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Canterbury District Health Board 
 1 July 2011 – 30 June 2012 

 

Serious  
or 

Sentinel 

Event 
code* 

(see 
codes 
below) 

SAC* Description of Event Review Findings Recommendations/Actions Follow up 

Sentinel 2 1 Suspected suicide of 
inpatient. 

The review team did not consider that 
there were any definitive systems 
failures that could be considered to 
have directly contributed to the 
patient‟s death. 

Opportunities to improve processes 
were identified.  These were not 
considered to have directly related to the 
event. 

 

Actions underway. 

Sentinel 2 1 Possible suicide of an 
inpatient on arranged 
home leave. 

The review team did not consider that 
there were any definitive systems 
failures that could be considered to 
have directly contributed to the 
patient‟s death. 

Opportunities to improve processes 
were identified.  These were not 
considered to have directly related to the 
event. 

 

Actions underway. 

Sentinel 2 

 

1 

 

Possible suicide of an 
inpatient. 

Root Cause Analysis underway. Report awaited.  

Sentinel 3 1 Retained swab detected 
post surgery. 

Root Cause Analysis underway. Report awaited.  

Sentinel 3 1 Retained surgical 
instrument during 
laparoscopic procedure.  

Ambiguity in the Surgical Count Policy 
resulted in the tissue retrieval sac 
remaining in the abdominal cavity at 
the conclusion of surgery.  

All laparoscopic tissue retrieval sacs 
including glove fingers will now be 
counted and added to the surgical 
count. Other specialties have been 
alerted as appropriate. 

Action completed 

Sentinel  4a 1  Failure to recognise that 
a patient with complex 
needs was medically 
unfit for discharge. 

Lack of full appreciation of the clinical 
impact of tetraplegia contributed to the 
decision to discharge the patient 
prematurely. 

Guidelines for best practice with regard 
to the assessment of patients with long 
term tetraplegia are to be available to all 
staff. 

Staff are to access a copy of the current 
care plan for all patients with spinal 
injuries admitted for acute care and a 

Actions underway. 
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Serious  
or 

Sentinel 

Event 
code* 

(see 
codes 
below) 

SAC* Description of Event Review Findings Recommendations/Actions Follow up 

hand over between nursing staff and 
carers/ family will occur both on 
admission and discharge. 

Sentinel 

 

4a 

 

1 Treatment for a mis-
diagnosed ectopic 
pregnancy resulted in the 
patient miscarrying.   

The presence of ambiguous 
information regarding the diagnosis of 
an ectopic pregnancy in the context of 
an ultrasound report suspicious of an 
ectopic pregnancy resulted in the 
administration of a treatment for an 
ectopic pregnancy. 

All ultrasound scans considered 
“suspicious” to be reviewed prior to 
being acted upon. 

All ambiguous documentation relating to 
the diagnosis of ectopic pregnancies to 
be removed from clinical areas. 

 

Actions underway 

Sentinel 4b 1 Baby died following an 
emergency caesarean 
section for placental 
abruption. 

Time taken to undertake an ultrasound 
may have contributed to the outcome. 

Opportunities to improve processes 
were identified.  These were not 
considered to have directly related to the 
event. 

Completed. 

Serious 4b 2 Difficult delivery resulting 
in shoulder injury to baby 
and subsequent 
seizures. 

Possibility of brain injury due to 
interrupted blood flow during delivery. 

 

Review processes where the 
presentation of the head is high and 
instrumental delivery is indicated. 

Actions underway. 

Serious 4b 2 Receipt of referral for 
radiotherapy delayed.  

Root Cause Analysis underway. Report awaited.  

Serious 4b 2 Baby required admission 
to Neonatal Intensive 
care following 
spontaneous delivery.  

Difficulties in recording and interpreting 
cardiotocograph tracing (CTG) resulted 
in delayed recognition of fetal distress. 

Ensure that all staff are aware of current 
evidence based interpretation of 
electronic fetal monitoring.  

Actions underway 

Serious 

 

4b 2 Emergency caesarean 
section following failed 
vaginal delivery and 
evidence of fetal distress. 

Difficulties in interpreting 
cardiotocograph (CTG) tracing, 
unsuccessful attempt to deliver 
vaginally and delayed intubation that 
resulted in delayed recognition of fetal 

Ensure that all staff are aware of current 
evidence based interpretation of 
electronic fetal monitoring. 

Establish a regular training programme 
for instrumental delivery and advanced 

Actions underway. 
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Serious  
or 

Sentinel 

Event 
code* 

(see 
codes 
below) 

SAC* Description of Event Review Findings Recommendations/Actions Follow up 

distress, delayed delivery and 
prolonged resuscitation. 

training programme and assessment for 
Neonatal Resuscitation. 

Serious 4b 2 Emergency caesarean 
section following failed 
vaginal delivery and 
evidence of fetal distress. 

Difficulties in recording and interpreting 
cardiotocograph (CTG) tracing resulted 
in delayed recognition of fetal distress. 

Ensure that all staff are aware of current 
evidence based interpretation of 
electronic fetal monitoring. 

 

Actions underway 

Sentinel 4d 1 Surgical complication 
resulting in death. 

 

Anomalous anatomy contributed to the 
inadvertent division of a major blood 
vessel.  Fatigue may have been a 
contributing factor to this decision. 

That the relevant surgical roster be 
reviewed in order to reduce the 
likelihood of a Surgeon‟s workload in 
any one week becoming excessive.  

That a fatigue „risk management 
system‟, such as that used in 
Queensland, be introduced by the 
Canterbury DHB. 

That the system for scheduling high 
priority or complex cases be reviewed in 
order that they might be rescheduled if 
necessary within a clinically acceptable 
time-frame  

That consideration be given to the 
introduction of a formal policy requiring 
the trial clamping of the major vessel 
prior to dividing it. 

Consideration is given to introducing 
Clinical Crew Resource Management 
across the Peri-operative Service 

Actions underway 

Sentinel 

 

4d 1 Interventional radiology 
complication resulting in 
death. 

 

The absence of an established protocol 
as to which patients require more than 
one radiographic view to optimally 
identify the anatomy for the particular 
procedure contributed to the 

Findings to be shared through national 
professional forums. 

A formal policy is to be introduced 
highlighting which patients require more 
than one radiographic view immediately 

Actions underway 
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Serious  
or 

Sentinel 

Event 
code* 

(see 
codes 
below) 

SAC* Description of Event Review Findings Recommendations/Actions Follow up 

complication which occurred. prior to the particular procedure.  

Sentinel 4d 1 Procedural complication 
resulting in death. 

Root Cause Analysis underway.   

Serious 4d 2 Cervical spine x-ray 
changes noted following 
patient slipping on toilet 
chair. 

Root Cause Analysis underway. Report awaited.  

Serious 4d 2 Oesophageal perforation 
following 
oesophagoscopy to 
remove foreign body. 

Root Cause Analysis underway. Report awaited.  

Serious 5 2 Medication incident. Root Cause Analysis underway.   

Sentinel 8 1 

 

Patient who had 
absconded from a mental 
health facility was struck 
by a vehicle and later 
died. 

The review team did not consider that 
there were any definitive systems 
failures that could be considered to 
have directly contributed to the 
patient‟s death. 

  

Serious 8 2 Mental health patient 
absconded whilst on 
planned leave and 
returned without incident. 

The review team did not consider that 
there were any definitive systems 
failures. 

  

Serious 8 2 Mental health patient 
absconded whilst on 
planned leave and 
returned without incident. 

The review team did not consider that 
there were any definitive systems 
failures. 

  

Sentinel 11 1 Mental health outpatient 
charged with homicide. 

Root Cause Analysis underway. Report awaited.  

Sentinel 11 1 Death from possible a 
hospital acquired 

The review team did not consider that 
there were any definitive systems 

Opportunities to improve processes 
were identified.  These were not 

Completed. 
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Serious  
or 

Sentinel 

Event 
code* 

(see 
codes 
below) 

SAC* Description of Event Review Findings Recommendations/Actions Follow up 

staphylococcal 
bloodstream infection. 

failures that could be considered to 
have directly contributed to the 
patient‟s death. 

considered to have directly related to the 
event. 

 

Sentinel 11 1 Mental Health patient 
charged with attempted 
murder 

Elements of the documentation were 
not fully completed. 

An audit report be created to identify 
blank or unchanged Core Documents, 
Treatment Plan and Crisis Plan entries 
to enable regular audit. 

Actions underway. 

Serious 11 2 Mental Health patient 
involved in an assault. 

The room used for Mental Health Act 
hearings, its furnishings layout and 
security arrangements contributed to 
the incident. 

Changes be made to the physical size, 
layout and furnishing of the room used 
hearings. 

Security arrangements to be reviewed. 

Completed. 
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Falls  
 

Serious 
or 

Sentinel 

Event 
Code 

SAC Description of Event Strategy 

Sentinel 

 

6 1 Inpatient fall resulting in fractured hip. 

Patient died the following day (before being 
stable enough for surgery). 

The Canterbury DHB is committed to „Zero Harm‟ from falls and are focusing on the 
three key areas - falls prevention in the wider community, falls prevention in rest 
homes and falls prevention for older people receiving care in our hospitals.  Key focus 
areas over the past 12 months include: 

Designing and funding a Community-based Falls Prevention Programme that suits 
our local context, including: 

 A modified version of the Otago Exercise Programme - a 12 month in-home 
exercise programme for the frail elderly which is delivered by DHB funded 
„Community Falls Champions‟ who are either physiotherapists or nurses.   

 The „Stay on Your Feet‟ Programme where trained volunteers provide a 
community programme for more active mobile older people (65+) either in 
their homes or in group settings.  

Falls Prevention in aged residential care (rest homes) 
Research suggests that Vitamin D supplementation for this group of older people 
significantly reduces falls and serious harm from falls. The Canterbury DHB is 
working in a collaborative way with rest homes and primary care providers to 
ensure that 75% of residents are receiving Vitamin D supplementation, through a 
Vitamin D Supplementation Programme in partnership with ACC.  

Falls management in Canterbury DHB hospitals  
The focus to date has been on raising awareness and reviewing what we currently 
do to help inform falls prevention strategies in our hospitals.  Two of the key 
projects this year include: 

 April Falls‟ Awareness Campaign 
This campaign is designed to raise the awareness of the importance of 
preventing falls, not only in our hospitals but across the community.  
Information boards, a selection of posters and data on falls in our hospitals 
was prominently displayed during April in all of our hospitals.   

 Real Time Falls Study in Hospital Setting 
Recent findings from our hospital falls study reinforces the need to pay close 
attention to the specific falls risk for each elderly patient while they are in 

Serious 6 2 Inpatient fall resulting in fractured humerus 

Serious 6 2 Inpatient fall resulting in fractured left elbow. 

Serious 6 2 Inpatient fall resulting in a fractured hip. 

Serious 6 2 Inpatient fall resulting in lacerations to both 
legs. 

Serious 6 2 Inpatient fall resulting in head laceration. 

Serious 6 2 Inpatient fall resulting in fractured hip. 

Serious 6 2 Inpatient fall resulting in fractured humerus. 

Serious 6 2 Inpatient fall resulting in laceration requiring 
suturing  

Serious 6 2 Inpatient fall resulting in fractured hip. 

Serious 6 2 Inpatient fall resulting in fractured femur. 

Serious 6 2 Inpatient fall resulting in laceration and 
fractured pubic ramis. 

Serious 6 2 Inpatient fall resulting in fractured hip. 

Serious 6 2 Inpatient fall resulting in lacerated lip and 
facial fractures. 

Serious 6 2 Inpatient fall resulting in fractured ankle 



cdhb_sse_report_2011_12_final_website.doc       Page 7 of 8 

 

Serious 
or 

Sentinel 

Event 
Code 

SAC Description of Event Strategy 

Serious 

 

6 

 

2 

 

Inpatient fall resulting in a lacerated lip and 
deep lacerations to legs. 

Canterbury DHB care.  In addition to addressing patient-specific factors, staff 
will undertake the following inpatient falls prevention actions (the essentials) if 
an older person is admitted to hospital:  

 
1. Ask if they have suffered a fall at home over the last 12 months 

2. Assess their risk of falling in a hospital environment 

3. Ensure that appropriate falls risk management is in place for their 
hospital stay 

4. Discuss the findings and the prevention strategies with the person and 
their family  

5. Discuss with the person and their family falls prevention strategies for 
when they return home.  This may involve referral to a Community Falls 
Champion.   

Serious 6 2 Inpatient fall resulted in fractured femur. 

Serious 

 

6 2 Inpatient fall resulting in fractured humerus. 

Serious 6 2 Inpatient fall sustaining fractured left 
scapular. 

Serious 6 2 Inpatient fall sustaining a fractured hip. 

Serious 6 2 Inpatient fall sustaining a fractured hip. 

Serious 6 2 Inpatient fall sustaining a subdural 
hematoma.  
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Event Codes: 
1 Wrong patient, site or procedure   
2 Suicide of an inpatient   
3 Retained Instruments or swabs   
4 Clinical management problem    - plus sub-code: A Diagnosis (including delayed and misdiagnosis) 
  B Treatment (including delayed and inadequate) 
  C Monitoring/observations (not performed and/or actioned) 
  D Procedure associated incident or complication 
  E Investigation (delayed, not ordered or actioned) 
  F Discharge and transfer 
  G Other 
5 Medication Error   
6 Falls   
7 Blood transfusion reaction   
8 AWOL patient   
9 Physical assault on patient   
10 Delays in transfer   
11 Other   
    

* Severity Assessment Code    

 
 


