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* Post training & sensitization, incident reporting culture is enhanced as we see most of the Our thanks and gratitude go to every medical and paramedical staff who have

departments are reporting incidents without any biasness & fear. Variety of incidents and
o _ N o L actively participated in learning, documenting, reporting, analyzing, designing
frequency of incidents has increased significantly after training and sensitization. Focused group

discussions, one to one coaching has made this positive impact. training modules and imparting effective trainings. Teamwork Always Works.
Through sound & accurate incident report analysis using appropriate quality tools has been very
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stakeholders in this analysis. health & happiness... always!
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Even for the same nature of incidents, there has been highly personalised CAPA because we are

https://qualitysafety.bmj.com/content/25/2/71.short

| . _ Group COO
https://academic.oup.com/intghc/article/25/2/141/1855001 sunshine Global Hospitals
https://qualitysafety.bmj.com/content/25/2/92.short Vadodara | Surat

https://journals.sagepub.com/doi/pdf/10.4081/jphr.2013.e27 M: +91 983 389 0515
E: birencl5@gmail.com



https://qualitysafety.bmj.com/content/25/2/71.short
https://academic.oup.com/intqhc/article/25/2/141/1855001
https://qualitysafety.bmj.com/content/25/2/92.short
https://journals.sagepub.com/doi/pdf/10.4081/jphr.2013.e27
https://journals.sagepub.com/doi/pdf/10.4081/jphr.2013.e27
mailto:birenc15@gmail.com

