to the obstetric unit and her eventual discharge home without 
further complication. 

79 ACSQHC Sepsis Clinical Care Standard

Review of the acute deterioration clinical incidents in 2020/21 also showed 
that there were 6 incidents related to deterioration of sepsis that reported a 
patient outcome of death, and a further 3 incidents that reported a patient 
outcome of serious harm.

The danger posed by sepsis, and the need to identify sepsis and escalate 
care quickly (including transferring the patient if needed) is well known. 
Sepsis pathways including early warning tools are one way that some health 
service organisations have improved outcomes for patients in this area. The 
Department of Health is currently implementing a standardised systemwide 
approach to recognising clinical deterioration and a sepsis recognition 
escalation pathway, including use of the Paediatric Acute Recognition and 
Response Observation Tool (PARROT) chart across the WA health system. 
This tool was piloted at the Perth Childrens Hospital.

The ACSQHC has been drafting a Sepsis Clinical Care Standard 79 to provide 
guidance to clinicians and health service organisations when investigating 
and managing sepsis, and information to consumers about the care they can 
expect to receive. The consultation draft of the Sepsis Clinical Care Standard 
was released for public comment in August 2021. The goal is to ensure that 
patients presenting with signs and symptoms of sepsis receive optimal care, 
from symptom onset through to discharge from hospital and survivorship 
care. This includes timely recognition of sepsis, and early and appropriate 
antimicrobial therapy.
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The risk posed to patients by sepsis is shown by the following case:

Case study

An Aboriginal man in his early-sixties was admitted to hospital after 
presenting at a remote clinic to have the dressing on his chronic 
foot ulcers changed. The man had several co-morbidities including 
congestive heart failure and poorly controlled diabetes. When the 
patient arrived at the hospital his blood pressure and heart rate were 
high, but he had no fever. Blood was taken which showed raised 
inflammatory markers (which may indicate an infection) but there was 
no obvious source found.

Over the coming days, the patient’s inflammatory markers continued to 
rise, however empiric antibiotics80 were not commenced, and no referral 
was made to the general physician team. After more than a week in 
hospital the man was noted to become increasingly lethargic and his 
blood pressure began to fall while his heart rate remained higher than 
expected.

The following day a different medical practitioner reviewed the patient 
and concerned for his condition sought the advice of a general 
physician and the Royal Flying Doctor Service. Antibiotics were 
commenced, and the decision was made to transfer the patient to a 
larger hospital. Unfortunately, by the time the man arrived at the larger 
hospital he was critically unwell and demonstrating signs of multi-
organ failure. The man died the next morning.

80 Empiric therapy is the provision of treatment in the absence of a diagnosis. In the context of sepsis and septic shock, empiric antibiotics are broad-spectrum therapy targeting the most likely pathogens, used 
until additional information is available. Several factors influence the choice of empiric therapy in sepsis, including the patient’s age, the status of their immune system, and whether the infection was acquired 
in the community or in hospital.

Investigation of this incident identified that the lack of robust primary 
health care in his local community was a significant factor for delays 
in the man initially receiving more definitive treatment, and that once 
admitted to hospital several indicators for systemic infection and the 
man’s risk of sepsis were not fully appreciated. While it is preferred for 
the source of an infection to be known prior to the commencement 
of antibiotics, in the presence of rapidly rising inflammatory markers 
and other evidence of systemic infection there may have been benefit 
in starting antimicrobial treatment while continuing to investigate the 
source.
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Mortality review
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Coronial Review

81 Progress report for Health-Related Coronial Recommendations

The Coronial Liaison Unit (CLU) was established in 2005 to improve 
communication between the WA health system and the Office of the State 
Coroner. The CLU reviews health related findings from coronial inquests 
and allocates these to appropriate stakeholders for consideration and 
implementation of recommendations. 

The Coronial Review Committee (CRC) was established in January 2014. The 
CRC operates closely with the CLU and provides a mechanism for coronial 
inquest findings and recommendations to be considered in a collaborative 
manner with key stakeholders across the WA health system. The CRC 
exists to improve the governance and decision-making in relation to the 
statewide implementation and response to coronial inquest findings and 
recommendations. 

Health service providers and other stakeholders provide advice on coronial 
findings and feedback of actions taken to improve patient safety. This 
feedback is reviewed by the CRC members and is communicated to the 
State Coroner in a biannual progress report. The executive summaries of the 
biannual reports can be accessed online.81

Table 20 provides a summary of the number of coronial inquest findings 
received by the CLU for the last 3 financial years. In the 2020/21 calendar 
year the CLU in conjunction with the CRC considered 27 coronial inquest 
findings. Of these inquest findings 16 deaths were discussed with the 
CRC and 11 were noted. Of the 16 inquests discussed by the CRC, 4 
inquest cases directed recommendations to the WA health system, which 
represented 8 recommendations. There were 12 inquest cases that were 
discussed with the CRC where no recommendations were directed to the WA 
health system. These findings were considered by the CRC as there were 

patient safety issues or concerns raised for further investigation and action 
by the WA health system.

Table 20: Overview of Coronial Liaison Unit Activity for 2018/19 to 2020/21

2018/19 2019/20 2020/21

Total number of health-related 
coronial inquest findings received by 
CLU

40 17 27

Table 21 provides a summary of WA health system activity and response 
to coronial inquests and recommendations for the last 3 financial years. 
Recommendations are not considered completed until they have been 
implemented in all applicable services (ongoing recommendations may be 
partially implemented). Closed recommendations are those that have been 
considered by the CLU and relevant stakeholders, and are either:

* not endorsed with reasonable justification
* have not been implemented as existing systems/processes have been 

deemed to adequately manage the risk
* the changes are extensive (i.e. part of a large-scale project spanning a 

number of years) and are a long-term commitment of the WA health 
system.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices

https://ww2.health.wa.gov.au/Articles/A_E/Coronial-Liaison-Unit


101

Table 21: Overview of Coronial Recommendations 2018/19 to 2020/21

2018/19 2019/20 2020/21

Total number of health-related 
recommendations (including mental 
health)a

30   9 8

Number of general health related 
recommendations   2 - 7

Number of general health related 
recommendations completed/closedb   2 - 2

Number of mental health related 
recommendations 28   9 1

Number of mental health related 
recommendations completed/closedb 28   8 1

a Health-related recommendations are those that are within the WA health system’s 
jurisdiction to action (directed to the Department of Health, a health service provider, 
a hospital, or a contracted health entity; and/or are applicable to the services provided 
by the WA health system).

b Status as at most recent report to the State Coroner (August 2021). Completed 
actions are recorded in the year that the findings were released, rather than year of 
completion.

82 There may be some cases with release dates noted outside of the 2020-2021 financial year as there are delays from when the findings are delivered and when they are publicly released on the Office of State 
Coroner’s website.

83 Full inquest findings can be accessed at the Office of the State Coroner’s website.

The following 27 synopses (16 were discussed and 11 were noted 
by the CRC) are provided for coronial inquests where the coroner’s 
recommendations and/or findings have implications for the WA health 
system. The findings included are those that have been available to the CLU 
from 1 July 2020 to 30 June 2021 (the month and year that each of the 
findings were delivered are noted in brackets82).  All health service providers 
are encouraged to use these summaries to raise awareness of important 
messages to facilitate continuous quality improvement.83

Cases for discussion

Ms R (May 2020)

Ms R was a 74-year-old woman who died by suicide by stepping out in front 
of a moving train. The deceased had a long history of mental health issues 
including borderline personality disorder, depression and anxiety. She had 
several previous hospitalisations following suicide attempts. Following 
transfer to a transitional care facility the deceased made a further suicide 
attempt and was taken to an emergency department. She was assessed as 
suicidal and placed under the Mental Health Act 2014 for further mental 
health care. Unfortunately, before she could be transferred to the mental 
health unit, a nurse who was not aware of her status allowed her to leave the 
hospital and Ms R went on to take her own life.  

The Coroner raised concerns in regard to the hospitals’ clinical incident 
investigation into the death along with the poor communication between her 
treating teams that had allowed her to leave without adequate supervision 
and protection.
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Child SJC (July 2020)

Child SJC was a 2-year-old child who died from complications relating to 
metastatic neuroblastoma. The deceased had been diagnosed with Stage 
IV high risk neuroblastoma at 13 months of age and underwent intensive 
therapy at a paediatric hospital over the next 10 months, with chemotherapy, 
surgery, radiotherapy, and immunotherapy. Ideally her treatment would have 
included an anti-GD2 antibody (Dinutuximab) but there was a world-wide 
shortage at the time and it was not available in Australia. 

She went into remission, but the disease recurred a few months later. 
A substitute for Dinutuximab had been obtained by then, and so she 
underwent further chemotherapy and immunotherapy with the substitute, 
Dinutuximab Beta, but showed no response and was palliated, eventually 
dying with her family by her side.

The Coroner found that the cause of death was complications of metastatic 
neuroblastoma and the manner of death natural causes. The Coroner made a 
recommendation to ensure an ongoing supply of Dinutuximab. 

Mr K (August 2020) 

Mr K was a 35-year-old man who died from acute vomit aspiration whilst 
an inpatient at a mental health facility. The deceased had a long history of 
treatment resistant paranoid schizophrenia and was a long-term involuntary 
patient at the time of his death.  Clozapine was the most effective anti-
psychotic for the deceased, however he had developed agranulocytosis 
(lowered white blood cell count) in the past and the medication had been 
ceased. It was recommenced 2 years prior to his death after special approval 
had been granted and a medication was administered to boost his white 
cell count. His mental state improved after clozapine was recommenced. 
Two days prior to his death, the deceased went on day leave with his father. 
When he returned, he appeared drowsy and could not speak coherently. He 
denied having used drugs whilst on leave. Clozapine was withheld due to his 
level of drowsiness. He subsequently deteriorated and resuscitation was 

commenced. Resuscitation attempts were unsuccessful and he was declared 
dead in the early hours of the next day.

The Coroner concluded that the cause of death was acute vomit aspiration 
in a man with acute large intestine obstruction (severe megacolon) and 
clozapine-induced gastro-intestinal hypomotility (CIGH). The manner of 
death was found to be misadventure with a lawful intentional human act, the 
use of clozapine, unexpectedly contributing to the death. 

Ms W (August 2020) 

Ms W was a 22-year-old woman who died in a remote hospital from 
complications of recurrent constipation. The deceased had been born with 
congenital abnormalities including a  malformation of the anus and had 
undergone corrective surgery multiple times in infancy and childhood. 
Throughout her life she experienced recurrent severe constipation, and 
underwent an antegrade colonic enema procedure, whereby a small stoma 
was created in her large bowel to allow the insertion of fluid to flush it out 
from above. Three days before her death, the deceased presented once more 
to the local remote hospital seeking treatment for constipation. She did not 
tolerate manual dis-impaction and was treated with laxatives and enema 
instead. She later developed abdominal distension and tachycardia, and 
several phone calls were made to arrange her transfer to Perth by the Royal 
Flying Doctor Service. She continued to deteriorate and was too unwell for 
transfer when Royal Flying Doctor Service arrived the following morning, 
passing away a few hours later.

The Coroner found that the cause of death was bowel obstruction due to 
faecal impaction, by way of natural causes. The Coroner concluded that the 
young woman had died from a condition that was readily treatable had she 
been transferred to a tertiary hospital in time.
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Mr D (Reviewed by CRC August 2020) 

Mr D was 26-year-old prisoner who died in a correctional centre in NSW 
after being subjected to physical restraint in a prone position after refusing 
to relinquish some biscuits. He had been in prison for more than 6 years at 
the time of his death. Similarities of the death of Mr D were noted to a 2011 
WA Coronial inquest into a death of an involuntary mental health patient. 

The cause of death for Mr D was cardiac arrhythmia. The Coroner found the 
deceased died whilst being restrained in the prone position by corrective 
services officers. The Coroner concluded that it was neither necessary nor 
appropriate to use a large team of officers to facilitate the deceased’s cell 
transfer. Alternatives including de-escalation or removing the biscuits from 
the man were not considered.

Child P (September 2020) 

Child P was a 7-month-old boy who died from sepsis after multiple medical 
reviews. One month prior to his death, the deceased had been seen in an 
emergency department with a possible pulled elbow, crying on passive 
movements of his arm following 3 days of diarrhoea and vomiting. His 
symptoms improved after repositioning of his arm for x-ray and he was 
discharged home. A month later he was seen again in an emergency 
department with reduced movements of the same arm. He had a low-grade 
fever and was unsettled. Again, his symptoms settled but he continued 
to represent to an emergency department and then a general practitioner 
prior to deteriorating and returning to an emergency department where he 
was transferred to the intensive care unit  but sadly did not recover. Blood 
cultures taken at the third emergency department had grown Streptococcus 
pyogenes.

The cause of death was found to be fulminant sepsis, by way of natural 
causes. The Coroner noted the ongoing poor availability of records between 
hospitals and was frustrated that this was still the case after making a 
recommendation in a 2015 inquest.

Child PT (September 2020) 

PT died aged 5 years. PT had been placed into care at the age of 2 ½ months 
following sustaining a life-threatening head injury which left her profoundly 
disabled requiring a high degree of care. Attempts at reunification with her 
parents were suspended as there was recurrent concern about unexplained 
injuries being sustained whilst in unsupervised contact with her parents, 
and possible underreporting of marks and bruises by foster carers. PT was 
found by her foster carer unresponsive and not breathing, face down onto 
the pillow. Resuscitation attempts were unsuccessful.

The cause of death was aspiration of vomit, with microscopic early 
pneumonia in a child with a history of cerebral palsy and epilepsy, by way of 
natural causes.

The inquest highlighted the risks of injury to non-ambulant children, as 
serious injuries may be preceded by injuries of lesser seriousness that 
should be regarded as sentinel injuries in a non-ambulant child. The 
Coroner made two recommendations related to the Children and Community 
Services Act 2004 and training for staff related to a duty to report injuries to 
non-ambulant children.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices



104

Baby JM (October 2020) 

A 10-week-old boy died in a remote hospital from dehydration complicating 
a diarrhoeal illness. Whilst the deceased had no health problems, his mother 
had a history of mental illness including undergoing involuntary mental 
health admissions during the pregnancy. The Department of Communities 
(DoC) had worked with her and her family during her pregnancy. The 
deceased was placed with foster carers from his extended family in his 
mother’s very remote community soon after birth, a placement fully 
assessed by DoC as being appropriate and safe. His mother was able to visit 
him and continue to breast feed at times. 

Cause of death was found to be dehydration from diarrhoea, manner of 
death was found to be from natural causes. The Coroner was satisfied 
that the care, supervision and treatment provided to the deceased by the 
DoC was of an appropriate standard, and that he had received appropriate 
medical care. The Coroner was satisfied that the work undertaken by DoC 
and health service provider mean that the risk of another infant dying in a 
similar situation has been greatly reduced.

Ms R (October 2020) 

Ms R was a 21-year-old woman who died from pulmonary embolism 
following repair of a fractured ankle. The deceased sustained a tri-malleolar 
ankle fracture whilst dancing and was reviewed at her local hospital. She 
was transported to a tertiary hospital for orthopaedic intervention, but as 
her ankle was very swollen, she was transferred to a third hospital to wait 
for the swelling to go down. She was treated with enoxaparin for venous 
thromboembolism (VTE) prophylaxis during this time. Her risk factors 
included recently commencing the oral contraceptive pill.

Five days after the initial injury, she underwent open reduction and external 
fixation at the tertiary hospital. The post-operative instructions provided did 
not include guidance on any further VTE prophylaxis as that decision would 
normally take place at the time of discharge. 

The cause of death was established to be pulmonary embolism and deep 
venous thrombosis in the injured leg, with the manner of death accidental. 
The Coroner made one recommendation in regard to VTE risk prevention.

Mr C (November 2020)

Suspecting Mr C of being involved in the sale and supply of drugs and 
money laundering, police officers arrested Mr C, a 27-year-old man. The 
police officers then searched his car and the house where he lived. Mr C 
appeared increasingly anxious and agitated as incriminating items were 
found in his house and stated he was having an anxiety attack. He collapsed 
with vomiting and trismus and was not breathing with no detectable pulse. 
An ambulance was called on multiple occasions. CPR (cardiopulmonary 
resuscitation) was commenced and the ambulance service contacted 
once more to inform them that CPR had been commenced. An ambulance 
(Priority 1) arrived 5 minutes later. Resuscitation efforts en route and at 
hospital were unsuccessful.

The cause of death was found to be methamphetamine toxicity and the 
manner of death misadventure. The Coroner concluded that he had ingested 
a toxic dose just prior to being apprehended by police officers, presumably 
to avoid being charged with its possession.

The Coroner was satisfied with the supervision, treatment and care provided 
by police officers, and that the ambulance staff acted in an exemplary 
manner. A gap between the different agencies understanding of each other’s 
emergency communication protocols was revealed in this incident, which 
likely affected the priority allocation at the time of the second ambulance 
call.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices



105

Mr K (November 2020)

A 49-year-old male with a history of bipolar affective disorder who died as 
a result of a self-inflicted injury to his neck which occurred whilst police 
were attempting to restrain him. On the day of his death, the police searched 
and located Mr K in the vicinity of a caravan park. The attending police who 
located him were unaware of his relevant mental health issues. When police 
approached him, Mr K fled into bushland. During a subsequent struggle 
to restrain him, he stabbed himself in the neck with a knife. Following 
the arrival of paramedics, he went into cardiac arrest and unfortunately 
resuscitation attempts proved unsuccessful.

The cause of death was a self-inflicted incised injury to the neck and 
his death was ruled a suicide. The Coroner was satisfied with the police 
actions leading up and at the time of his death. It was noted that the 
police were trying to arrest him but were unaware of his mental health 
issues and suicidal intentions. The Coroner highlighted that improvements 
have subsequently been made to address this issue, namely with the 
implementation of the Mental Health Co-Response team. Though it may not 
have materially changed the actions of police attending to the deceased, 
it would have likely allowed the responding police to have more detailed 
information to alert to the risk of suicidality and unpredictable behaviour. 
The Coroner commented that the implementation of the Mental Health 
Co-Response team may assist in potentially avoiding deaths in similar 
circumstances in the future and went on to make 3 recommendations in 
support of the Mental Health Co-Response service.

Child B (December 2020) 

Child B was a 4-year-old girl who died from transverse colon volvulus 
following transfer from a regional hospital. The deceased was a child with 
Down syndrome and had suffered an episode of mid-gut volvulus and had 
undergone emergency surgery, including a procedure to reduce the risk 
of future episodes at the age of 14 months. One evening, she developed 
abdominal pain and vomiting, and she was taken to the emergency 
department of a regional hospital. Her pain settled but then returned with 
further vomiting and the decision was made to transfer her to the tertiary 
centre. She was met on arrival by the emergency department consultant and 
two other doctors who attended to her in the resuscitation bay. She arrested 
and resuscitation attempts were unsuccessful with death occurring shortly 
after.

The Coroner concluded that it was likely that her bowel was twisted at her 
initial presentation, resolved, then twisted again as she arrived at the airport, 
leading to rapid deterioration. The cause of death was found to be volvulus 
of the transverse colon, which is extremely rare and does not have the same 
appearance on x-ray as other types of volvulus.

Baby H (February 2021) 

Baby H died from head and neck injury aged 4 months, whilst in care of the 
Chief Executive Officer of the Department of Child Protection and Family 
Support. The inquest identified multiple missed opportunities for concerns 
in regard to Baby H’s health and wellbeing to be addressed. 

A post mortem investigation revealed multiple fractures of various ages as 
well as severe head and neck injuries. The cause of death was found to be 
head and neck injuries and manner of death was unlawful homicide. 

The Coroner made 3 recommendations related to the Children and 
Community Services Act 2004, training for staff related to a duty to report 
injuries to non-ambulant children and Department of Communities support 
to families following the death of a child in their care.
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FJ (March 2021) 

FJ completed suicide by jumping from a 6th floor balcony. FJ was an Iranian 
woman with a history of mental health issues who arrived in Australia as 
an ‘unauthorised maritime arrival’. After a month in detention on Christmas 
Island, she was transferred to Immigration Residential Housing in Perth and 
subsequently to community detention. 

She became pregnant but did not attend antenatal care until the 25th week 
of pregnancy. A week later she was admitted to a mental health unit as an 
involuntary patient, remaining there until after the birth of her son. 

FJ and her son were granted Temporary Protection Visas. On the same day, 
support workers expressed concern over her ability to safely care for her 
son, and she was taken to an emergency department for review, where she 
expressed homicidal and suicidal thoughts. Temporary foster placement 
was arranged for her son. She was released the following day as she was 
deemed to be competent and rational. She resumed custody of her son a 
week later, only for him to be removed again 3 weeks later. 

Transitional mental health support services were provided for 12 weeks. 
Her general practitioner was encouraged to organise ongoing psychiatric 
support for her but was unsuccessful despite multiple attempts at referral 
to community clinics. He eventually managed to arrange for her direct 
admission to a mental health ward in hospital by contacting a psychiatrist 
who had treated her briefly in the past. There was confusion regarding plans 
for follow-up when she discharged herself against advice, and so none 
was arranged. In the subsequent months FJ struggled to engage with the 
Department of Child Protection around the process required for her to be 
reunited with her son.

The Coroner noted that FJ’s transition from the comparatively well-resourced 
Commonwealth system to state-based care would have been very stressful 
with a stark drop in available financial, social and health support. It was 
noted that the demand for community mental health services was such that 
accessing support would be difficult if FJ was stable rather than in crisis.

No recommendations were made, however the Coroner made comments 
around developing better models for transition of care, greater resourcing 
of mental health services and to improve continuity of care for vulnerable 
people from culturally and linguistically diverse backgrounds with complex 
needs.

Mr C (March 2021) 

The deceased died aged 68 from surgical complications following 
the removal of his inflamed gallbladder and delays in post-operative 
management.

The Coroner found that death occurred by misadventure with the inadvertent 
cutting of an aberrant branch of the cystic artery leading to massive 
blood loss and subsequent multi-organ failure. It was noted that this is a 
recognised complication of cholecystectomy, with 20% of the population 
having aberrant cystic arteries.

The Coroner made 5 recommendations related to point of care ultrasound, 
health records management, clinical communication, and clinical escalation 
roles including leadership of medical emergency team calls.

Baby AM (June 2021) 

Baby AM died (less than a week old) as the result of severe hypoxic 
ischaemic encephalopathy secondary to uterine rupture following an 
attempted vaginal birth after caesarean section at home. 

The Coroner concluded that Baby AM’s parents were well informed and had 
made a choice accepting the risks and that the care provided was carefully 
considered and a fully informed choice.

No recommendations were made but the Coroner encouraged the health 
service to provide broader community midwifery services and birth options 
to meet the demand for these services and establish a safer system for 
mothers, babies and health practitioners.  
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Cases for noting

Mr A (June 2020) 

At the time of his death, Mr A was a 77-year old prisoner, who died of 
natural causes. The inquest considered the medical treatment provided to 
Mr A, to ensure it was of an appropriate standard. Mr A was a frail, elderly 
man in poor health with chronic health issues and poor mobility when he 
was received into prison. He was considered to be at risk of falls due to his 
age, diabetes, peripheral vascular and nerve disease along with failing vision. 
Mr A required full assistance with all activities of daily living and required 
walking aids for mobility. In the years leading to his death Mr A’s condition 
deteriorated with worsening anaemia, renal failure and heart failure with 
a number of falls recorded. Despite his declining health, Mr A became 
progressively less cooperative with medical treatment, declining referrals 
for endoscopy, appointments with specialist surgeons and other tests/
investigations. He had a number of hospital admissions prior to his final 
hospital admission. On this final admission it was apparent to the medical 
team that Mr A had reached the end of his life and after discussions with 
his family, a decision was made to withdraw any life saving measures and to 
commence to treat him palliatively until his death. 

The Coroner found that Mr A’s chronic health problems were managed 
appropriately while in prison. It was noted the limitation in the care provided 
to him as a result of decisions made by Mr A regarding which care he 
would accept, however it was his right as a patient to refuse aspects of 
recommended treatment and his choices were respected. 

Mr D (June 2020) 

Mr D was a sentenced prisoner who died by way of natural causes. Mr 
D had been diagnosed with renal disease prior to his imprisonment and 
continued to suffer chronic renal failure while serving his sentence. Mr D 
was placed on the terminally ill offender register due to tonsillar cancer 
and end stage renal failure. He had a number of health issues, not all of 

which were investigated due to Mr D’s reluctance to undergo what he 
considered unnecessary investigations. His refusal was his right as a patient. 
It was considered that he was well informed and able to make reasonable 
decisions. In the days prior to his death, Mr D was found unresponsive in his 
bed in the prison infirmary. CPR was commenced, and he was transferred 
to a tertiary hospital where he was admitted to the intensive care unit. Mr 
D showed signs of irreversible hypoxic brain injury, after consultations with 
his family, a decision was made to palliate him, and he was kept comfortable 
until his death. 

The Coroner found that Mr D had a high level of medical care throughout his 
time in custody until his death.

Mr J (September 2020) 

At the time of his death, Mr J was a 63-year old sentenced prisoner. He died 
from ischaemic heart disease. Mr J received medical treatment for various 
physical and psychiatric health issues, including severe cardiac disease. 
In the weeks prior to his death, he received treatment for heart failure with 
acute pulmonary oedema, a heart attack, community acquired pneumonia, 
and acute on chronic renal failure. It was determined he was not suitable for 
surgery and once he was stabilised, was discharged to return to the prison 
with a long-term plan for further cardiology follow-up as an outpatient and 
management of his heart failure with medication and fluid restriction. The 
day following his return to prison where he was housed in the medical ward, 
Mr J was found unresponsive in his cell, despite resuscitation attempts by 
nursing and medical staff he could not be revived, and death was confirmed. 
In the months prior to his death, he failed to attend a number of medical and 
nursing appointments. 

The Coroner found that Mr J had been given a high level of medical care and 
supervision but noted the distress to his family that he should die so soon 
after returning from hospital. 
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Mr L (October 2020) 

At the time of his death, Mr L was a 54-year-old sentenced prisoner. In the 
years prior to his death, despite receiving comprehensive care, including 
treatment of hepatitis C, hepatocellular carcinoma and maintenance 
under the hospital hepatology service regarding cirrhosis, his liver health 
deteriorated. About 2 weeks prior to his death, he fell during an exercise 
class, bumped his head, and began having a seizure. He was managed in 
hospital for encephalopathy secondary to decompensated liver disease, 
fluid in the abdomen due to liver failure, urinary retention, chest infection, 
and sepsis. His condition deteriorated developing myopathy with peripheral 
wasting of muscles and multi-organ failure. The decision was made in 
conjunction with family to transfer him to the palliative care unit of the 
hospital where he died by way of natural causes. 

The Coroner found that Mr L’s various medical conditions were appropriately 
managed and that the standard of supervision, treatment and care he 
received in custody was reasonable.

Mr P (November 2020) 

At the time of his death, Mr P was serving a prison term at a regional 
prison. Mr P had a long history of using illicit drugs. Evidence suggests 
he continued to use drugs whilst in prison, despite being prescribed 
methadone to help manage his drug addiction while in custody. On the 
morning of his death he was found unresponsive in his cell, he was 
immediately resuscitated and taken by ambulance to the regional hospital 
but was found to have suffered a hypoxic brain injury. The Coroner 
concluded that Mr P smoked synthetic cannabinoid after taking his 
prescribed methadone and suffered a cardiac event. Synthetic cannabinoids 
are associated with an effect on the heart and are more likely to be 
dangerous to anyone who has a pre-existing heart problem. At post mortem, 
Mr P was found to have undiagnosed cardiovascular disease. He had not 
complained of symptoms suggestive of heart disease to medical staff 
before his death, so no investigations had been undertaken. The cause of 

death was organ failure following cardiorespiratory impairment in a man 
with arteriosclerotic heart disease and recent use of drugs. A search of Mr 
P’s cell after his death found a quantity of a synthetic cannabinoid and a 
modified smoking implement containing residue. 

The Coroner was satisfied Mr P received a high standard of supervision, 
treatment and care while being held in prison.

Mr Y (November 2020) 

The Coroner held an investigation into the suspected death of Mr Y, who at 
the time of his disappearance was 45 years old. Mr Y’s mental health history 
included suicide ideation and previous attempted suicides. In the week prior 
to his disappearance he was transferred from a country district hospital to a 
tertiary hospital for urgent psychiatric assessment and management. Upon 
arrival he was assessed in the emergency department but was discharged 
2 days later as there were no available beds in the mental health unit and by 
the time of his discharge was no longer reporting any self-harm thoughts. 
Mr Y was discharged into the care of his partner with follow-up arranged 
with the regional mental health service. The regional mental health service 
contacted Mr Y by phone 6 days after his discharge from the emergency 
department. During the phone call Mr Y agreed to see the regional mental 
health service on their next visit to his town, however his disappearance 
occurred prior to this visit. Two days after the phone call with the regional 
mental health service Mr Y was reported missing by his partner. Despite an 
extensive search and rescue operation in the national park, Mr Y was unable 
to be located. 

The Coroner was satisfied on the basis of information available that Mr Y’s 
death had been proven beyond reasonable doubt, however was unable to 
determine the cause of death or how death occurred. 
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Mr D (December 2020) 

At the time of his death, Mr D was a 57-year-old sentenced prisoner. Mr D 
was known to have been suffering significant health issues, including poorly 
controlled diabetes and complex chronic heart disease. He was generally frail 
and unwell prior to his death. 10 months prior to his death, he experienced 
a serious decline, but after spending some months in hospital he improved. 
He was returned to the prison and at his request had been moved from the 
prison infirmary to the mainstream prison population. Due to his severe 
heart disease, he remained at risk of a sudden cardiac event. On the day of 
his death Mr D was found unresponsive in his cell, prison officers and health 
staff attempted resuscitation, however Mr D could not be revived.

The Coroner concluded that Mr D’s medical treatment and care while in 
custody was of a high standard.

Mr A (December 2020) 

At the time of his death, Mr A was a 23-year-old sentenced prisoner who 
died by way of suicide from complications of ligature compression of the 
neck. On his remand into custody during an intake assessment he was 
considered as not being at risk of suicide or self-harm, advising however he 
had taken an overdose in the preceeding months, and that he had not been 
treated for a mental health issue. As such he was not placed on the prisons 
suicide prevention strategy. In the days prior to his death Mr A was ordered 
by a justice of the peace to serve 5 days confinement for an assault upon 
another prisoner occurring several months earlier. This was his second 
time being confined in relation to the same incident. The Coroner noted 
on both occasions prison mental health staff were not notified of Mr A’s 
confinement. During his confinement the cell Mr A was placed in had not 
been modified to reduce or eliminate potential ligature points. 

On the afternoon prior to his death Mr A refused to re-enter his cell and an 
extraction team were required to negotiate his removal from the exercise 
yard. The Coroner opined that what happened reflected that Mr A was not 
coping in his confinement. In the early hours of the following morning, Mr 
A was found unresponsive in his cell, a code red medical emergency was 
called, however the cell door was unable to be opened immediately as the 
keys to the cell doors were held elsewhere by senior prison officers. There 
was a delay of close to 10 minutes before CPR was commenced from when 
the initial prison officer noticed Mr A was unresponsive. This was coupled 
with a subsequent delay in a call for an ambulance. 

The Coroner was reasonably satisfied the Department of Justice provided 
adequate supervision, treatment and care to Mr A during his final and 
previous periods of incarceration, except for the failure by prison staff to 
unlock his cell door and then commence CPR within a reasonable time frame. 
Despite numerous improvements being made by the prison service following 
Mr A’s death, the Coroner made 4 recommendations to the prison service; 
increasing the number of ligature minimised cells; to double the number 
of safe cells; and for prison officers to participate in simulated hanging 
scenarios during initial employment training and during refresher training for 
CPR. In response to the need to improve the involvement of prison mental 
health staff following a prisoner being involved in a critical incident regarding 
violent behaviour or sent to a specialised unit for disciplinary purposes, the 
Coroner made a recommendation for suitably qualified mental health staff 
member to conduct a mental health assessment as soon as possible. 
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Mr S (December 2020) 

At the time of his death Mr S was a sentenced prisoner. Prior to sentencing, 
Mr S was diagnosed as suffering from a chronic, incurable lung condition, 
idiopathic nonspecific interstitial pneumonia, which reduced the capacity 
of his lungs and his life expectancy. Mr S’ disease was incurable and his 
median survival, without transplantation was estimated at about 5 years. 
He had not been placed on the transplant waiting list at the time of his 
imprisonment for a number of reasons. 

Whilst in prison Mr S’ condition deteriorated and he was non-compliant with 
medical advice regarding the delivery of oxygen via a face mask. This was 
because he preferred to use nasal prongs, which could only take a limited 
amount of oxygen, and as he required more oxygen, he was advised to use 
a mask. Even using the lower flow rate, Mr S’ oxygen saturation rates were 
generally found to be within an acceptable range. His final admission to 
hospital occurred after Mr S experienced an episode of respiratory distress 
with very low oxygen levels. Whilst in hospital his condition continued to 
deteriorate, and he was palliated. 

The Coroner found the cause of death was non-specific interstitial 
pneumonia and the manner of death was by way of natural causes. While 
Mr S raised concerns about his care while in prison, the Coroner did not 
find any evidence to support these concerns. The Coroner was satisfied Mr 
S received medical care to the same standard he would have received in the 
community.

Baby JDU (January 2021) 

Baby JDU died age 11 weeks old from a serious form of Scimitar syndrome, 
a congenital heart condition with a number of connected complications 
which increased his already high risk of mortality. The Department of 
Communities made a provisional protection and care warrant to take effect 
after his birth. Despite a range of treatments including surgery, whilst in the 
intensive care unit Baby JDU succumbed to his complications. 

The Coroner was satisfied with the care, supervision and treatment provided 
to Baby JDU and commented that the care and treatment provided by the 
specialist tertiary hospital was of a very high order.  

Mr S (March 2021) 

At the time of his death, Mr S was subject to an inpatient treatment order 
under the Mental Health Act 2014 and thus was an involuntary patient. Mr S 
died in an inpatient mental health unit from respiratory failure in a man with 
lung cancer, chronic obstructive pulmonary disease and pulmonary fibrosis. 
He had been diagnosed with paranoid schizophrenia and organic personality 
disorder and more recently with cognitive impairment, which was assessed 
as early onset dementia. He had limited insight into his illness and it 
affected his daily functioning. He had been diagnosed with emphysema and 
pulmonary fibrosis related to smoking.

Despite his severely limited lung function, Mr S continued to smoke heavily 
and adamantly refused to stop smoking, despite frequently succumbing to 
respiratory failure. His psychiatric and cognitive issues meant that it was 
extremely difficult for the respiratory team to engage him in discussions 
about treatment options. On 3 occasions he was admitted to the tertiary 
hospital with complications of his lung disease including pneumonia and 
severe breathlessness.

The Coroner found that Mr S received a very good level of care at both the 
tertiary and inpatient mental health hospital and made no recommendations. 
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Review of Death

84 MP 0098/18 Review of Death Policy
85 For deaths that occurred between 1/1/2019 and 31/12/2019
86 For deaths that occurred between 1/1/2020 and 31/12/2020

There have been two calendar years since the updated Review of Death 
Policy 84 took effect in the WA health system. The purpose of the updated 
Review of Death Policy is to ensure that health service providers, contracted 
health entities, and private licensed health care facilities (participating 
entities) identify potentially preventable deaths, and opportunities for 
improvement in the delivery of health care, including the quality of end-of-
life care.

Any preventable deaths identified via the review process are required to be 
notified as SAC 1 clinical incidents and investigated under the Clinical Incident 
Management (CIM) Policy (if this has not already occurred). The Review of 
Death Policy also has a relationship to the Western Australian Audit of Surgical 
Mortality (see Appendix Two: Interaction of the Review of Death Policy with 
CIM and WAASM Processes for a diagram showing this relationship).

The Review of Death Guideline supports the implementation of the Review of 
Death Policy. The Review of Death Guideline includes information to assist 
healthcare providers in the development of comprehensive review processes 
for the deaths of terminally ill and palliative care patients, and effective 
governance of independent review processes. Information regarding the 
statutory reporting requirements that may apply when a patient dies is also 
provided.

Data provided by participating entities showed there were 6,953 patient 
deaths that fell within the scope of the Review of Death Policy between 1 
January and 31 December 2020, and that 94.0% (n=6,533) of these deaths 
were reviewed within 4 months of the date of death (see Table 22). In 
monitoring compliance, variances are reviewed with participating entities 

to reinforce the importance of mortality review in clinical governance. 
Participating entities are also required to indicate whether SAC 1 clinical 
incidents are notified as an outcome of a mortality review process 
conducted under the Review of Death Policy. Between 1 January and 31 
December 2020, hospitals reported 13 patient deaths were notified as SAC 1 
clinical incidents following mortality review. This figure is comparable to the 
previous calendar year (2020, n=12). 

Table 22: Review of Death Indicators for 2019–2020

Indicator 201985 202086 

Number of deaths in scope of Review of Death 
Policy 7,190 6,953

Number of deaths with a completed review 
within 4 months of the date of death 6,812 6,533

Percentage of deaths with a completed review 
within 4 months of the date of death 94.7% 94.0%

Number of SAC 1 clinical incidents notified as an 
outcome of mortality review process conducted 
under the Review of Death Policy

12 13

Note: Data includes Health Service Providers, Contracted Health Entities and private 
facilities that have a licence requirement to comply with the Review of Death Policy. 
Patient deaths that have been referred to the WAASM and/or notified as a SAC 1 clinical 
incident for investigation under the CIM Policy are not required to be reviewed under 
the Review of Death Policy and are excluded from this data.
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Western Australian Audit of Surgical Mortality

87 WAASM website
88 Review of Death Policy
89 RACS’ CPD Guide

The Western Australian Audit of Surgical Mortality (WAASM)87 is a review of 
surgical deaths using a peer review methodology. The WAASM is managed 
by the Royal Australasian College of Surgeons (RACS) and funded by the 
Department of Health. The WAASM has been operating since 2002, with 
data reported by calendar year.

All deaths that occur in WA hospitals (including private hospitals) where 
the patient was under the care of a surgeon are notified to the WAASM and 
reviewed. Participation in the WAASM fulfils mortality review obligations 
established by the Review of Death Policy 88.

The RACS’ Continuing Professional Development (CPD) Guide89 mandates 
surgeons’ participation in the Australian and New Zealand Audit of Surgical 
Mortality (ANZASM). The ANZASM provides central oversight for each of the 
jurisdictional surgical audits, including the WAASM, and provides a national 
overview of audit data.

An overview of the WAASM process is shown in Figure 51. Once a death 
occurs where the patient was under the care of a surgeon or under the care 
of a physician and underwent a surgical procedure, the WAASM is notified. 
The surgeon is notified, completes a form about the death and is asked to 
identify if there has been an: 

* area for consideration: the clinician believes an area of care COULD 
have been improved or been different, but recognises there may be an 
area of debate

* area of concern: the clinician believes an area of care SHOULD have 
been better

* adverse event: an unintended injury caused by medical management 
rather than by the disease process, which is sufficiently serious 
to lead to prolonged hospitalisation or to temporary or permanent 
impairment or disability of the patient at the time of discharge, or 
which contributes to or causes death.
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The case then undergoes first-line assessment, where the form that the 
surgeon filled out is de-identified and sent to a peer surgeon at a different 
hospital for review. The first-line assessor is also asked to identify any 
clinical management issues (area of consideration, area of concern or 
adverse event) and request a second-line assessment if deemed appropriate.  

Second-line assessments are requested if:

* an area of concern or adverse event has been identified
* there is a potential for lessons to be learnt
* further review of the case is required from the medical notes.

Second-line assessment involves an in-depth review by a second peer 
surgeon using the patient’s medical notes. The second-line assessor is asked 
to document further about the clinical management issues and prepare a 
short report to be sent to the surgeon for feedback. 

The WAASM is designed to improve patient safety by providing direct 
feedback from surgeons to surgeons and by highlighting overall trends 
and system issues in surgical care. To facilitate changes in practice and 
education to all clinicians, ANZASM releases regular case note review 
booklets90. The WAASM Annual Reports91 provide de-identified information 
of data gathered through the audit process to identify trends.

90 ANZASM Case Note Review Booklets
91 WAASM Annual Reports

Figure 51: WAASM process

Death occurs and WAASM notified

Deaths where a surgeon was involved in the care of the patient are 
audited, regardless of whether an operation took place.


Surgical case form

Surgeon involved in patient’s care asked to identify any areas for 
consideration, areas of concern, or adverse events in addition to other 
audited information


First-line assessment

Peer surgeon, from a different hospital and from the same specialty, 
reviews the case and completes the proforma.


Second-line assessment

A second peer surgeon provides further review. Second-line assessment 
only occurs if an area of concern or adverse event is identified, or the 
potential for learning is recognised.


Aggregate data reported

Data is anlaysed and an annual report written and released, to enable 
lessons to be learnt.
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In 2020, 532 deaths across public and private hospitals met the WAASM 
criteria. There were 49 cases that were referred for second-line assessment, 
representing 13.8% of the 355 cases with a completed first-line 
assessment. Over the 10-year period (2011–2020), definitely preventable 
surgical deaths have been less than 1% of surgical deaths (see Figure 52).

Figure 52: Total surgical deaths and deaths with definitely preventable 
adverse events

570 592
566 578 581 591 570 555 552 532

7 2 1 4 2 2 4 6 2 1

700

600

500

400

300

200

100

0
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Total surgical deaths Surgical deaths with preventable adverse events

92 2020 data includes cases for which the audit process was complete at 28 May 2021

A total of 93 adverse events were identified by the WAASM surgeon 
assessors during the ten-year period from 2011 to 2020.92 The 3 most 
frequently reported adverse event types over this period were complications 
of surgery (n=21), medical management/assessment issues (n=12), and 
decisions relating to surgical treatment (n=11; see Table 23).

Table 23: Most Frequently Reported Adverse Event Types Causing Death 
between 2011 and 2020 (Including Events that were Considered Not 
Preventable)

Adverse Event 2011–2020

Complication of surgery 21

Medical management/assessment issues 12

Decisions relating to surgical treatment 11

Delay to treatment (medical and surgical) 9

Bleeding associated with operation 6

Gastrointestinal perforation 6

Injury caused by fall in hospital 5

Other adverse events 23

Total 93

Note: Data includes cases that were complete at 28 May 2021. Only adverse events with 
frequencies ≥5 have been included. Adverse events have been grouped by the PSSU 
based on event descriptions provided by the surgeon assessors for the WAASM. Other 
adverse events include anastomotic leak, communication issues, diagnosis issues, 
Deep vein thrombosis/ Deep vein thrombosis prophylaxis, equipment/device issues, 
infections (including septicaemia), pulmonary embolism and patient factors.
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The WAASM assessors considered 40.8% (n=38) of the 93 adverse events identified from 2011 to 2020 to be definitely preventable. There were 5 adverse 
events that caused death identified in 2019 of which 2 were considered definitely preventable, and 3 have been identified so far in 2020 of which one was 
considered definitely preventable; see Table 24. 

Table 24: Total Adverse Events and Adverse Events Causing Death that were Considered Definitely Preventable between 2011 and 2020

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Total surgical deathsa 570 592 566 578 581 591 570 555 552 532

Total adverse events 
identifiedb,c 12 8 7 15 11 8 10 14 5 3

Adverse events considered 
definitely preventableb,d 7 4 1 6 2 2 4 9 2 1

a Total surgical deaths are those reported as meeting the WAASM inclusion criteria (as contained in the WAASM 2021, 2020 and 2019 Reports).

b Data includes cases that were complete at 28 May 2021 and will be updated in future editions of this report.

c Includes adverse events that were considered not preventable.

d Multiple adverse events that caused death and were considered definitely preventable may have been recorded for a single surgical death.

In 2020, the 3 adverse events causing death that have been identified so far, are related to: 

* aspiration pneumonia after anaesthetic
* pulmonary embolus
* pre-operative assessment inadequate. 

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices



116

Consumer feedback

Number of  
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21,451
9.9% mental health (535) 

of complaint issues 
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complaints
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Consumer Feedback Review

93 NSQHS Partnering with Consumers Standard

Encouraging consumers to provide feedback about their health care 
experience offers a source of valuable information to hospitals and 
health service organisations. Consumers can provide feedback as either 
a complaint, a compliment, or a contact or concern. Complaints identify 
aspects of a service that are not meeting consumers’ expectations and 
may relate to serious quality of care issues, indicating where services 
could be improved. Compliments identify areas where the health service is 
meeting or exceeding consumers’ expectations and express the consumers’ 
appreciation to staff. Contacts and concerns can include requests for 
information or assistance, or minor concerns regarding a minor aspect of 
service that are resolved at the point of first contact.

The NSQHS Partnering with Consumers Standard93 necessitates that 
services encourage all consumers to report complaints and work with 
consumers to resolve these complaints, which are in turn used to inform 
quality improvement activities. Culturally however, complaints remain 
challenging for staff, hospitals, and health service organisations to receive. 
Many consumers who place complaints do so with the aim of preventing 
the same event from happening to another consumer. Adopting a no-blame 
culture and embracing consumer feedback as a learning opportunity can 
improve patient care and reduce the potential for future harm. Actively 
encouraging patients to use their voice, particularly underrepresented 
groups, is indicative of a mature consumer feedback culture.

The Datix Consumer Feedback Module (CFM) is the enterprise system used 
for complaint management in the WA public health system. The system 
provides a three-tier classification system for categorising issues raised in 
consumer complaints which enables analysis of data and trends. Multiple 
issues can be recorded for each complaint which often cover various 

aspects of a consumers’ health care experience. The Datix CFM also has 
the capacity to record consumer compliments, contacts, and concerns to 
provide a fuller picture of the consumer perspective. Public hospital and 
health service consumer feedback data presented in this report is extracted 
from the Datix CFM. Contracted health entities that provide health services 
to public patients do not utilise the Datix CFM but are required to report 
certain data on complaints relating to public episodes of care to the PSSU. 
This data has been included in this report where possible. These contracted 
health entities are not required to provide compliments or contacts and 
concerns data to the PSSU.

A full review of the Datix CFM and was completed in January 2021, 
including investigation of related consumer feedback processes. The review 
gathered information through consumer workshops facilitated by the Health 
Consumers’ Council and Consumers of Mental Health WA, staff surveys, 
focus groups, and targeted consultation. The benefits achieved during the 
project included: 

* Increased facility for recording of demographic details in Datix CFM, 
particularly with relation to vulnerable groups, with integration of data 
from the patient administration system where possible.

* Increased promotion of the role of advocacy groups in consumer 
feedback processes within the module.

* In-built guidance for staff in selecting the type of feedback in Datix 
CFM to improve consistency of categorisation.

* A decreased initial Datix CFM data entry onus on staff in recognition of 
busy work environments to facilitate increased recording of consumer 
feedback.

Contents Overview Clinical incidents NSQHS Standards Mortality review Consumer feedback Future focus Appendices

https://www.safetyandquality.gov.au/standards/nsqhs-standards/partnering-consumers-standard


118

Further work is planned based on the findings from the review including 
development of supporting information to assist vulnerable groups navigate 
the consumer feedback process across the WA health system.

Consumer Feedback Overview

Consumers provided the WA health system with feedback on 21,451 
occasions in 2020/21.94 Approximately half of all feedback received was 
positive in nature, with 10,700 compliments (49.9%) received about the 
WA public health system in this period (see Figure 53). The remainder of 
feedback received was equally split between complaints (n=5,382; 25.1%) 
and contacts and concerns (n=5,369; 25.0%).

Figure 53: Type of Consumer Feedback Received by the WA health system 
for 2020/21

Complaints
5,382

Compliments
10,700

Contacts and
concerns
5,369

94 It is mandatory for all complaints received by WA’s public hospitals and health care providers to be entered in the Datix CFM, and for all complaints relating to public patients treated at Contracted Health 
Entities (Joondalup Health Campus, Peel Health Campus, and St John of God Midland) to be reported to the PSSU. Recording of compliments and contacts in the Datix CFM by WA’s public hospitals and 
health care providers is encouraged but optional. Contracted Health Entities do not provide the PSSU with compliments and contacts data.

95 This data is not requested from Contracted Health Entities (Joondalup Health Campus, Peel Health Campus, and St John of God Midland) and represents the ‘Unknown’ component in Figures 75 and 84.

The majority of feedback was received directly from the consumer 
(n=13,663; 64.6%), with 35.4% (n=7,489) of feedback received from 
consumer representatives, including family, friends and carers.95 A 
slightly greater proportion of compliments compared to complaints were 
received directly from consumers rather than consumer representatives 
(68.9% compared to 63.5%; see Figure 54). This was particularly true for 
consumers of mental health services with 77.3% of compliments received 
directly from consumers compared to 54.2% of complaints. Consumers 
of mental health services have reported feeling stigmatised in providing 
negative feedback about their experience, with concern that their feedback 
may be dismissed due to their mental health diagnosis.

Figure 54: Person Reporting by Type of Consumer Feedback Received for the 
WA health system for 2020/21
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Complaints Overview

Every complaint received by the WA health system must have at least one 
issue identified. Issues are recorded as reported by the person providing the 
feedback to the hospital or health service organisation. The complaint issue 
categorisation used in the WA health system is explained in the Complaints 
Management Policy.96 The categorisation is based on the two-level 
categorisation described in the Health and Disability Services (Complaints) 
Regulations 2010. A further third level of categorisation is available in the 
Datix CFM enabling analysis of specific trends in complaints. 

In 2020/21, a total of 8,989 issues were identified in the 5,382 complaints 
received. The proportion of issues identified in each first-level category in 
2020/21 is shown in Figure 55. The top four broad complaint categories 
remain unchanged from previous years and accounted for 85.1% of all 
issues identified.

For the purpose of this report the term mental health complaint describes 
those complaints received by health services providing specialised mental 
health care in community services or hospitals and is presented as a subset 
of total health complaints. Complaint issues relating to mental health care 
followed a similar distribution of total health complaint issues but with 
a higher proportion of issues categorised within ‘Rights, Respect and 
Dignity’ (14.6% compared to 11.5% for total health complaints) and a lower 
proportion of ‘Access’ issues reported (11.0% compared to 15.6% for total 
health complaints).

96 MP 0130/20 Complaints Management Policy

Figure 55: Issues Identified by Person Reporting the Feedback in Complaints 
Received by the WA health system for 2020/21
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Complaints Demographics

The Datix CFM captures a range of demographic data which can be used 
to identify issues faced by the different vulnerable groups in the WA health 
system.97 In late 2020, data from the patient administration system was 
interfaced into Datix CFM. This improves the completeness of demographic 
data in Datix CFM without having to specifically ask consumers these questions 
that they may have answered previously. Complete demographic data enables 
health service organisations to identify trends in issues relating to particular 
demographic groups. Services can then develop improvements specifically 
tailored to improve the health care experiences of vulnerable groups.

Of the people affected in the 4,637 complaints recorded in Datix CFM:

Age

* 13% were under 18 years of age
* 54% were between 18 and 64 years of age
* 32% were 65 years or older.

Gender

* 793 identified as female
* 830 identified as male
* 79 did not state whether they identified as female or male
* Gender was not recorded in 2,950 complaint records.

Aboriginal and Torres Strait Islander

* 183 identified as Aboriginal or Torres Strait Islander
* Aboriginal and Torres Strait Islander status was not recorded in 1,227 

complaint records.

97 As demographic data is not mandatory to report, the available data will not reflect a complete demographic profile and numbers will be small. Caution is required when interpreting demographic data.

Language spoken

* 8 consumers required an interpreter. The reported languages were:

• Vietnamese (n=2)

• Mandarin (n=1)

• Spanish (n=1)

• The language spoken by the remaining 4 consumers was not 
recorded.

Disabilities identified

* 39 people identified at least one disability, with 48 disabilities 
identified (see Figure 56).

Figure 56: Disabilities Identified by the Person Affected in Complaints in 
2020/21
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Complaints Resolution

At the conclusion of the complaint management process a resolution is 
recorded that reflects the measures taken by the service in response to 
the issues raised in the complaint. Each complaint should have at least 
one resolution recorded, with more than one resolution possible for each 
complaint. There may be further quality improvement activities that arise 
from a complaint that are not captured within the recorded resolution.

Of the complaints received during 2020/21, 4,279 had been closed at the 
time of reporting with at least one resolution recorded in 4,230 records.98 
The three most frequent resolutions achieved continue to be the provision 
of an apology (n=2,962, achieved in 70.0% of complaints with recorded 
resolutions), the registration of a concern (n=2,551, achieved in 60.3% of 
complaints with recorded resolutions), and the provision of an explanation 
(n=2,443, achieved in 57.8% of complaints with recorded resolutions, see 
Figure 57. Consumers have shared the importance of receiving a sincere 
apology targeted to their specific circumstances rather than a stock-
standard apology that lacks caring and compassion.

98 Each closed complaint record should have at least one resolution recorded, with multiple resolutions possible in each complaint. Resolutions may not be entered if the complaint management process was 
not concluded at the time data was extracted from the Datix CFM. Resolution information is not received for complaints regarding public patients treated at Contracted Health Entities (Joondalup Health 
Campus, Peel Health Campus and St John of God Midland). Resolution not recorded in 49 closed complaints in Datix CFM.

Figure 57: Complaints Resolution Achieved in 2020/21
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Note: ‘Other outcomes’ includes: Referred to another organisation (n=70), Costs 
refunded or reduced (n=55), Agreement not reached (n=34), Complaint has been 
withdrawn (n=30), Change in policy effected (n=28), Compensation paid (n=23), 
Unknown outcome (n=10), and Other outcomes not stated (n=238). 
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Quality of Clinical Care Complaint Issues

Issues identifying problems with the quality of health care provided are 
consistently the largest contributor to total complaint issues identified by 
consumers. In 2020/21, 33.2% (n=2,981) of complaint issues related to the 
quality of clinical care. The representation of this category was similar for 
issues relating to mental health complaints (n=282, 34.1%; see Figure 55). 

The three most frequently reported quality of clinical care issues in 2020/21 
were consistent with previous years and are shown in Figure 58. Issues of 
‘Inadequate treatment/therapy’ were the most frequently reported at 9.9% 
of total complaint issues (n=889) and higher at 13.1% of mental health 
complaint issues (n=108). 

Complaint issues identifying an inadequate or delayed assessment was the 
second most common quality of clinical care complaint issue at 6.8% of 
total complaint issues (n=610). This category reflected a similar proportion 
in mental health complaint issues at 6.3% (n=52). 

The third most common complaint issue was ‘Discharge or transfer 
arrangements’ at 4.5% of total complaint issues (n=402). Mental health 
complaints reflected greater concern regarding ‘Discharge or transfer 
arrangements’ as the second most common complaint issues in mental 
health complaints (n=53; 6.4%). There was also a higher proportion of 
issues categorised as ‘Failure to provide safe environment’ at 2.9% of mental 
health complaint issues, compared to 1.9% of total health complaint issues. 
These two complaint issue categories suggest that consumers of mental 
health services value feeling safe while receiving care and being involved in 
planning their ongoing care.

Figure 58: Complaint Issues Relating to Quality of Clinical Care for 2020/21
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The following consumer complaint contained issues relating to the quality of 
clinical care:

Case study

A 15-month old child with a fractured distal tibia attended an 
emergency department where a plaster backslab was applied. No 
follow-up in orthopaedic clinic was arranged at the time. The plaster 
fell off and had to be replaced in the emergency department on three 
occasions. On this occasion a stage 3 pressure injury was noted on 
the infant’s heel. The patient was referred to the orthopaedic clinic at 
this time. The pressure injury was not addressed in the clinic and the 
mother later re-presented with the patient to the emergency department 
due to concerns about the pressure injury. The mother complained 
about the inaction around the pressure injury that occurred in the 
orthopaedic clinic. A week later an infection was confirmed. The patient 
was referred to the plastic surgery team and received ongoing treatment 
for the pressure injury.

Following the complaint, the hospital sourced improved padding to be 
routinely used to prevent the development of pressure injuries under 
fibre-glass and Plaster of Paris splints. Education and upskilling was 
provided to junior medical staff on applying plasters in children. This 
can be challenging due to changes in swelling and difficulties around 
compliance. Junior medical staff and the orthopaedic team were 
also the target of awareness raising about pressure injuries and their 
management. The event was also investigated as a clinical incident.

Key Messages and Information:  
Quality of Clinical Care Complaint Issues

Quality of clinical care complaint issues identify situations where consumers 
felt their treatment or assessment was inadequate or where there were poor 
arrangements surrounding their discharge home or transfer to another 
facilty or service. Issues reported by consumers in this category can be 
potential early warning signs for situations that could lead to patient harm. 
Hospitals and health services can capitalise on these issues and implement 
improvement strategies to mitigate the risks identified by consumers, and 
improve the safety of services provided for all patients. 
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Communication Complaint Issues

In 2020/21 there were 2,226 communication complaint issues reported, 
constituting 24.8% of total complaint issues. The top three communication 
complaint issues were the same across total health and mental health services, 
but the order of the complaint issues differed. The most frequently reported 
communication complaint issue was ‘Misinformation/failure in communication 
(not failure to consult)’ with 719 issues identified (8.0% of total compliant 
issues; see Figure 59) which was ranked second in mental health 
communication complaint issues (n=52; 6.3%). For complaints in mental 
health services, the most common communication complaint issue was 
‘Failure to listen to consumer/representative/carer/family’ (n=59; 7.1% mental 
health complaint issues) which was ranked third for total communication 
complaint issues (n=493; 5.5%). The communication complaint issue category 
of ‘Inappropriate verbal/non-verbal communication’ was the second most 
common across all complaints (n=586; 6.5%) and third most common in 
mental health communication complaint issues (n=39; 4.7%).

Figure 59: Complaint Issues Relating to Communication for 2020/21
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The following consumer complaint contained issues relating to 
communication: 

Case study

A couple received letters requesting they make an appointment at a 
clinic for an infectious disease screening test. They rang the clinic 
to make an appointment but were advised that no appointment was 
necessary. They were advised of two afternoons that were particularly 
quiet and therefore good times to attend. When they presented to the 
clinic at one of the suggested times they were told by the receptionist 
that staff were in a meeting and the couple were unable to have their 
testing completed. The couple returned home and had to return 
to the clinic at another time which involved an additional cost and 
inconvenience.

The complainant requested the health service to provide an explanation, 
an apology, and register their concern. The service provided an apology 
and implemented a change in practice.

The health aervice recognised that the communication provided to the 
couple was unhelpful and recommended that the standard letter sent 
advising of the need for a screening test be amended to inform of the 
times when testing was not available. The service also removed the 
statement in the letter that an appointment was required to have testing 
completed.
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Key Messages and Information:  
Communication Complaint Issues

Across the earlier sections of this report relating to the NSQHS Standards, 
it is seen that issues with communication are a common contributory factor 
to the occurrence of clinical incidents. Communication is not a one-way flow 
of information from health professional to consumer, but requires provision 
of information in a respectful manner and taking the time to ensure 
understanding by the consumer. Initiating quality improvement activities 
from consumer complaints that highlight where communication has failed 
or been inappropriate or inadequate can potentially avoid future harmful 
clinical incidents. Further, being unwell and receiving health care within the 
WA health system can be a highly stressful and overwhelming time. By truly 
partnering with consumers, their families, and their carers, services can 
alleviate a lot of the concerns and misunderstandings that can be caused by 
poor communication.

Access Complaint Issues

Complaint issues surrounding access to services constituted 15.6% of 
total complaint issues (n=1,406) in 2020/21. Figure 60 shows the most 
commonly reported access issue was ‘Delay in admission/treatment’ 
(n=464; 5.2% of total issues), followed by ‘Inadequate resources/lack of 
service’ (n=375; 4.2%), and ‘Waiting list delay’ (n=315; 3.5%). 

The most frequent issues in mental health services differed, with ‘Inadequate 
resources/lack of service’ being the most common complaint issues (n=38; 
4.6% total mental health complaint issues), followed by ‘Refusal to provide 
services’ (n=20; 2.4%), and ‘Delay in admission/treatment’ (n=17; 2.1%).

Figure 60: Complaint Issues Relating to Access for 2020/21
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The following consumer complaint contained issues relating to access:

Case study

In late 2020, a woman took her adult son, who had a history of a 
weakened immune system, to an emergency department with flu-like 
symptoms. The woman entered the emergency department to talk to 
the triage nurse while her son, who was wearing a mask, waited in 
the car. The woman found the nurse to be belittling as she dismissed 
explanations about her son’s weakened immune system. The woman 
brought her son into the emergency department where they were forced 
to change his mask. He was then directed to a waiting room where the 
woman was not permitted to accompany him due to COVID-19 policy 
requirements. The woman was in contact with her son via text message 
for an hour and a half while he was in this room. The information 
that she received from staff regarding his progress did not match the 
updates she was receiving directly from her son. Due to the extended 
wait, the woman and her son decided to leave and her son visited 
his General Practitioner the following day where he was prescribed 
medication. The woman felt that because of the environment caused 
by COVID-19 her son’s condition was overlooked. She felt that he 
could have had a serious condition and his access to treatment was 
delayed due to COVID-19 policy despite there being no COVID-19 in the 
community at the time.

The service acknowledged the complainant’s concern and provided 
an explanation and an apology. The service also counselled the staff 
involved to improve future service.

The service identified the need for good communication and the 
importance of providing compassionate care and reassurance to all 
patients. This learning was shared with staff.

Key Messages and Information: Access Complaint Issues

Consumer expectations of access to public health services may at times 
need to be managed through thorough communication. Sometimes however 
the access issue is related to a clinical incident, for example a lost referral 
meaning a patient was not followed up in clinic in the recommended 
timeframe, leading to a poorer outcome for the patient. Both of these 
situations represent opportunities for changes to be implemented to improve 
the flow of information between the parties that require it. Clearly explaining 
reasoning for delays to patients, including both delays on a waiting list and 
delays experienced once at a hospital or health service, can aid to reduce 
potential anxiety and ensure the patient remains engaged in their health care 
in order to achieve optimal outcomes.
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Rights, Respect and Dignity Complaint Issues

In 2020/21, there were a total of 1,036 complaint issues lodged relating 
to the ‘Rights, respect and dignity’ category, accounting for 11.0% of total 
complaint issues received, but 14.6% of mental health complaint issues. The 
top three issue categories (see Figure 61) identified across all complaints 
were the same in mental health complaints: ‘Inconsiderate service/lack of 
courtesy’ which included situations where the consumer found the staff 
member to be impolite or lacking kindness, or that the staff member did 
not have a helpful manner as 6.1% of total health issues (n=547) and 6.0% 
of mental health issues (n=50); ‘Absence of compassion’ as 2.6% of total 
health issues (n=237) and 2.2% of mental health issues (n=18); and ‘Breach 
of confidentiality’ identifying situations where information was provided to 
a third party without the consent of the consumer as 1.1% of total health 
issues (n=96) and 2.1% of mental health issues (n=17).   

Figure 61: Complaint Issues Relating to Rights, Respect and Dignity for 
2020/21
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The following consumer complaint contained issues relating to rights, 
respect and dignity:

Case study

An Aboriginal person, whose first language was not English, self-
discharged from hospital against medical advice. It wasn’t known 
whether the patient understood the seriousness of their medical 
condition due to language barriers. The patient was not offered an 
interpreter to assist. The next morning, they returned to the emergency 
department with a friend to act as their support person and to assist 
them to understand what was happening. When the patient was called 
through for assessment their friend was not permitted to accompany 
them.

Following the complaint, the service apologised and acknowledged the 
steps they should have taken to provide culturally appropriate care. The 
service updated their emergency department triage form to prompt 
staff to ask patients who identify as Aboriginal for their preferred 
language or dialect.

Key Messages and Information:  
Rights, Respect and Dignity Complaint Issues

All consumers of the WA health system deserve to be treated with respect. 
Cultural awareness training echoed by an environment supportive of 
diversity is one component that contributes to making the WA health system 
a respectful health system. The higher number of rights, respect and dignity 
issues identified by mental health consumers emphasises the particular 
challenges felt by consumers of mental health services in the WA health 
system. Encouraging feedback from vulnerable groups is vital to ensuring all 
consumers feel safe receiving care from the WA health system.
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Future Focus
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Future Focus

Over the last few years, the focus for the PSSU has been on ensuring an 
integrated approach to patient safety policy, systems and processes in the 
WA health system. The PSSU will continue to mature clinical governance 
processes, with the focus on maintaining established positive speak up and 
learning cultures but also work with health service providers to work on 
counter cultures such as blame, fear and liability which can offset a positive 
safety culture within health organisations.

In February 2021, the PSSU and Health Support Services became aware 
that the Datix CIMS/CFM system had been placed into ‘maintenance 
mode’ by the vendor. This means that no development of the Datix CIMS/
CFM application will occur moving forward, with vendor support limited 
to resolving critical defects and applying security patches. The vendor has 
chosen to move its development focus to its newer patient safety software 
platform.

Continuing to use an unsupported system beyond the expiration of the 
current contract for support and maintainence of the Datix CIMS/CFM in 
mid-2023 is not considered a viable option, so the PSSU has commenced 
working with Health Support Services on the development of the business 
case to procure and support a new state-wide system for the management 
of clinical incidents and consumer feedback. Opportunity may also exist to 
extend the WA health system’s suite of patient safety software, for example 
to include functionality for mortality reviews.

A key focus for the PSSU over the next two years will be working with 
stakeholders throughout the WA health system to procure and implement 
new patient safety systems that will enable health service providers and staff 
to take further steps forward in the advancement of patient safety and high-
quality care.

Strengthening of clinical governance will occur through development 
of a contract register to monitor implementation of the Clinical Incident 
Management Policy via health care contracts. PSSU will support the various 
contract managers to monitor policy compliance and provide consistent 
oversight to clinical goveranance processes.  

The collaborative work between the PSSU and the WA Country Health 
Service in the production of a suite of 16 clinical incident management 
videos will be used as model for future work. Collaboration enables a shared 
learning of lessons learnt and is a key component for the WA health system 
to move from a reporting organisation to a learning organisation.

Consumer and staff perspectives gleaned through the Datix CFM Review 
regarding the enablers of and barriers to consumers providing feedback 
in the WA health system will be used to make meaningful improvements. 
The additional challenges in providing feedback faced by vulnerable groups 
including Aboriginal and Torres Strait Islander people, children and young 
people, people of culturally and linguistically diverse backgrounds, people 
with disabilities, people experiencing mental health issues, and LGBTIQ+ 
people will be of particular focus. Development of resources and navigation 
tools will be aimed at improving the capture of feedback from these groups, 
which in turn will provide an understanding of the particular issues faced by 
these groups and offer the opportunity for change.

The above is planned in the context of the continuing COVID-19 pandemic. 
Although WA has been fortunate in comparison to other parts of Australia 
and the world, there has been a constant strain of planning and preparation 
on the WA health system for some time. At the heart of the WA health 
system are the staff. It is their ongoing dedication to the safe health care of 
all Western Australians for which we say thank you.
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Appendices
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Appendix One: SAC 1 Clinical Incident Notification List

Clinical incidents that must be reported as SAC 1 (includes 10 national 
sentinel event categories*).

Severity Assessment Code 1 Categories (National Sentinel Events)

1 Surgery or other invasive procedure performed on the wrong site 
resulting in serious harm or death

2 Surgery or other invasive procedure performed on the wrong patient 
resulting in serious harm or death

3 Wrong surgical or other invasive procedure performed on a patient 
resulting in serious harm or death

4 Unintended retention of a foreign object in a patient after surgery or 
other invasive procedure resulting in serious harm or death

5 Haemolytic blood transfusion reaction resulting from ABO 
incompatibility resulting in serious harm or death

6 Suspected suicide of a patient in an acute psychiatric unit or acute 
psychiatric ward

7 Medication error resulting in serious harm or death

8 Use of physical or mechanical restraint resulting in serious harm or 
death

9 Discharge or release of an infant or child to an unauthorised person

10 Use of an incorrectly positioned oro- or naso-gastric tube resulting 
in serious harm or death

* Effective 1 July 2018, the CIM Policy was amended to incorporate the 10 revised 
sentinel event categories endorsed by the Australian Health Ministers’ Advisory Council 
in December 2017. Sentinel event data in this report includes those events reported 
under these revised categories from 2018/19.

Severity Assessment Code 1 Categories (Other)

SAC 1 includes clinical incidents which have, or could have (near 
miss), caused serious harm or death and which are attributed to 
health care provision (or lack thereof) rather than the patient’s 
underlying condition or illness. Note: this list is NOT EXHAUSTIVE.

Medication error (not resulting in death, serious harm or a near miss 
sentinel event) may include:
* The inappropriate administration of daily oral methotrexate.
* The intravenous administration of epidural medication.
* Wrong gas being administered.

Fetal complications associated with health care delivery:
* Unrelated to congenital abnormality in an infant causing death, or 

serious and/or ongoing perinatal morbidity.
* Complications not anticipated yet arose and were not managed in an 

appropriate/timely manner resulting in death or serious and/or ongoing 
morbidity.

* Delivery at a site other than where labour commences which requires 
transfer to another facility for a higher level of care resulting in death or 
serious and/or ongoing morbidity.

Misdiagnosis and subsequent management (refers to physical and 
mental health)
* Failure to monitor and respond to oxygen saturation.

Clinical deterioration of a mental health patient resulting in serious harm 
(physical, verbal, or sexual) or death to staff, other patients, or other 
persons
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Severity Assessment Code 1 Categories (Other)

SAC 1 includes clinical incidents which have, or could have (near 
miss), caused serious harm or death and which are attributed to 
health care provision (or lack thereof) rather than the patient’s 
underlying condition or illness. Note: this list is NOT EXHAUSTIVE.

Complications of resuscitation:
* Events in which staff experienced problems in managing an emergency 

situation or resuscitation resulting in death or serious and/or ongoing 
morbidity.

* Failed resuscitation where resuscitation guidelines could not be 
followed due to a deficiency of equipment, communication, or staffing 
resulting in death or serious and/or ongoing morbidity.

Complications of anaesthetic management:
* Unintended intra-operative awareness.
* Anaesthetic events resulting in death or serious and/or ongoing 

morbidity.

Complications of surgery:
* Intentional retention of foreign material for treatment which is found to 

have resulted in harm.
* Pulmonary embolism.
* Injury to major blood vessels.

Complications of a fall within a health service

Delay in recognising/responding to physical clinical deterioration

Hospital acquired pressure injuries

Severity Assessment Code 1 Categories (Other)

SAC 1 includes clinical incidents which have, or could have (near 
miss), caused serious harm or death and which are attributed to 
health care provision (or lack thereof) rather than the patient’s 
underlying condition or illness. Note: this list is NOT EXHAUSTIVE.

Hospital/Service process issues:
* Events in which hospital or other health service processes 

such as triaging, assessment, planning or delivery of care (e.g. 
miscommunication of test results, response to abnormal test results) 
contributed to death or serious and/or ongoing morbidity.

* Transport or transfer – events in which delays in transport or transfer 
contributed to death or serious and/or ongoing morbidity.

* Misidentification of patients. 

Intravascular gas embolism resulting in death or neurological damage*

Infection control breach (e.g. IV cannula related bacteraemia infections)

The unexpected death of a mental health client 
(e.g. suspected suicide which occurs in a location other than an acute 
psychiatric unit or acute psychiatric ward, unnatural or violent death).

Maternal death* 

The death of a woman whilst pregnant or within 42 days of termination 
of pregnancy, irrespective of the duration and site of the pregnancy, from 
any cause related to or aggravated by the pregnancy or its management, 
but not from accidental or incidental causes.

Missing or absent without leave (AWOL) of any high-risk mental health 
patient/consumer

Patient missing or absent without leave (AWOL) with adverse outcome

* These categories were recognised as sentinel events prior to 1 July 2018.
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Appendix Two: Interaction of the Review of Death Policy with CIM and WAASM 
Processes
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Data Quality Statement for this Report 

Quality Dimensions

Institutional Environment

Clinical Incident data are obtained from across the WA health system. It 
is mandatory for all health service providers to report all clinical incidents 
in the Datix Clinical Incident Management System (CIMS). Severity 
Assessment Code (SAC) 1 clinical incidents are also received from all 
WA licensed private hospitals (including contracted health entities) and 
contracted non-government organisations (NGOs). 

Hospital separation and bed day data are extracted from the Hospital 
Morbidity Data Collection (HMDC) and are provided by Inpatient Data 
Collections. The HMDC captures inpatient activity and discharge data related 
to WA public hospitals and contracted health entities. Data in the HMDC is 
entered by clinical coders, based on the information recorded by clinicians in 
each patient’s medical record.

Consumer feedback data are obtained from WA health service providers, 
including complaints from public patients treated by contracted health 
entities. It is mandatory for public hospitals and health services and 
contracted health entities to report complaints data in accordance with the 
Complaints Management Policy.

The WAASM data are obtained from the Royal Australasian College of 
Surgeons.

Review of death data are obtained from WA public hospitals, WA licensed 
private hospitals (including contracted health entities), and contracted non-
government organisations. 

The PSSU undertakes all data analysis presented within this report unless 
otherwise stated.

Relevance

The purpose of the clinical incident data is to report all state-wide clinical 
incidents notified within the 2020/21 period. SAC 1 clincial incidents include 
data from the WA health system, including hospitals and health services and 
data from licensed private hospitals (including contracted health entities) 
and contracted NGOs.

Clinical incident rate calculations include inpatient clinical incidents only 
(unless otherwise specified) with the denominator including separation/bed 
days data from WA health system hospitals’ inpatient activity data. The web 
based Datix CIMS has improved rates analysis by providing more specific 
location information.

The purpose of the consumer feedback data is to report all complaints 
and other consumer feedback received by the WA public health system to 
the Datix Consumer Feedback Module (CFM), as well as complaints data 
reported to the PSSU by contracted health entities within the 2020/21 
period. Complaints inform about patient centred care and are an integral 
component of clinical governance.

WAASM data includes deaths that occurred under the care of a surgeon, 
whether a procedure occurred or not. The WAASM follows a peer review 
model of audit and can identify areas of concern for the care of a surgical 
patient.

The purpose of the review of death data is to report the proportion of deaths 
in WA public hospitals, WA licensed private hospitals (including contracted 
health entities), and contracted non-government organisations reviewed 
within four months of the date of death.
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Timeliness

Datix CIMS and CFM data was extracted on 6 July 2021. Complaints data 
from contracted health entities was provided to the PSSU in July 2021.  
The reference period for this data is 1 July 2020 to 30 June 2021. Due to 
data coding delays, there is a lag time regarding some Datix CIMS data such 
as confirmed SAC data. As such, data frequencies may change over time  
and prohibit comparison with previous reports. Where significant SAC 1  
data was missing at the time of extraction data was refreshed on 14 July 
2021. Notification to IHPA was based on Datix CIMS data extracted on  
24 September 2021. In some parts of this report clinical incident data 
has been presented for the five-year period July 2016 to June 2021.

HMDC data was extracted on 06 July 2021 and all HMDC data are 
preliminary.  Standard exclusions have been applied as follows: separations 
for unqualified newborns, boarders, posthumous organ procurements, 
non-WA or non-inpatient facilities, aged care residents, and funding hospital 
(duplicate) cases. Mental health activity is not excluded.

WAASM data includes cases that had completed the review process by the 
census date of 12 April 2021. WAASM data includes cases where the death 
occurred over the period 1 January 2011 to 31 December 2020.

Review of death data is provided to the PSSU twice per year. The reference 
period for this data is 1 January 2020 to 31 December 2020 with the last 
data collection due 31 May 2021.

Coronial inquest summaries include all health-related inquest findings 
released between 1 July 2020 and 30 June 2021. The status of coronial 
recommendations is current as at the most recent Progress Report for 
Health-Related Coronial Recommendations (August 2021).

Accuracy

Data are entered into the Datix CIMS and CFM databases on a routine basis 
by WA health service provider staff at each facility. Datix CIMS data are 
entered in real time by the notifier. All data entered undergo data validation 
processes both at a local and state-wide level. This is to ensure the data are 
clean and free from duplicates.

Data regarding clinical incidents related to 2nd edition NSQHS Standards 
3 to 8 are reported from the Datix CIMS via the proprietary three-tiered 
Common Classification System (CCS2). The CCS2 was reviewed in 2019, 
with codes relevant to 2nd edition NSQHS Standards agreed by the State 
Datix Committee. 

WAASM data are reported in accordance with that reported to the PSSU by 
the Royal Australasian College of Surgeons. 

Coherence

Datix CIMS and CFM data are dynamic and lag times exist for some CIMS 
and CFM variables. Due to ongoing updates to the Datix CIMS and CFM data 
over time values may change, which can prevent the comparison of data at 
different times. Care should be taken when comparing data from previous 
editions of this report as data definitions may vary over time. 

The 2019/20 clinical incident data was the first year related to the NSQHS 
Standards. Data in this report is comparable to the 2019/20 report but 
are not directly comparable to previous editions of this report that related 
clincial incident data to the first edition of the NSQHS Standards.
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Accessibility

Datix CIMS and CFM data are only accessible to WA health system 
employees who have been granted permission to access the Datix CIMS 
and/or CFM. The PSSU does allow access to de-identified CIMS data by 
external parties whose research proposal has been approved by PSSU and 
who have obtained Department of Health ethics approval.

All requests for HMDC data require approval from Data Integrity 
Management.

The WAASM data is protected under the Commonwealth’s Health Insurance 
Act 1973. The release of aggregate data is subject to the authorisation of the 
Royal Australasian College of Surgeons.

Interpretability

Datix CIMS data presented in this report may include percentages. 
Numerators and denominators for all percentages exclude incidents with a 
workflow status of ‘Inactive’. Unless otherwise stated, denominators for:

* Percentages of incidents notified are counts of incidents confirmed 
as SAC 1, SAC 2 and SAC 3 as well as incidents awaiting SAC 
confirmation

* Percentages of confirmed incidents are counts of incidents confirmed 
as SAC 1, SAC 2 and SAC 3

* Percentages of closed incidents are counts of incidents confirmed as 
SAC 1, SAC 2 and SAC 3 that have a workflow status of ‘Closed’

* Percentages relating to demographic data (age group, gender 
and Aboriginal and Torres Strait Islander) are counts of patients 
involved in incidents confirmed as SAC 1, SAC 2 and SAC 3. Missing 
demographic data is excluded. A clinical incident may affect multiple 
patients.

Datix CFM data presented in this report may include percentages. 
Numerators and denominators for all percentages exclude records with a 
workflow status of ‘Inactive’. Unless otherwise stated, denominators for:

* Percentages of closed complaint records are counts of complaints 
with a complete ‘Date reply done’.

* Percentages relating to demographic data are counts of person 
affected in a complaint. Missing demographic data is excluded. There 
may be mutilpe people affected in one complaint record.

Any queries regarding the data found in this report can be directed to the 
Patient Safety Surveillance Unit, Department of Health.
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Glossary

99 Health direct health topics A-Z

Absent without Leave – Under the Mental Health Act 2014 (MHA 2014) 
section 97 Absence without Leave (AWOL) relates to involuntary inpatients, 
involuntary community patients, patients on an order for assessment, and 
referred patients that meet the following criteria:

i. any forensic patient who leaves the hospital or other place where 
the person is detained without being granted leave of absence under 
MHA 2014 s105(1);

ii. any detained involuntary or patient referred for examination who 
leaves from an authorised hospital, a general hospital, including 
emergency departments, or other place without being granted leave 
of absence under MHA 2014 s 105(1);

iii. the failure of an involuntary patient to return from a period of 
authorised leave following expiry of leave or on cancellation under 
MHA 2014 s 110(1); 

iv. any patient referred for examination who leaves from an authorised 
hospital, general hospital, including emergency departments, or other 
place under MHA 2014 s 97(1)(a);

v. any involuntary community patient who leaves the place where they 
are detained under MHA 2014 s 130(2)(b).

Adverse event – an injury or harm caused by medical management or 
complication thereof, instead of the patient’s underlying disease. It results 
in an increase in the level of care and/or prolonged hospitalisation and/or 
disability at the time of discharge.

Anastomosis – an operative union of two structures (e.g. blood vessels, 
intestines, ureters).

Anorexia nervosa – a mental disorder manifested by extreme fear of 
becoming obese and an aversion to food, usually occurring in young 
women and often resulting in life-threatening weight loss accompanied by a 
disturbance of body image.99

Bed days – the number of days a patient stays in hospital between 
admission and discharge. An aggregate measure of health service utilisation.

Bipolar affective disorder – a mental disorder characterised by one or more 
episodes of mania which is usually accompanied by one or more episodes 
of depression.99 

Cerebral palsy – a condition which affects a person’s posture and their 
ability to move. In severe cases it can affect all areas of the person’s body, 
which impacts on their ability to swallow, speak, move and sit.99 

Chronic kidney disease – reduced kidney function over a long period of 
time, often permanent. 

Chronic obstructive pulmonary disease (COPD) – reduced lung function 
over a long period of time, often permanent.99 
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Clinical incident – an event or circumstance resulting from health care 
provision (or lack thereof) which could have or did lead to unintended or 
unnecessary physical or psychological harm to a patient. Clinical incidents 
include:

Near miss – an incident that may have, but did not cause harm, either by 
chance or through timely intervention

Sentinel events – a subset of serious clinical incidents that have caused 
or could have caused serious harm or death of a patient. It refers to 
preventable occurrences involving physical or psychological injury, or risk 
thereof.100  

Clinical Incident Management (CIM) – the process of effectively managing 
clinical incidents with a view to minimising preventable harm.100 

Congestive heart failure – when the heart muscle is weakened and 
cannot pump as well as normal. Symptoms include shortness of breath, 
unexplained coughing and wheezing, muscle fatigue, tiredness and swelling 
of the legs and ankles.99 

Contact or concern – feedback from consumers/carers/representatives 
regarding any aspect of service where they state that they do not wish 
to lodge a formal complaint and the issue can be resolved without going 
through the formal complaint management process.101  

Contracted health entity – a non-government entity that provides health 
services under a contract or other agreement entered into with the CEO, 
Department of Health on behalf of the State, a health service provider or the 
Minister.102 

100 MP 0122/19 Clinical Incident Management Policy
101 MP 0130/20 Complaints Management Policy
102 Health Services Act 2016 available at: https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_13761_homepage.html
103 For further information about the Datix CCS2 see: https://healthmatrixcorp.com/MediaStorage/file/file_63.pdf

Contributory factor – a circumstance, action or influence which is thought 
to have played a part in the origin or development of an incident or to 
increase the risk of an incident.100

COVID-19 – Coronavirus disease (COVID-19) is an infectious disease caused 
by a recently discovered coronavirus. Coronaviruses are a large family 
of viruses that cause respiratory infections. The symptoms of COVID-19 
include fever, sore throat, cough, fatigue and difficulty breathing.

Datix Clinical Incident Management System (CIMS) – the approved WA 
health state-wide enterprise electronic online clinical incident management 
system, which has been used since February 2014 to capture and manage 
clinical incidents that occur within the WA health system.

Datix Common Classification System Version 2 (CCS2) – the proprietary 
classification system for clinical incidents used in the Datix CIMS. The Datix 
CCS2 consists of three tiers:

* Tier One: Broad domains of incidents that may result in adverse events
* Tier Two: Subdomains of process insufficiencies or failures within 

each Tier One domain
* Tier Three: Further, more detailed, subordinate categories of process 

insufficiencies or failures representing the finest level of granularity in 
classification.103 

Declassification – is the process by which a clinical incident can be made 
inactive following the comprehensive and systematic investigation of a 
notified SAC 1 clinical incident which finds no contributory factors. The 
PSSU must approve declassifications for SAC 1 incidents.100 
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Down syndrome – also known as trisomy 21, is a genetic condition in 
which the person has an extra copy of chromosome 21. This additional 
chromosome causes some level of intellectual disability and can cause a 
number of physical and developmental characteristics.99 

Dr C BRAVADO – acronym to assist with interpreting cardiotocography 
(CTG).104 

Dysphagia – difficulty in swallowing.99 

Embolism – a plug that occludes a vessel. Could be composed of a 
thrombus, vegetation, mass of bacteria or some other foreign body.105  

Enteral feeding – a method of supplying nutrients directly into the 
gastrointestinal tract.106 Methods include orogastric, nasogastric and 
gastrostomy tube feeding.

Encephalopathy – describes any disease that affects the whole brain and 
alters its structure or how it works, and causes changes in mental function.99 

Fulminant – Occurring suddenly, with lightninglike rapidity, and with great 
intensity or severity.105

Haemorrhagic tamponade – also called cardiac tamponade, compression 
of the heart due to fluid in the double-layered sac surrounding the heart.105  

Health service provider – a statutory body established to provide health 
services in a health service area established by the Minister. A health service 
area may be a part of the State, a public hospital, a public health service 
facility or a public health service.102

Hypertension – high blood pressure; transitory or sustained elevation of 
systemic arterial blood pressure to a level likely to induce cardiovascular 
damage or other adverse consequences.99 

104 Cardiotocography Monitoring Standard
105 Stedman’s Medical Dictionary. Baltimore: Lippincott Williams & Wilkins: 2016
106 The Royal Children’s Hospital Melbourne
107 Health direct – PEG tube placement

Injury – in the context of CIM includes burns, injury due to an impact or 
collision, pressure injuries, injury of unknown origin, unintended injury 
during a procedure or treatment and other injuries not classifiable in the 
previous categories.

Ischaemic heart disease – reduced blood supply to the heart muscle, 
usually due to blockage of the blood vessels that supply the heart. This can 
lead to chest pain and heart attack.99 

Mental health patient – refers to any involuntary or voluntary mental health 
patient as well as any referred mental health patient.

Osteomyelitis – inflammation of the bone marrow and adjacent bone.99 

Pandemic – a disease affecting or attacking the population of an extensive 
region, country, continent or the world. 

Parenteral nutrition – Nutrition, fluids, and electrolytes provided directly 
into the bloodstream to bypass the gastrointestinal tract.

Percutaneous endoscopic gastrostomy – A percutaneous endoscopic 
gastrostomy tube is inserted through the skin on the abdomen and into the 
stomach so that liquid food can be transferred directly into the stomach. It 
helps people who have difficulty chewing or swallowing.107 

Pericardiocentesis – A procedure to collect a sample of fluid from the 
double-layered sac surrounding the heart using a needle or catheter.105 

Pulmonary fibrosis – Pulmonary fibrosis is a lung disease where the lace-
like tissue around the air sacs of the lungs, known as alveoli, becomes 
damaged, thickened and scarred. As the lungs scar and stiffen, breathing 
becomes more difficult and not enough oxygen is able to enter the 
bloodstream.99 
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Sentinel events – a subset of serious clinical incidents that have caused or 
could have caused serious harm or death of a patient. It refers to preventable 
occurrences involving physical or psychological injury, or risk thereof. There 
are 10 national sentinel event categories endorsed by Australian Health 
Ministers (for a list of the 10 sentinel event categories see Appendix One: 
SAC 1 Clinical Incident Notification List).100 

Separation – a patient is separated at the time the hospital records the 
cessation of treatment and/or care and/or accommodation of a patient. 
Separation is synonymous with discharge.

Sepsis – the presence of pathogenic organisms, or their toxins, in the blood 
or tissues.99 

Septicaemia – systemic disease caused by the spread of micro-organisms 
and their toxins within the blood.99 

Severity Assessment Code (SAC) – is the assessment of actual or potential 
consequences associated with a clinical incident. The SAC rating (1, 2 or 3) 
is used to determine the appropriate level of analysis, action and escalation.

* SAC 1 includes clinical incidents that have or could have (near miss) 
caused serious harm or death; and which are attributed to health 
care provision (or lack thereof) rather than the patient’s underlying 
condition or illness. In WA, SAC 1 includes the 10 nationally endorsed 
sentinel event categories.

* SAC 2 includes clinical incidents that have or could have (near 
miss) caused moderate harm; and which are attributed to health 
care provision (or lack thereof) rather than the patient’s underlying 
condition or illness.

* SAC 3 includes clinical incidents that have or could have (near 
miss) caused minor or no harm; and which are attributed to health 
care provision (or lack thereof) rather than the patient’s underlying 
condition or illness.100 

Streptococcus pyogenes – a bacterial species found in the human mouth, 
throat, and respiratory tract and in inflammatory exudates, the bloodstream; 
it causes the formation of pus, fatal septicemia, and necrotizing fascitis and 
myositis.105

Tachycardia – Rapid beating of the heart, conventionally applied to rates 
over 90 beats per minute.99 

Type 2 diabetes – a progressive condition in which the body becomes 
resistant to the normal effects of insulin and/or gradually loses the capacity 
to produce enough insulin.99 

Trismus – persistent contraction of the muscles of the jaw; often the initial 
manifestation of tetanus.105 

Venous thromboembolism (VTE) – the formation of a blood clot, usually in 
a deep vein.105

WA health system – the WA health system is comprised of the Department, 
health service providers (NMHS, SMHS, CAHS, WACHS, EMHS, Quadriplegic 
Centre and HSS) and to the extent that contracted health entities provide 
health services to the State, the contracted health entities.
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