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Safety Incident Information Flow Chart
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> Example 1: Medication Administration — Wrong
Time. From the review of the data, the Medication

prioritize quality and safety issues without having Committee saw that Balwin Villa reported zero We need to do a better job clearly defining the using them to compare each department. We did find
all of the information pulled together. - cidents of medication being administered at the specific types of incidents. some value in comparing the different departments
_ 9 Incident data. It brought to our attention
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9, HQCA

Health ()u llll\ Council of Alberta

UNIVERSITY OF CALGARY \ E X E L
CUMMING SCHOOL OF MEDICINE




