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Recommendation 2: That the concept of severity in sentinel event definitions be 
harmonised with concepts associated with risk assessment (severity of outcome and 
likelihood of recurrence).

Categories of contributing factors

Categories of contributing factors described in the Methods chapter have received 
broad endorsement by states and territories for use in this report. While some issues 
for further development have been identified, for instance in relation to the relevance 
of comorbidity as a contributing factor, the list of categories can be a benchmark for 
continuing the reporting process and a starting point for developing a more robust 
scheme. The latter may become part of longer term objectives. Nevertheless, an 
immediate improvement in the quality of information could be obtained by augmenting 
the current categories with guidelines for their use, and by applying them within states 
and territories as closely as possible to the primary reporting source. This would go a 
long way towards overcoming the limitations in applying the categories at a national 
level, where reports of variable format and content constrained the analysis (as described 
earlier in this chapter).

Recommendation 3: That the categories of contributing factors described in this report 
be articulated more fully and assigned at state and territory level before data, including 
narrative information, are submitted for future national sentinel events reports.

Although categories of contributing factors would be assigned before submission for a 
national report, narrative reports could also be contributed to enrich the information 
from which national reporting takes place.

Longer term strategies
Longer term development strategies will depend on the objectives that are determined 
for ongoing national reporting of sentinel events and other measures of the safety and 
quality of health care in Australia. 

For statistical analysis and contribution to statistical information about the safety and 
quality of health care in Australia, developments parallel to those applied to mainstream 
national data systems could be considered. These would include standardising data 
elements and modes of data collection, further developing categories of contributing 
factors, harmonising concepts with related national health data collections and perhaps 
specifying a national minimum data set to be managed under the National Health 
Information Agreement. 

For the classification of contributing factors, the development path would include 
definitions and resolution of areas of overlap, leading to a coding manual for use in root 
cause analysis or other incident investigation techniques. A timeframe for such work, if 
it proceeds, should take account of the investment already made by state and territory 
hospital systems to implement incident monitoring and reporting to its present stage. 

Greater compatibility of sentinel events reporting systems with other health services 
data could be achieved by adding patient characteristics consistent with those of the 
National Minimum Data Set for Admitted Patient Care and information about the 
harm caused, harmonised with the International Classification of Diseases and Related 
Health Problems, 10th Revision, Australian modification (as used to record diagnosis 
information for admitted patients in hospitals).
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Medium to longer term developments should be in conjunction with work being 
undertaken by the World Health Organization on an International Patient Safety 
Event Classification (http://www.who.int/patientsafety/taxonomy/en/). The objectives 
of this program include standards for classification of contributing factors and actions 
taken. This work has obvious parallels with the work to develop sentinel event reporting 
in Australia. Participation would bring the added benefit of enabling international 
comparisons and benchmarking the performance of Australian health systems for 
patient safety. 
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Appendix 1—Comparison of contributing 
factor categories

This report NSW Victoria WA SA US VA(a) US JCAHO(b)

Communication Communication Communication Communication Communication Communication Communication

Translation issues

Information/ 
documentation

Health information Health information Health information Lack of 
information (or 
misinterpretation 
of information)

Availability of 
information

Patient factors Patient factors Other factors 
(patient 
comorbidity)

Patient factors

Equipment Equipment Equipment Equipment Equipment Equipment

Patient 
assessment

Procedures/
guidelines:

Patient 
assessment
Coordination 
of care
Facilities 
management
Transportation

Policy, procedures 
and guidelines:

Patient 
assessment
Coordination 
of care

Patient 
assessment

Patient 
assessment

Policies and 
procedures

Policies, 
procedures or 
guidelines

Procedures and 
guidelines

Rules/policies/ 
procedures (or 
lack of)

Procedural 
compliance

Coordination:
Coodination of 
care
Inter-hospital 
issues
Transportation 

Continuum of care

Inter-hospital 
issues

Transportation 
issues

Care planning

Staff factors:
Allocation/
scheduling
Supervision

Knowledge, skills 
and competence
 

Human resources Human resources Human resources Staff training or 
staff competency

Orientation, 
training

Competency, 
credentialing

Personnel or 
personal factors

Staffing

Work 
environment:

Physical 
environment
Design/safety
Security
Facilities 
management
Work culture

Work environment 
/ scheduling 

Physical 
environment

Physical 
environment

Physical 
environment

Work environment Environment, 
safety, security

Safety 
mechanisms

Barriers (to protect 
patients, staff, 
equipment or 
environment)

External factors External factors

Organisation, incl. 
culture

Organisation 
culture

Leadership

(a) US VA = United States Department of Veterans Affairs.

(b) US Joint Commission = The former United States’ Joint Commission on Accreditation of Healthcare Organizations, now The Joint Commission.
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Appendix 2—Sentinel event descriptions 
used by states and territories

The following is the agreed national list of sentinel events, annotated with variations 
evident in state/territory documentation about their sentinel event monitoring 
arrangements and/or the sentinel event information provided for this report. All 
variations are indicated, regardless of apparent significance. Sources are listed below. 

Procedures involving the wrong patient or body part
NSW:	 Procedure …

Vic:	 Procedure … (Note: used in published tables)

Qld:	 Surgery/procedure on the wrong patient/wrong body part

Suicide of a patient in an in-patient unit
NSW:	 Suicide in hospital

Vic:	 Suicide in an inpatient unit

Qld 1:	 (from general list of sentinel events) Suicide of a patient (Note: is a component 
of ‘Deaths including:’ – see Additional, below)

Qld 2:	 (from mental health specific list of sentinel events) Suicide or unexpected death 
in respect of:

	 �  Any patient (inpatient or community) of a mental health service

	 �  Any person who has been in contact with a mental health service or 
emergency department within the 7 days preceding the incident

ACT:	 Suicide of a patient in an in-patient facility (Note: on Sentinel Event Report 
Form is ‘… in an in-patient unit’)

Retained instruments or other material after surgery requiring re-operation 
or further surgical procedure

NSW:	 Retained instrument or other material after surgery

Qld:	 Instrument or other materials inadvertently left in body cavity or operation 
wound following a procedure

Intravascular gas embolism resulting in death or neurological damage
ACT:	 Intravascular gas embolus resulting in death or neurological damage

Haemolytic blood transfusion reaction resulting from ABO incompatibility
No variations.
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Medication error leading to the death of a patient reasonably believed to be due 

to incorrect administration of drugs
NSW:	 Medication error resulting in death of a patient

Qld:	 Death of a patient as a direct and immediate result of medication error (Note: 
a component of ‘Deaths including:’ – see Additional, below)

Maternal death or serious morbidity associated with labour or delivery
NSW:	 Maternal death or serious morbidity associated with labour or delivery 

EXCLUDING neonates and babies

Qld:	 Direct maternal death (Note: a component of ‘Deaths including:’ – see 
Additional, below)

Infant discharged to the wrong family
NSW:	 Infant discharged to wrong family

Vic:	 Infant discharge to wrong family (Note: ‘Infant discharged …’ in published 
tables)

Qld:	 Infant discharged to wrong family

WA:	 Infant discharged to wrong family or infant abduction

ACT:	 Infant discharged to wrong family or infant abduction

NT:	 Infant discharged to wrong family or infant abduction

Additional sentinel events, not in agreed national list of core sentinel events
Vic:	 Other event

Qld:	 Deaths including:

	 �  suicide of a patient (also listed above)

	 �  death of a patient as a direct and immediate result of medication error (also 
listed above)

	 �  death of a patient during inter-hospital transfer

	 �  direct maternal death (also listed above)

	 �  sudden and unexpected death of an infant associated with labour or delivery

	 �  unexpected death of a patient during surgery

	 �  unexpected death of a patient

WA:	 Other catastrophic event resulting in serious harm or patient death

NT:	 Harm to a client in custody

NT:	 An event resulting in serious client harm or client death other than in the list 
above

NT: 	 An event that could have resulted in one of the above outcomes (Near miss)
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Sources of state and territory sentinel event descriptions:
NSW:	 NSW Health. Patient Safety and Clinical Quality Program: second report on 

incident management in the NSW public health system 2004–2005

Vic:	 Victorian Government Department of Human Services. Sentinel event 
program: annual report 2003–04. (Note: there are minor variations between 
text and table listings, involving swapping of singular and plural for some 
words)

Qld:	 Queensland Health policy statement. Incident Management Policy 10. June 
2004. 

WA:	 Statewide Sentinel Event Reporting Policy

SA:	 South Australian Department of Health. Improving the system: South 
Australian patient safety report 2003–2004.

ACT:	 ACT Health Sentinel Event Report Form

NT:	 Northern Territory Government Department of Health and Community 
Services Sentinel Event Reporting Policy, February 2006.	
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Glossary 

Adverse event An incident in which unintended harm resulted to a person 
receiving health care (ACSQHC).

Blame Being held at fault (implies culpability) (ACSQHC).

Error Error will be taken as a generic term to encompass all those 
occasions in which a planned sequence of mental or physical 
activities fails to achieve its intended outcome, and when these 
failures cannot be attributed to the intervention of some chance 
agency (Reason 1990).

Health care Services provided to individuals or communities to promote, 
maintain, monitor or restore health. Health care is not limited 
to medical care and includes self-care (ACSQHC).

Incident An event or circumstance which could have, or did lead to, 
unintended and/or unnecessary harm to a person, and/or a 
complaint, loss or damage (ACSQHC).

Near miss An incident that did not cause harm (ACSQHC).

Open disclosure The process of open discussion of adverse events that result 
in unintended harm to a patient while receiving health care, 
and the associated investigation and recommendations for 
improvement (ACSQHC).

Patient safety The avoidance or reduction to acceptable limits of actual 
or potential harm from health care management or the 
environment in which health care is delivered (National Health 
Performance Committee 2001).

Public hospital A hospital controlled by a state or territory health authority. 
Public hospitals offer free diagnostic services, treatment, care 
and accommodation to all eligible patients (AIHW 2006a).

Qualified privilege 
legislation

Qualified privilege legislation varies between jurisdictions 
but generally protects the confidentiality of individually 
identified information that became known solely as a result of 
a declared safety and quality activity. Certain conditions apply 
to the dissemination of information under qualified privilege 
(ACSQHC).

Risk The chance of something happening that will have an effect 
upon objectives. It is measured in terms of consequences and 
likelihood (AS/NZS 4360:1999 Risk Management Standard).
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Root cause analysis A systematic process whereby the factors which contributed to 
an incident are identified (ACSQHC).

Safety The degree to which the potential risk and unintended results 
are avoided or minimised (ACSQHC).

Sentinel events Events that lead to serious patient harm (ACSQHC). Events 
in which death or serious harm to a patient has occurred 
(Victorian Department of Human Services). An unexpected 
occurrence involving death or serious physical or psychological 
injury, or the risk thereof (Reason 1990). An incident with 
actual or potential serious harm, or death (Standards Australia 
2001).

System failure A fault, breakdown or dysfunction within an organisation’s 
operational methods, processes or infrastructure (ACSQHC).
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