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Phase IlI: Prospective Interviews with Staff Involved in

co INTRODUCTION
Near Miss

Since 2014, KK Women’s and Children's Hospital (KKH) has
initiated emphasis on “Targeting Zero Harm” as part of patient
safety to actively identify and mitigate risk. Investigation of
medication near misses is an integral part in identifying causes
and to prevent future errors, which is often overlooked and not
analysed systematically.

A total of 112 near misses were shortlisted and only 74 interviews
were conduction due to a) Staff was unable to remember the full
details of the near miss event, b) Staff had permanently left the
institution, c) Staff involved in the near miss was not documented
or d) Interviewer was unable to find a suitable time to interview

staff.
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Our results show that there are similarities between RCA and HFACS

Typing Stage .
YPINg Stag and it is possible to combine both into a singular tool.

However, this study has its limitations:
ont Detal ‘*Possible introduction of bias during interview as only one
investigator was involved due to limited manpower

“*Did not include all the shortlisted near misses for interview due to
time constraint

“*Future studies can expand to include all the pharmacy-related
near misses for better analysis of the similarities between the two
methodologies, so that the new singular tool can be improved and

e
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Occurred atthe  — \s c CONCLUSION
Packing Stage > The development of a singular tool combining both frameworks
3% overcomes the weaknesses of each framework when used alone.

With our results, formulation of a singular tool that combines the
strengths of both methodologies is achievable.



