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Process

What is reported

Types of reports
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Types of events
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Who reports
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How do they report

Method: e-mail, fax, Internet, mail, phone calls
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Structured forms or narrative text
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Why classify?
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Analysis

Hazard identification
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Risk analysis
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4. ALTERNATIVE SOURCES OF 
INFORMATION FOR PATIENT SAFETY
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Safety WalkRounds
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Medical record review
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External alternative sources of safety information

Malpractice claims analysis
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5. NATIONAL REPORTING SYSTEMS
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Private and non-government initiated systems

Australia - the Australian Incident Monitoring System (AIMS)
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