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1. Introduction 
 
This is an abridged version of the full CLIP report to meet the requirement for Board papers to be limited in 
size.  The full report was reviewed by CLIP members and will be circulated for information to members of the 
Clinical Quality Advisory Committee.  The full Q4 report was also presented as part of the evidence 
submission in the recent NHSLA assessment and was commended as an excellent example of 
demonstrating learning from incidents, complaints, claims and PALS referrals.  This report therefore provides 
a condensed summary of information relating to the reported incidents, complaints, claims and PALS 
contacts for the fourth quarter of the year ending 31 March 2011.  The report reflects an integrated approach 
to the management of incidents; complaints; claims and PALS contacts identifies the lessons are learned the 
actions taken to address the deficiencies revealed as a result of reporting.  The aim of the report is to 
support the Trust’s commitment to the continuous improvement in the quality and safety of care.  
 
During this period the DATIX risk management database recorded: 
 

Source Q3 Q4 Comment 

Complaints 
(formal) 

92 135 The number of formal complaints has seen an increase of 
43 attributable in part to an agreed change of process.  
Since December divisions have not triaged the complaints 
because it took a disproportionate resource to do so 
particularly in a time of high activity levels.   

Claims 16 21  

All incidents on Main 
Datix 

2159 1710 This demonstrates a reduction of 449.  There have been 
required adaptations to the DATIX report form resulting in 
concerns that this is delaying reporting.  Q4 has also seen 
high levels of activity which may also explain the reduction.  
Actions are ongoing to address DATIX speed which is 
linked to a server that needs to be replaced.  

ALL Pending Incidents 
on Datix web 

490 432  Incidents not yet approved on DATIX as of 210611 and 
have exceeded the approval window of 2 weeks.  

Extrapolation of Patient 
Safety incidents on 
Main Datix 

1327 726  The search criteria has changed since Q3 when it included 
not just patient safety incidents but also incidents related to 
staffing and infrastructure.  This accounts for the reduction. 

Patient Safety Incidents 
Pending on DatixWeb 

 193 As for pending, there continues to be a significant delay in 
approving and therefore confirming action against incidents 
reported.   

PALS concerns 450 464 Increase of 14  

 
Serious Incidents (SI) 
10 Serious Incidents were reported to the PCT in Q4, of which 2 were Grade 3 and 1 a Grade 4 pressure 
ulcer, for which a reporting requirement was introduced in December 2010.  The Board receives a summary 
of SIs at each meeting and this year received a summary of themes and learning from Serious Incidents 
reported in 2010/11. 
 
Significant incidents 
Certain high rated incidents may not warrant reporting to the PCT but require robust internal investigation – 
these are likely to be incidents in which an event was prevented but are deemed to be serious near misses 
and sub coded as ‘significant’ incidents.  Such incidents also require investigation to understand how the 
near miss event occurred and to take steps to prevent a recurrence.  The Trust has developed a process for 
these incidents which mirrors those for the PCT in that a 7 day report is required, following which a 
determination is made as to whether or more in depth review is required for which a 45 day report will be 
required. 
 
2. Compliance context for this report 
 
The NHSLA Risk Management Standard 5: Learning from Experience requires all Trusts to have a 
coordinated approach for the management of risks identified through incidents, complaints and claims 
through a report including qualitative and quantitative analysis.  The Care Quality Commission system of 
registration requires that users of the service are protected against the risks of inappropriate or unsafe care 
and treatment.  CQC requires that Trusts have effective systems in place to enable the identification and 
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management of risks relating to the health and welfare and safety of patients and others, and that they have 
regard to complaints and comments made about services.  The requirements relate to regulation 10 of the 
Health and Social Care Act Regulations 2010, Outcome 16. 
 
Data from sources is entered into the Trust’s Risk Management database, DATIX.   
 
3. Sharing of Lessons Learned 

 
Lessons learned from complaints, incidents, claims and PALS reviews and investigations are shared in the 
following ways: 
 

 Through the Serious Clinical Incident Group, its members and attendees 

 Via divisional and corporate forums, including Divisional Governance sessions, matrons’ meetings, ward 
meetings, Clinical Policies and Procedures Group, Nursing and Midwifery Strategy Committee and 
Patient Experience Group. 

 Through the Clinical Quality Advisory Committee and the Integrated Risk and Governance Committee 
and their members  

 Through the Complaints Litigation Incident and PALS Group and its members which include senior 
clinical and managerial staff representing divisions. 

 Through the Trust’s divisional governance arrangements and through committees and groups delegated 
to monitor compliance in relation to issue specific activity, eg Thrombolysis and Anti-coagulation Group, 
Transfusion Committee, Infection Control Committee and their members  

 Key messages on quality and safety are communicated via the Week in Focus staff bulletin and in the 
quarterly publication On the Pulse. 

 
4. Overview  
 
Top four themes Identified through Incidents, Complaints and PALS  
 

 Incidents Formal Complaints (Primary) PALS 

1. Pressure Sore (Grade 1-2) Clinical Practice Communication/Information to 
Patients 

2. Fall from a Height – Bed or 
Chair 

Staff Attitude Appointments – Delayed/Cancelled 
OPD 

3. Fall on Level Ground Communication Clinical Treatment 

4. Implementation & ongoing 
monitoring/review - other 

Appointments/Assessment/Waitin
g Times 

Information/Advice to Patient’s 
Relative 

 
4.1  Complaints 
 
4.1.1 The average number of complaints received per month is 37

 
A/A/W = appointments, assessment and waiting times 
 
The data reported in this table has drawn on the number of times an issue/subject has been recorded for all 
formal complaints, informal concerns/enquiries, MP and GP enquiries received, and where we have been 
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required to provide comments to another organisation.  It is not a reflection of the number of actual 
complaints/concerns received 
 
4.1.2 Complaints by Subject (KO41A) and Division  
 

Complaint Theme AMCD CLIN ESTATES HOTEL SURG WACS 

Admission / Discharge / Transfer 6    4  

Aids & Appliances  1   1  

Appointments delay/cancel 
outpatient 

4    1  

Appointments delay/cancel 
inpatient 

    2  

Staff Attitude 15 1   8 4 

Clinical Treatment 21 1   10 11 

Communication 6 1   10 2 

Consent to Treatment     1  

Privacy & Dignity 2 1    1 

Independent Sector Services      1 

Failure to Follow Procedures     1  

Transport    1 1  

Policy       1 

Hotel Services 1  1 5   

Others     1 1 

 
4.1.3 Complaints Reviewed Externally - Ombudsman’s Status  
 
D5304 – Treatment in A&E, missed diagnosis. Draft report received 25 March following investigation. Trust 
has confirmed no comments on conclusion reached and accepts the HSO findings.  Final report to be 
provided in due course and apology issued to complainant together with compensation amounting to £5,000. 
 
D5051 – Treatment in A&E, missed diagnosis. Not investigated but Trust asked to issue formal apology to 
complainant, together with an apology as to how his complaint was handled, which raised issues about some 
of the language used during a local resolution meeting and the failure to address in writing a response to the 
complainant’s key issue following the meeting. 
 
D4070 – complaint handling, time taken to respond.  Letter of apology issued together with provision of 
compensation amounting to £500. 
 
D5828 – pain management.  Not investigated however the Trust was asked to provide further response 
detailing action taken and organisational learning. 
 
D4965 – orthopaedic treatment. Not investigated, however Trust asked to issue letter of apology for 
inappropriate remarks made at Local Resolution meeting. 
 
D4969 – ineffective communication between consultant and patient, both written and verbal in regard to 
diagnosis for cancer. Complaint upheld and £500 compensation to be provided. 
 
4.1.4  Analysis of Issues Raised by Subject Matter of all Complaints/Concerns Received 
 
Clinical Practice: 
36% of the issues raised related to medicine and surgery respectively, with 25% occurring in women’s and 
children’s and 3% in clinical support.  In medicine more complaints or concerns related to emergency care 
(33%) and general medicine 22% (11%).  In surgery 33% of issues raised related to general surgery and 
orthopaedics respectively.  Within the Women’s and Children’s Division 24% of issues raised related to 
midwifery and 20% to obstetrics.   
 
Within medicine 31% of concerns raised related to delayed diagnosis and missed diagnosis. 22% of 
issues raised related to medication issues ranging from prescribing errors, administration errors and delays 
in provision of medication.  For surgery, 44% of the issues raised were in regards to being unhappy with the 
treatment provided, 22% in regards to the diagnosis or a delay in diagnosis. It is also noted that 3 
complaints were raised about developing an infection following surgery, 3 about an accidental injury 
during surgery/treatment and 2 complaints about DVTs, one being a missed diagnosis and the other the 
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related to development of a DVT following procedure.  Within the Women’s and Children’s Division 16% of 
issues related to a lack of care following child birth, and 12% respectively for lack of pain relief and 
accidental injury during care provided. 
 
Communication:  
52% of the issues recorded relate to communication with medical and surgical staff of which 27% relate to 
consultants, 46% of issues raised were within the Division of Acute Medical Care and 27% in the Division of 
Surgery.  Of the 27% of issues relating to consultants, 75% of issues raised related to consultants in the 
Division of Surgery.  38% of issues raised relate to nursing and midwifery staff, of which 67% relate to nurses 
and 33% to midwives.  Specialities identified included midwifery, care of the elderly, orthopaedics and 
respiratory.  The top 5 reported issues were in relation to general issues with communication (23%), a lack 
of compassion and insensitive communication towards patients (18%), poor communication in regards to 
diagnosis and treatment (15%), failure of staff to communicate adequately between themselves (8%), lack of 
information given to family/carer (8%), inadequate information given to patients both in the ward and in a 
clinic setting (8%) and poor communication in relation test results (7%). 
 
Nursing Care: 
66% of the issues raised related to the nursing care provided within medicine, 18% to women’s and 16% 
to surgery.  Within medicine 31% of issues raised related to AAU, 21% to Heronsgate, and 14% for the 
stroke unit, Croxley and A&E. Issues raised varied from requests for assistance with continence, bladder and 
bowel care, issues with medication, call bell placed out of reach or not responded to in a timely manner, 
privacy and dignity,  pressure ulcer care, drinking water not available at the bedside, and the overall 
standard of care provided.   
 
Within surgery issues were reported for Flaunden (42%), Ridge (29%) and Beckett and Admissions Lounge 
(14%).  As with medicine there is no overall trend, issues ranging from poor standard of overall care, catheter 
care, pressure ulcer (hospital acquired), issues with medication and staffing issues.  
 
Admissions/Appointments/Waiting Times: 
Of the 13 issues raised within medicine, 5 (38%) of these related to the waiting time to be seen/assessed in 
AAU & A&E and 31% related to waiting for follow up appointments. 57% of issues raised related to delays in 
the referral process or waiting time for an outpatient appointment. 
 
Staff Attitude: 
Of the 35 complaints received about the perceived attitude of the staff, 17 occur within medicine (49%), 2 
within clinical support, 10 within surgery (29%), 5 within women’s (14%) and 1 within the corporate division. 
Issues raised related to face to face contact concerning rudeness, attitude and inappropriate behaviour.  
43% of issues raised were about nursing and midwifery staff, 34% about medical staff of which 58% related 
to the attitude of consultants, 17% about administrative staff and 6% about radiology staff.  Nearly half of the 
concerns raised related to outpatients (26%) and A&E 20%, which is consistent with previous reporting. 
 
Hotel Services & Estates: 
48%  of issues raised related to the cost of parking, held to relate to the increases in charges during the 
year.  13% of issues related to the ambient temperature and 17% related to transport, both patient and 
internal transport. 
 
4.1.5 Other Issues for Noting: 
 
A number of issues were raised about the discharge process including inappropriate or unsafe discharges, 
delays in discharge, incomplete information or lack of information provided on discharge, and discharged 
at an inappropriate time. 
 
Within admissions, of the 12 complaints raised, 83% of these related to the cancellation of an elective 
admission or delay in this being arranged.  Of the cancellations noted, 60% related to 2 or more admissions 
being cancelled, which can be seen as a reflection of the bed pressures faced at Watford 
 
10 issues were raised about end of life care, relating to issues with communication, a lack of empathy and 
family support.  4 concerns were also raised about mixed sex accommodation.  4 issues related to the loss 
of patient property, within AAU, A&E and Heronsgate ward. 
 
4.1.6 Top 6 locations recorded 
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Location No of Issues Raised Q4 No of Issues Raised Q3 

Outpatients department 73 25 

A&E 50 23 

AAU Level 1 42 38 

Delivery Suite 33 17 

Croxley ward 24 N/A 

Flaunden 19 N/A 

 
This data is a reflection of the number of issues recorded for the above areas and is not a reflection of the 
number of the actual number of complaints received.   It should be noted that Q4 has seen a significant 
increase in complaints related to the outpatient’s department and the number of complaints relating to A&E 
has more than doubled. 
 
4.1.7 Activity Data 
 
The following table shows the levels of patient activity within Trust against the number of formal complaints 
received in percentage terms.  This demonstrates that complaints as a percentage of activity are less than 
1% across inpatient, outpatient and A & E attendances. 
 

No of Complaints Q1 10-11 Q2 10-11 Q3 10-11 Q4 10-11 

No of Complaints  (Including 
Enquiries/MP/GP) 

162 224 150 179 

Finished Consultant Episodes Inpatient 
(Percentage) 

24,307 
(0.7%) 

25,096 
(0.9%) 

24,685 
(0.6%) 

24,620 
(0.7%) 

A&E Attendances (Percentage) 31,490 
(0.5%) 

30,428 
(0.7%) 

29,775 
(0.5%) 

29,216 
(0.6%) 

Outpatient Attendances (Percentage) 140,599 
(0.1%) 

145,189 
(0.1%) 

143,988 
(0.1%) 

140,080 
0.1%) 

 
5.  Litigation and Claims 
 
5.1 The total number of claims made against the Trust from 1 January – 31 March 2011 was 21.  The 

potential cost for claims received was approx £1,276,000.  During Q4 the department failed to 
comply with the 40 day timescale on 2 occasions, the solicitors were kept informed.  1 staff claim 
was made for a back injury and a public liability claim was made by a patient who tripped whilst 
exiting the site at the Watford Football Club exit. 

 
5.2  Claims Closed Within Q4  
 
During this quarter 8 claims were settled overall cost of £997,004, 2 claims were withdrawn and 1 closed by 
department, overall saving of £149,016.00.   
 
6.  Incidents 
 
6.1 The Trust reported a total of 1710 incidents during quarter 4, this excludes incidents awaiting 

approval on DatixWeb.  The table below uses patient safety incidents only over the last 12 months 
measured against bed days used. 

 
Table 1 Reported Patient Safety Incidents by Bed Days 

  Apr 
10 

May  
10 

Jun 
10 

Jul 
10 

Aug 
10 

Sep 
10 

Oct 
10 

Nov 
10 

Dec  
10 

Jan  
11 

Feb 
11 

Mar 
11 

Bed days Used (all 
wards inc maternity) 

1943
2 

19856 19383 19374 18882 19050 
2016

3 
2016

7 
20874 21358 19333 21788 

Patient Safety 
Incidents 

434 464 489 412 491 455 499 461 400 247 203 235 

Patient Safety 
Incidents per 100 bed 
days 

2.2 2.3 2.5 2.1 2.6 2.4 2.5 2.3 2.0 1.2 1.1 1.1 

The information in this table has been obtained from ‘Which Doctor’ 
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A total of 4790 patient safety incidents have been reported over the past 12 months – an average of 400 
incidents per month.   
 
Data Table – Highest ranking adverse events 

Adverse Event Q4 Q3 

Grade 1-2 75 96 

Fall from a height, bed or chair 72 103 

Fall on level ground 41 81 

Implementation & ongoing 
monitoring/review - other 34 79 

Suspected fall 29 45 

Lack of suitably trained /skilled staff 20 0 

Other - please specify in description 18 0 

Other medication incident 17 0 

Treatment, procedure - other 
adverse event 17 0 

Accident of some other type or 
cause 15 0 

Lack of/delayed availability of beds 
(general) 0 53 

Simple complication of treatment 0 48 

Postponed or Cancelled Surgery 0 39 

Grade 3-4 0 35 

Unexpected admission to Neo-
Natal Unit 0 29 

 
There has been a sharp reduction in the numbers of incidents which have been reported due to a ‘Fall on 
Level Ground’.  Despite the increase in incidents which relate to a ‘Lack of Suitably Trained/Skilled Staff’ 
there were no incidents reported that related to Postponed or Cancelled Surgery. (Data related to postponed 
or cancelled surgery is presented as part of the Trust’s performance report and extracted from the 
operational data recorded on Clinicom). The reduction in falls and grades 1 and 2 pressure ulcers reflects 
the significant workstreams in train to reduce these incidents.   
 
In the previous reported it was noted that the number of unexpected admissions to the Neonatal Intensive 
Care Unit had increased however the opposite is true for this quarter with the number of such incidents 
decreasing  
 
The number of incidents where the wrong drug/medicine was prescribed/administered has halved compared 
with the previous quarter  
 
One non patient safety incident was reported for the Estates division – this incident related to a report of a 
near miss involving pedestrians when a car travelled through a pedestrian only access.  Entry barriers to this 
area had been out of service for some months.    
 
The following table shows reporting by staff groups: 

 
Job Title Incidents Reported 

in Q4 
Incidents Reported 

in Q3 

Nurse 136 263 

Staff Nurse 88 123 

Sister/Charge Nurse 83 192 

Midwife 27 161 

Diabetic Specialist Nurse 17 - 

Manager (Ward) 14 50 

HCA 13 - 

Manager (un specified) 12 30 

Consultant 11 - 
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A positive development in reporting patterns is that Consultants reported 11 incidents during this quarter.  
There remains an issue with junior doctor reporting on DATIX – this is being pursued and a strategy 
developed to encourage more reporting from this staff group. 
 
Table 5 – Outstanding Patient Safety Incidents, awaiting approval   

  AMCD SURG WACS 

In holding area, awaiting review 31 12 202 

Being reviewed 1 0 4 

Awaiting final approval 4 4 10 

Totals 36 16 220 

 
The delay in reviewing and approving incidents in a timely manner has resulted in the above incidents not 
being included in this analysis.  This demonstrates a gap in control in relation to incident management – 
incidents need to be reviewed and approved in order that they can be uploaded onto the National Reporting 
and Learning database (NRSL).  It is also important to ensure incidents are approved in a timely manner to 
provide assurance that the incident has been graded appropriately for severity and that the reporting 
departments are ensuring action is taken where necessary to prevent the incident recurring.  Data on 
unapproved incidents is reviewed at Divisional Integrated Standards Executive meetings however this 
remains an ongoing issue.  Additionally, the NRLS produces quarterly reports on incident reporting in all 
NHS Trusts and delays in uploading incidents is regarded by the NPSA as a gap in process control. 
 
5. PALS 
 
The total number of reported PALS enquiries for Quarter 4, between 1

st
 January 2011 – 31

st
 March 2011 was 

464, which is an increase from the previous Quarter by 14.  
 
379 enquiries related to the Watford General Hospital site, 48 related to the St Albans City Hospital site, 30 
related to the Hemel Hempstead site and 6 related to other Services.  324 enquiries were classed as 
informal complaints and 94 enquiries were classed as advice and information.  275 enquiries were dealt with 
on the telephone. 131 enquiries involved the PALS Face-to-Face drop in service where people can walk in, 
and 51 enquiries were received by e-mail. Enquiries are resolved by liaising with Matrons, Departmental 
Managers, Consultants, and Admin and Clerical staff. This would include PALS staff visiting the Wards and 
Departments to resolve the enquiry. 207 enquiries were from Outpatient and Diagnostic areas, 202 enquiries 
were relating to Inpatient areas, and 35 enquiries were related to the Office administrative areas. 
 
Graph 2 - Total Number Of Reported Concerns By Division 

 
 
Acute Medicine received the highest number of concerns during Quarter 4 with 183 (39%) of the total 
concerns and Surgery received 174 (38%). 
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Graph 3 - Top 6 Reported Concerns Trustwide 

 
 
Communication/information to patients was the highest reported concern with 201 out of total 708 themes 
identified. 
 
Acute Medical Care Division 
 
 Concerns were raised about the cancellation and delay of Outpatients appointments in Respiratory 

and Cardiology; this has been escalated to the Service Manager. 
 
 35 enquiries about Care of the Eldery were raised with issues ranging from a patient’s relative 

concerned about care and treatment on the Ward, seeking information relating to clinical treatment, 
attitude of Nurse, chasing up clinical information to GP. These concerns were resolved by involving 
the Ward Sister and Matron respectively. A meeting was arranged for a family with the Consultant 
and Matron for Medicine, to discuss a patient’s care and treatment on the Ward with family. 

 
 In Emergency Care, 35 enquiries were received which is an increase from the previous Quarter. 

AAU received concerns relating to lost property, patients chasing up appointments following 
discharge, patient chasing results of diagnostic procedures. Concerns were also received about the 
lack of communication between medical and nursing staff. 
 

 The increase of enquiries within Medicine is reported as partially due to the impact of services 
transferring from Patient Access and Clinical Support.  13 enquiries concerned Health Records, 
these included enquiries relating to medical records not being available for appointments. Outpatient 
and administration services received 6 enquiries which included cancellation and poor 
communication for appointments. 

 
Clinical Support Division 
 
 Clinical Support Division received a total of 25 enquiries, a decrease from the previous Quarter. 9 

enquiries related to Radiology Services, patients requesting MRI report to GP, chasing up X-Ray 
appointment, patient chasing up scan appointment and urgent CT scan. 4 enquiries related to 
Physiotherapy services, this included patients chasing up their referral and physiotherapy 
appointment, within Pathology Services, 3 enquiries were received, this included patient chasing up 
blood and urine sample results.  

 
Estates  
 5 enquiries were received within this Division, which included a patient concerned about a lift not 

working, visitor sustaining fall at Main Reception and poor signage for disabled users. These 
enquiries were  
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 20 enquiries were received within this Division, 11 related to the cost of car parking, 3 enquiries 
related to patients enquiring about the availability of hospital transport for their appointments 

 
Surgery & Anaesthesia – PALS 

 
 Surgery & Anaesthesia Division received 174 enquiries, a decrease from the previous Quarter. 

 
 Within Trauma and Orthopaedic, 60 enquiries were received, a decrease from the previous Quarter, 

the majority of enquiries raised related to patients being cancelled for surgery, patients chasing up 
Outpatient appointments and patients concerned about waiting times, and patients chasing up 
information relating to diagnostic tests and treatment to be sent to GP.  

 
 Within General Surgery, 36 enquiries were received including cancellation of surgery, patient 

chasing up post operative Outpatient appointment, diagnostic results and concerns relating to clinical 
treatment, communication and Nursing care.  
 

 20 enquiries related to Urology, patients enquiring about their Outpatient appointment, Inpatient 
surgery, and chasing up clinical information relating to their treatment. 12 enquiries were received 
within ENT, which related to patient chasing up new and follow up appointments, clarification on 
surgery, inpatient surgery and diagnostic test results. 

 
 Within Ophthalmology, 17 enquiries were raised including patients chasing up outpatient 

appointments, which had been significantly delayed. Patients have also raised concerns about the 
delay in follow up outpatient appointments being booked and patients chasing up eye surgery 

 
Women and Children Services – PALS 
 
 Within this Division 45 enquiries were received, an increase over the previous quarter.  In Gynaecology 

16 enquiries were received including patients chasing up outpatient appointments for procedures and 
investigations. Concerns were resolved by PALS liaising with the Service Manager for Gynaecology. 11 
enquiries were raised within Paediatric Services, patient’s parents chasing up appointment, clinical 
treatment and lack of communication on Paediatric Ward. 7 enquiries related to Obstetric Services, 
patient requesting clarification of birth plan, chasing up post natal appointment, chasing up Maternity 
medical records and information about diagnostic tests. 

 
Appendix One provides a summary of how the Trust responded to issues raised, both through the learning 
identified and the action taken to address issues raised via complaints, litigation, incidents and PALS 
referrals. 
 
 
 
 
Patricia Duncan 
Chair, Complaints, Litigation, Incident and PALS Group 
 



Appendix One - Organisational Learning - Divisional Themes and Trends 
 
This section of the report will detail the learning and actions following Complaints, Litigation, Incidents and PALS by Division. Please Note – unless otherwise 
stated, information was supplied by the Risk Lead 
 
Acute Medical Care Q4 - Learning from Experience 

Departmen
t 

Source 
(Incident/
Complaint
/Claims 
PALS) 

Issue Action/What has Changed as a Result Lessons Learnt  

Medical 
Division 

Incident Falls 1. Falls Prevention Group re configured to ensure multidisciplinary 
membership and falls prevention measures established, including 
ward by ward measurement and falls risk assessments 
undertaken. 

2. Multiprofessional falls risk assessment being piloted on Croxley 
and Cleves Wards. 

3. Letchmore Ward has introduced use of falls cushion. 
4. Slippers provided and hourly rounding introduced as measure to 

prevent a number of patient safety events including falls.                                                                                                                                     

1. Falls documentation needs to be reviewed 
regularly to assess success of care plans for 
patients at risk of falling. 

2. Falls Policy to be reinforced and compliance 
audited. 

3. Staffing levels determined by risk case mix. 
4. All staff to be vigilant to risk of patients falling.                                                                                                                   

Medical 
Division 

Incident Pressure 
Ulcers 

1. All patients body mapped for pressure ulcers on admission. 
2. Increase in training on the prevention and management of 

pressure ulcers and use of PUCKLAS being promoted – this is 
an e-learning self assessment on grading of skin damage to 
inform care plan. 

3. A Pressure Ulcer Summit was held in the autumn 2010 involving 
clinical staff (nurses, dieticians, tissue viability), facilities staff 
(porters), medical devices staff (pressure relieving mattresses) 
and administration staff.  The Pressure Ulcer Care Pathway was 
reviewed and a number of process improvements were 
introduced. 

4. All grade 3 and 4 pressure ulcers are subject to Root Cause 
Analysis Investigation internally and lessons learned fed back to 
all wards and at key nursing fora.  All such incidents are also 
reported to the PCT. 

1. The importance of assessing patients on 
admission. 

2. The importance of timely referral to the Tissue 
Viability Service where risk or PU identified. 

3. Ensuring prevention strategies deployed 
consistently, including turning, pressure 
relieving mattresses, nutrition and wound 
care. 

Medical 
Division 

Incident Medicatio
n 

1. Controlled drugs audits undertaken twice yearly and ward 
specific and generic action plans developed. 

2. Specific drug errors subject to pharmacy audit. 
3. Medication Summit held in autumn 2010 which informed a 

Patient Safety programme on omitted medicines. 

1. Ensure risk matrix followed. 
2. Ensure regular staff training. 
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Departmen
t 

Source 
(Incident/
Complaint
/Claims 
PALS) 

Issue Action/What has Changed as a Result Lessons Learnt  

Medical 
Division 

Complaint Commun-
ication  

1. Guidelines reinforced and focused training and supervision of 
staff involved in communication issues. 

2. Communication requirements reinforced via Nursing and 
Midwifery Strategy Group and via nursing fora. 

3. 5 Gold Rings initiative focused on communication and the 
importance of the patient.    
 

1. The importance of enhancing communication 
skills and ensuring a better understanding of 
the value of empathy. 

2. Patients should be empowered to participate 
in their care through good information flow 
between patient and clinicians.. 

Medical 
Division 

Complaint Nursing 
Care 

1. Supervision planned in order to oversee the development of staff. 
2. Performance management plan in place to address the issues 

identified.             

1. Staff training needs to be assessed on a 
regular basis.  

2. The Board has directed an improvement in 
levels of annual appraisal and that all staff 
should have a Professional Development 
Plan.                                        

AAU PALS Discharge 
summarie
s not 
available 
for 
patients 

1. Issue discussed at the AAU Clinical Review Group. 
2. New discharge policy developed and implementation being rolled 

out. 
3. Discharge summaries are a KPI in the PCT Contract.  

Discharge summaries are a crucial part of patient 
care pathway and provide important information to 
support the ongoing care of the discharged 
patient. 

PMOK 
Wards 

PALS Lack of 
communic
ation 
between 
staff and 
relatives 

1. Ward manager escalated the concerns to consultant level.                                                                                                    
2. Relatives were encouraged to meet the doctors on ward rounds.                                                                                                                                                
3. The Matron was advised of regarding the concerns and 
appropriate actions were undertaken. 

1.The needs of relatives supporting the patient 
should be acknowledged and communication 
strategies should reflect this role. 

 
Complaints: 
 
D6523 – drugs not checked with patient on discharge from ward.  Responsibilities for ensuring patients drugs to take home are cross checked and explained to 
patients is a key element to safe discharge and this is being reinforced through the revised discharge policy.   
D6585 – Issues with personal care and clothing discharged home in on AAU.  To be raised at ward meeting. 
D6541 – family not dealt with appropriately when they asked to make a complaint on AAU.  To be raised at ward meeting. 
D6641 – nurse in charge of patient went on break without providing handover, as a result staff unable to administer medication to patient on AAU.  To be discussed 
with individual member of staff. 
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D5868 – Family of deceased patient not contacted appropriately or afforded due respect when they arrived on the ward and would have preferred to view patient in 
the Chapel of Rest.  Workshops are being organised for staff to enhance awareness of the needs of the dying patient and communication with family members.   
The arrangements for ‘viewing of deceased patient’ in and out of hours are being reviewed to inform an updated policy to ensure consistently applied good practice 
in this regard. 
D6300 - care of patient with dementia in A&E. Dementia strategy training to be provided. 
 
Surgery and Anaesthetics Q4 – Learning from Experience 
 

Department Source 
Incident/
Complai
nt/Claim 
PAL 

Issue Action/What has Changed as a Result Lessons Learned 

Surgery - 
divisional 

Complain
ts and 
litigation 

Perceived 
‘poor care,' 

Discussed as potential audit to completely understand 
the issue and where the gaps are.  

Ensure consent process regularly audited and action 
plans inform improved practice in relation to the way 
in which risks and benefits and potential outcomes 
from the procedure are discussed with patients.  

General 
Surgery 

Complain
ts and 
litigation 

perceived 
‘poor 
outcomes’ 

Nursing Complain
ts 

discharge 
issues from 
SACH site 

Leaflet being developed to give patients clear 
information about warning signs to look out for post 
discharge and also telephone numbers to use to 
access immediate advice.  

Verbalising important information to patient and 
families whilst in an anxious situation (hospital 
setting) is not an appropriate means of 
communication unless accompanied by written 
information that can be read when patient is home 
and comfortable.  

Vascular 
Lab 

Incidents Interruptions 
from patients 
whilst 
scanning 
patients.   

This presents risks in relation to interruptions to 
clinicians carrying out scans and resultant delays in 
system.  Risk assessments carried out - ongoing work 
to identify better use of space and service delivery. 
Close working with business managers and 
consultants and also estates to identify best way 
forward.  

Need for better signage for the patients as an interim 
measure to ensure patients do not interrupt the scans 
in progress. 

Surgery - 
divisional 

Incidents Delayed 
discharge, 
delays 
obtaining 
TTAs 

Re-implemented the Surgery escalation Policy, 
reviewing the '2by10' initiative of discharging 2 patients 
by 10.00am. 

Doctors need to be more proactive in the discharge 
planning process.  
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Department Source 
Incident/
Complai
nt/Claim 
PAL 

Issue Action/What has Changed as a Result Lessons Learned 

Surgery - 
divisional 

Incidents Near miss 
errors on 
theatre lists - 
incorrect 
names, 
wrongly 
detailed 
procedures 
etc. 

Theatre Improvement Group convened to address a 
number of issues emerging through incident analysis 
and Serious Incidents investigated during 2010/11.  
Process mapping exercise underway to analyse gaps 
and potential opportunity for error. 
 
WHO surgical checklist is being monitored by 
Theatreman and twice yearly quality audits scheduled. 

Recommendations in place including no non-medical 
staff to write waiting list cards, no medical 
abbreviations to be used etc. 

Surgery - 
divisional 

Incidents Delayed 
discharges, 
patients in 
inappropriate 
environments 
and overnight 
discharges. 

Ongoing work to look at bed profile in surgery and also 
to develop the SACH site to further relieve the 
pressure on the surgical beds at WGH. 

There are not enough surgical beds at WGH to cope 
with the increased throughput and the Capacity 
Management Plan needs to be reviewed.  

Surgery - 
divisional 

PALS Cancellation of 
appointments 
and waiting 
times. 

To cope with the winter pressures/bed crisis at WGH 
surgery and WACS were advised to reduce the 
amount of daily admissions to avoid cancellations on 
the day. Some patients already on lists were cancelled 
and this led to some anxious and upset calls to PALS.  

The reduced admission numbers were only in place 
until the 31st March.  Numbers of admissions have 
now returned to their normal rate 

Surgery - 
Ophthalmics 

PALS The eye clinic 
at WGH: 
attitude and 
treatment from 
staff, layout , 
waiting times, 
accessibility 
and general 
appearance of 
the clinic 

Plans to improve the department have been drafted by 
the senior nurse, awaiting outcome of nursing 
establishment review before progressing. Solutions to 
the environmental issue have been escalated through 
usual Trust escalation routes.  

1. CQC Outcome 10 is concerned with safe 
appropriate environments of care and 
compliance is required on all sites in all services. 

2. Staff attitude can have a positive or a negative 
effect on how the patient perceives their 
experience.  

 
Clinical Support Q4 – Learning from Experience 
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Department Source 
Incident/Complaint 
/Claim PAL 

Current Position Action/What has Changed as a 
Result 

Lessons Learnt  

 Radiology Complaints Complaint letter querying 
treatment relating to CT scan 
following distress caused to 
patient by the removal of the 
tape that was securing the 
injector extension lead. 

Change of tape used.               
Training in first aid dressings. 

All staff should be sensitive to the impact 
of all aspects of treatment, including 
minor elements, to ensure unnecessary 
discomfort or distress to patients is 
avoided. 

Therapies Complaints 2 issues where information 
from treatment sessions was 
not detailed enough, including 
clinical reasoning in 
documentation 

Review of physiotherapy 
paperwork to enable improved 
evidence of clinical reasoning 
process 

The care record should record findings 
and decisions in a way that is accessible 
to those providing care and 
communicating care to the patient.  

Therapies Complaints 2 examples where the patient 
information booklet didn’t 
include enough information, 
around equipment and DVT 
risk.  

Review of Therapy patient 
information pack 

Patients should be provided with 
information that is sufficient and in such 
a form that they can understand potential 
risks associated with treatment and 
ongoing management of these risks.  

Department Source 
Incident/Complaint 
/Claim PAL 

Current Position Action/What has Changed as a 
Result 

Lessons Learnt  

Radiology Incident 5 X wrong patient details on 
requests or wrong details sent 
with patient 

Incidents discussed with 
appropriate Trust 
departments/wards 

Importance of ensuring correct 
documentation for each patient. 

Radiology Incident 2 X reaction to contrast Appropriate action taken in this 
type of event 

Action found to be appropriate but 
reflects importance of ensuring the 
patient understands the potential impact 
of treatments to pre-empt anxiety or 
uncertainty. 

Pharmacy Incident 9 X Wrong drugs issued - 
includes drugs not dispensed 
by Trust 

Process followed when 
discovered 

Further reinforcement of Medicines 
Management Policy. 

Pharmacy Incident 5 X mislabelling of drugs Process followed when 
discovered 

As above. 
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Pathology Incident 21 X incorrect or missing 
patient details on request 
forms 

Process followed when 
discovered 

Care to be taken when requesting tests 

Pathology Incident 2 X wrong specimen 
containers used 

Process followed when 
discovered 

Staff to ensure the correct equipment is 
used. 

Pathology Incident 2 X bodies of high risk patients 
sent to mortuary not in body 
bags 

Relevant wards contacted  Infection control and decontamination 
procedures reinforced on wards. 

Therapies Incident 7 X Patient falls / controlled 
descents during treatments  

All therapy staff to risk assess 
and minimise risk.  All staff 
should be  up-to-date with moving 
and handling training 

All therapy staff to risk assess and 
minimise risk to patients when 
mobilising.  

Therapies Incident 2 X incidents involving 
aggressive patients putting 
staff at risk 

Ensure 2 staff members when 
treating patient. Risk assess each 
scenario. Close liaison with MDT. 

 Importance of appropriate 
communication strategies to deal with 
anxious or distressed patients. 
Aggression related to dementia is being 
reviewed to develop appropriate 
management strategies and training. 

Department Source 
Incident/Complaint 
/Claim PAL 

Current Position Action/What has Changed as a 
Result 

Lessons Learnt  

Therapies Incident Missing location of BIRD 
respiratory equipment 
therefore not able to use to 
treat patient  

All staff alerted and machine 
found. Discussion with individual 
concerned.  

Updated signing in / out procedure with 
ward location. 

Therapies Incident OT has misread diary and was 
not on-site for scheduled pre-
operative assessments for 2 
patients  

Both patients had discussion with 
physiotherapist and apology 
made. OT contacted patients that 
afternoon. New appointments 
given. One contacted PALS. 

Put appointments on Scheduler so 
access at WGH. Staff member aware of 
mistake and rectified situation.  

Therapies Incident Significant delay in referral of 
patient to Dietetic service  

Discussion on ward re: cause of 
delay 

Improve communication between MDT 
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Therapies Incident 2 x Deteriorating patient at end 
of therapy treatment session 

Ensure patients receive 
appropriate monitoring and 
review following treatment. 

Ensure appropriate care at all times in 
the care pathway. 

Therapies Incident Faulty use of equipment Review of process for heating 
wheat bean bags in microwave – 
all standards met. Error in 
placement of bag.  

All equipment and care aids require staff 
to adhere to operating guidelines. 

Therapies Incident 3 x Patient discharged prior to 
complete therapy assessment  

Discussion with team involved 
consultant. Discussion and 
reflection with senior therapists 
and ward sister. Clear 
documentation and relevant 
timely onward referral 

Discussion and reflection within team to 
ensure that despite pressure re: 
discharge patient safety remains a 
priority.  

X-Ray PALS Not being able to book a X-
Ray 

contacted Radiology Services 
Manager 

Ensure appropriate referral pathways are 
following.   

 
 
 
Maternity Q4 - Learning from Experience 
  

Department Source 
Incident/ 
Complaint 
/Claim PAL 

Current Position Action/What has Changed as a 
Result 

Lessons Learnt  
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Maternity Incident SI investigations revealed that ante-
natal appointments may not have taken 
place.  Investigation revealed the 
appointments took place but were 
documented incorrectly via GP IT 
system. 

1. Develop guidance for staff on how 
to proceed in the absence of hand 
held records and how to access 
information .                                                                                                          
2. Communication to all GPs to 
document also in women’s hand held 
records.                                           3. 
Advise PCT on issues relating to GP 
documentation and use of hand held 
records         
4. Review of information provided to 
women regarding expectations for the 
pregnancy pathway including 
appointments 
                                

1. Antenatal notes (handheld) on 
Watford site not returned following 
booking until after 16/40-not 
available to document 
appointment. 
2. Service has a DNA pathway but 
this does not include follow up of 
women who do not arrange an 
appointment                       
 3. GP providing shared care 
recording antenatal visit on GP IT 
system not maternity records.  

Maternity Incident Increase in infrastructure reports relating 
to staffing, activity and ability of 
maternity "bleep holder" to complete 
duties due to clinical commitment. (56 
incidents in last quarter)  

1.To review the forecasted increased 
maternity service activity as part of an 
overall capacity/staffing review 
2.Review of activity, capacity and 
staffing within the Maternity services 
benchmarking service provision 
against projected activity 
 

The service identified more than 
10 different IT systems community 
midwives have to access.  The 
issue will require whole systems 
engagement to resolve.  Staff to 
take necessary risk mitigation to 
manage across the different 
systems. 

Maternity  Incident Clinical escalation- failure of staff to 
appropriately escalate clinical or safety 
concerns to consultant or supervisor of 
midwives. This trend has been evident 
within recent SI investigations. 

1. Individual action plans following 
supervisory or clinical investigation. 
2. Raise profile for escalation process 
via CG 1/2 days, staff news letter, 
notice boards and team meetings and 
maternity service brief -completed. 
3. Review handover of care guideline 
and strengthen lines of communication 
guidance. 

Process in place for escalation to 
consultant in handover of care 
guideline-including SBAR 
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Maternity Incident Failure to follow up antenatal test 
results-6 cases including x1 SI relating 
to RBS  

1.Review of information provided to 
women regarding expectations for the 
pregnancy pathway including routine 
tests, availability of screening (to 
include booking process) and method 
of feedback of results. 
2. All staff reminded in absence of 
result being available the health 
professional regardless of care setting  
is responsible for actively seeking 
3. Review of maternity care pathway 
(community services) to include flow 
of antenatal investigations including 
review, action and feedback. 

1.Responsibility for full risk 
assessment in pregnancy 
including review of all test results 
and scans 
2. Staff to actively seek review of 
test results and all investigations, 
actioning these and feeding back 
to women. 
3. Systems differ on each of 3 
community sites and 2 hospital 
sites. 

Maternity  Incident  Documentation- not at acceptable 
standard 

1. Individual action plans following 
supervisory or clinical investigation.. 
2. Supervisors of midwives team to 
review documentation training in 
conjunction with clinical facilitator and 
update TNA. 

Failure to complete appropriately 
observation charts, fluid balance 
charts and MEWS charts is not 
acceptable.  It prevents good 
clinical decision-making and 
hinders review of care. 

Gynaecology Incident 3 incidents of thefts within the speciality 
of personal effects. 

1. Security risk assessments annual 
review undertaken 
2. All staff and patients advised not to 
bring valuables into the clinical area. 
3. Security systems reviewed and 
escalation to police as appropriate. 
4. All staff made aware of security 
policies on intranet. 

Importance of all staff being aware 
of their responsibilities for 
personal effects and taking steps 
to secure them.  Importance of 
ensuring staff make patients 
aware of need to adhere to Trust 
guidelines to prevent 
theft/mislaying of personal effects.   

Gynaecology Incident 3 incidents quarter relating to incomplete 
preoperative assessment leading to 
delay in theatre procedure 

1. To review process and guidance for 
pre-operative assessment. 
2. Ensure early admission procedure 
to ensure all omissions identified to 
minimise delay. 

Preoperative and admission 
checklists vital to safe effective 
care of patient undergoing surgical 
procedures. 

 
Supplied by Complaints Department  
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D6556 – review information given to women taking medication during pregnancy and in the postnatal period in order to ensure that women are aware of the 
implications. 
D6460 – postnatal ward staff to attend wound management course. 
 
Paediatrics and Special Care Baby Unit Q4 – Learning from Experience 
 

Department Source 
Incident/C
omplaint/
Claim PAL 

Issues Action/What has Changed as a Result Lessons Learnt  

Paediatrics Incident 11 incidents 
relating to 
infrastructure, 
ward closure, 
staffing and 
waiting times 
breach in 
CED. 

1. Ongoing daily reviews of capacity staffing and activity. 
2. Awayday review of service priorities relating to capacity. 

from which action plan will be taken forward. 

 The unit is currently 
experiencing higher 
admissions and a capacity 
review is required. 

Paediatrics Incident 3 incidents of 
thefts. 

1. Security risk assessments annual review undertaken 
2. All staff and patients advised not to bring valuables into the 
clinical area. 
3. Security systems reviewed and escalation to police as 
appropriate. 
4. All staff made aware of security policies on intranet. 

Maintain awareness of need for 
vigilance and securing of 
valuables. 

Paediatrics Incident 3 Medication 
errors in the 
speciality 
within the 
quarter. 

1. Discussion with all staff involved in each case and appropriate 
actions implemented.   

Medicines Management Policy 
should be enforced.  

NICU Incident 10 medication 
errors in the 
speciality 
within the 
quarter (7 
relate to 
missed doses) 

1. Discussion with all staff involved in each case and appropriate 
actions implemented.   

As above.  
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NICU Incident 6 incidents in 
speciality 
relating to 
baby 
identification 
labels-missing, 
poor quality or  
wrong details 

1. Discussion with all staff involved in each case and appropriate 
actions implemented.   

Mislabelling unacceptable.  

 
Hotel Services Q4 - Learning from Experience  
 
Complaints 
D6573 – details of the patient transport service reissued to all outpatient departments, included in the ‘Week in Focus’ and raised at Site Management Group 
Meetings. 
 
 


