
MESSAGE FROM THE AUTHOR/SPEAKER
●This presentation can be used for THE PURPOSE OF EDUCATION ONLY and 

should not be misused for other purposes.

●The sharing of statistics, cases and root cause analysis  findings are mainly to 

“learn from past incidents and share with others” in order to improve patient 

safety.

● Acknowledgment need to be given to the original speaker/author in each 

slide. 

●No modification of the slides is allowed. 

DR. NOR’AISHAH ABU BAKAR, PATIENT SAFETY UNIT, MOH MALAYSIA
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Introduction
●Principle objective of healthcare is TO DO NO HARM & ensure benefits of 

treatment outweigh the risk.

●Ensuring patient safety is ethical, moral responsibilities  to patients and 

their families; economic investment.

●It was estimated that “Patient Harm” is the 14th leading cause of global 

disease burden”, same level as tuberculosis, malaria.

●15% of hospital activity & expenditure consumed by direct sequelae of 

patient harm.

●Most frequently adverse events were related to surgical procedure.

(Source: Slawomirski et.al. 2017. The Economics of Patient Safety, OECD) 6
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Volume of Surgery – Globally & Malaysia 
Total surgery globally 2012:
312.9 million operations

Mean global surgical 
rate:

4,469 operations per 
100,000 people per year. 

Total surgery in MOH facilities 2010: 913, 256

Total surgery in MOH facilities 2016: 1.103 
million

(Source: Health Informatics Centre, Ministry of Health Malaysia) 

(Source: Weiser et.al. Size & Distribution of Global 

Volume of Surgery in 2012. Bull WHO.2016.94201-209F:) 
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Surgical Complications & Adverse Events
Industrialised Countries:

 Major complications during surgery - 3 to 22% of 

inpatient surgical procedures 

 Death rate - 0.4 to 0.8%

 3% adverse events

 1.5%  preventable adverse events

Developing Countries:

 Death rate – 5 to 10%

Extrapolate to MoH data 2016:Total surgeries 1.103 million  

 Death rate 5 to 10%.....?55,150 to 110,300 surgical death 

 Adverse events 3%….?33,090 cases

 Preventable adverse events 1.5%…?16,545 cases

(Source: WHO Guidelines For Safe Surgery : Safe Surgery Saves Lives, 2009.) 

*Adverse events: An injury caused by medical management or 

complication instead of the underlying disease and resulted in  

prolonged hospitalization, disability at the time of discharge 8
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Wrong Surgery Reported to Malaysian Patient 
Safety Goals  2014-2017 (Target: Zero)

(Source: Patient Safety Unit, Ministry of Health, Malaysian Patient Safety Goals Reporting) 9
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Wrong Surgery By Discipline MPSG Reported Cases 2014 to 2016

(Source: Patient Safety Unit, Ministry of Health, Malaysian Patient Safety Goals Reporting) 10
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DISCIPLINE DESCRIPTION

BREAST & ENDOCRINE
RIGHTT AXILLARY TAIL REMOVAL OF LYMPH NODES INSTEAD OF RIGHT CHEST WALL 

EXCISION

COLORECTAL RUBBER BANDING FOR HEMORRHOID INSTEAD OF SEBACEOUS CYST EXCISION

NEUROSURGERY
RIGHT CRANIOTOMY INSTEAD OF LEFT

CRANIOTOMY

BREAST & ENDOCRINE WRONG SITE OF BREAST LUMP REMOVAL

GENERAL SURGERY RIGHT OVARY WAS REMOVED INSTEAD OF APPENDIX FOR ACUTE APPENDICITIS

NEUROSURGERY
RIGHT CRANIOTOMY INSTEAD OF LEFT CRANIOTOMY FOR LEFT EXTRADURAL 

HEMORRHAGE

NEUROSURGERY LEFT CRANIOTOMY INSTEAD OF RIGHT FOR BRAIN TUMOR REMOVAL

(Source: Patient Safety Unit, Ministry of Health, Malaysian Patient Safety Goals Reporting)

Details of Wrong Surgery MPSG Reported Cases 2014-2016 
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DISCIPLINE DESCRIPTION

ORTHOPAEDIC LEFT KNEE ARTHROSCOPIC REPAIR  INSTEAD OF RIGHT KNEE

OPTHALMOLOGY LEFT ORBITAL REPAIR INSTEAD OF RIGHT

OBSTETRIC & GYNAECOLOGY UNCONSENTED BILATERAL TUBAL LIGATION

BREAST& ENDOCRINE WRONG SIDE ADRENALECTOMY
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Details of Wrong Surgery  MPSG Reported Cases 2014-2016 (cont’d) 

n= 11 cases



Wrong Surgery  By Type of Surgery   MPSG Reported Cases 2014-2015 
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Why Wrong Surgery Occurred?
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Wrong Surgery - Contributing Factors
( Based on RCA Reports received by Patient Safety Unit, Ministry of Health Malaysia)
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Example –Wrong Side Craniotomy

16
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Unintended Retained Foreign Body Reported to 
Malaysian Patient Safety Goals 2014-2017(Target: Zero)

(Source: Patient Safety Unit, Ministry of Health, Malaysian Patient Safety Goals Reporting) 17
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Type of Retained Foreign Body  MPSG Reported Cases 2014-2015

n= 16 cases
(Source: Patient Safety Unit, Ministry of Health)
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Type of  Surgery Involved In Unintended Retained Foreign Body  
MPSG Reported Cases 2014-2015
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Unintended Retained Foreign Body- Contributing Factors
( Based on RCA Reports received by Patient Safety Unit, Ministry of Health Malaysia)
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The answer…
Safety thinking, safe 
practise, safe system, 
safety culture…
SAFE SURGERY SAVES 
LIVES PROGRAMME

Use of Perioperative Checklist

Simple, efficient priority checks

Effective Communication

Improve Teamwork.

Ensure consistency in patient 
safety during surgery

Improve safety culture
21
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MINISTRY OF HEALTH MALAYSIA 

PERIOPERATIVE CHECKLISTT H E M E  

“ S A F E R   S U R G E R Y  T H R O U G H  
B E T T E R  C O M M U N I C A T I O N ”  

2nd GLOBAL PATIENT SAFETY CHALLENGE

“SAFE SURGERY SAVES LIVES”

Launching of Safety 

Surgery Saves Lives 

Programme 15 Nov 2009
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What Have We Achieved So Far?

Implement Safe 

Surgery Saves 

Lives Programme

“Never Event” – Wrong 

Surgery & Unintended 

Retained Foreign Body

Safe Surgery Saves Lives 

Programme Part of 

Mandatory Patient Safety 

Course for HO

All incidents & near 

miss need to be 

reported, investigated, 

prevented
drnoraishah@moh.gov.my
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Barriers to Implementation

-Resistant to change
-Lack of safety culture 
- No support from leaders, 
teams 

-Insufficient coverage of 
training
-Ineffective training
- Non understanding on 
importance of programme
-Deny benefits of check list

-Unfamiliar with use of 
check list
-Time consuming
-Using check list as “tick 
box exercise”

Quotes for illustration purposes only 25
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Tips For Successful Implementation
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Resources Data Collection & FeedbackDocumentation

Leadership
Effective Training of Staff, Team

Good teamwork
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Safe Surgery Check List – Is It Used In MoH Hospitals?
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 Compliance audit  conducted for surgery 1st Jan-
30June 2017.

 Overall compliance is still low. 
 Overall Full Compliance Rate 32.14% of 2,100 

checklist
 Elective Surgery 38.13%
 Emergency Surgery: 23.76%
 Day Surgery: 0%
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What Do We Need To Do?

It is time for us to be the 
GAME CHANGER!!!

-Enhance Surgical Safety

-Promote, educate & 
motivate others to use Safe 
Surgery Checklist 
EFFECTIVELY
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