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Define Problem/ Set Aim Select Changes

Opportunity for Improvement
Between Jan 2017 to Dec 2018, JurongHealth Campus had 23 serious reportable Specific change ideas
events (SREs) and 52 clinical and medico-legal (ML) complaints. Staff were not
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By April 2019, the project team seeks to ensure that 100% of identified SRE, B
clinical, and ML cases are accessible by staff across JurongHealth Campus.
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With a process in place to harvest and document these knowledge, our next step is
to raise awareness and viewership of the repository. The study team will be looking
into collaborating with clinical quality and patient safety champions to disseminate
these resources and conduct case discussions within their departments, and explore
organisational wide campaigns to communicate the availability of these resources.

Figure 1. Incident reporting, review and resolution process map
Based on our process map, we identified waste in non-utilization of information
(circled in red which were neither shared with nor accessible by staff). Further
review using root cause analysis methodology, we identified constraints that
contributed to our problem statement.
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