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Benefits to patients and patient safety implications 
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Risk implications for the Trust  

Risks to patient safety if the Trust does not 
effectively manage SIs by investigating 
and learning lessons from SI 
investigations. 

Mitigating actions (controls) 

Clear SI Process embedded. SI Panels devised 
to improve the quality of reports and ensure 
actions are SMART and a centralised action 
tracker. 

Links to Board Assurance Framework, CQC outcomes, statutory requirements 

Essential standards of quality and safety 
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Agenda Item: 13/25 
 

Trust Board meeting – 12 March 2015  
 

Serious incident summary update - month 10  
 

 
Presented by: Dr Mike van der Watt, Medical Director  

 

1. Purpose  
 
1.1 The purpose of this report is to provide an update on the management of Serious 

Incidents (SIs). 
 
 
2. Background 
2.1 SIs are reported by the Trust in line with NHS National Framework for Reporting and 

Learning from Serious Incidents 2010 and the commissioning update in June 2013 to 
the CCG. The process supports continuous quality improvement and learning across 
all Divisions and Departments.  

 
 
3. Analysis/Discussion  
 
3.1 Number of Serious Incidents and Never Events  
3.2 The Trust has 111 open SIs. 

 
3.3 From 1 April 2014 to 31 January 2015, the Trust has reported a total of 165 SIs to the 

CCG.  
 

3.4 The table below presents the SIs reported for 2014/15 under their incident category 
and month reported to the CCG 

 
STEIS*** 
Category 

Apr 
14 May June July Aug Sept Oct Nov Dec  

Jan 
15 

Assault by 
Inpatient (in 
receipt) 1 0 0 0 0 0 0 0 0 1 
Allegation 
Against HC 
Professional 0 0 0 1 1 1 0 0 1 0 
Attempted 
suicide                 1 0 

C.diff and HCAI 2 0 0 0 0 1 1 2 0 0 

Confidential 
Information Leak 1 3 0 0 0 1 1 1 0 0 
Delayed 
Diagnosis 2 1 0 1 0 1 0 0 0 0 

Drug Incident 
(General) 2 2 0 0 0 1 1 0 0 0 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Failure to act on 
results  2 0 3 0 1 4 1 0 0 0 

  

2 1 4 0 0 0 0 

      

Other 2 1 1 

Pressure Ulcer 
Grade 3 11 2 5 5 7 6 2   0 

%%% 
9 

Premature 
Discharge 0 0 0 0 0 1 1 1 0 0 

Slips/Trips/Falls 2 1 1 1 0 0 0 2 0 0 

Safeguarding 
Vulnerable Child 0 0 1 0 1 0 0 0 1 0 

Safeguarding 
Vulnerable Adult 0 0 1 1 0 0 0 1 0 0 

Surgical Error 1 0 0 0 0 1 0 1 0 0 
Unexpected 
Death 1 1 1 1 1 1 1 0 1 0 

Security Threat 0 0 0 1 0 0 0 0 0 0 

Maternity 
Services 0 1 1 0 0 0 0 0 0 0 
Maternity 
Services - 
Suspension 0 0 0 0 0 1 0 0 0 0 

Never Event 1 0 0 0 0 0 1 0 1 0 

Outpatient 
Appointment 
Delay 0 1 0 0 0 0 0 0 0 0 
Unexpected 
Death of 
Outpatient (In 
receipt) 0 0 0 1 0 0 0 0 0 0 

Communication 
Issue 0 0 0 1 1 0 0 0 0 0 
Sub-optimal 
care of the 
deteriorating 
patient 0 0 1 0 1 0 0 0 0 0 

Hospital 
Transfer Issue 0 0 0 0 1 0 0 0 2 1 
Hospital 
Equipment 
Failure 0 0 0 0 0 1 0 1 0 0 
Maternity 
Services - 
Maternal Death 0 0 0 1 0 0 0 0 0 0 
Health and 
Safety 0 1 0 1 0 1 0 0 1 0 

Communicable 
Disease and 
Infection Issue 0 1 1 0 0 0 0 1 0 0 

VTE issues  0  0  0 0  0  0  0  0  0  2 

Total 27 15 19 15 14 21 
 
8 12 9 14 

*** Strategic Executive Information System 

 
3.5 %%% the data reported for pressure ulcers above shows that 9 pressure ulcers at 

grade 3 were declared in January. These are incidents which did not come through 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

the SI process for declaration and investigation and were not declared at the time of 
the incident. The incidents occurred in September, October and November of 2014.  
 

3.6 This gap in process has now been addressed and the SI team are included in all 
correspondence around grade 3 pressure ulcers ensuring that they are all logged 
and declared at the time of the incident.  
 

3.6 Others = Failure to follow policy; storage of kitty money; retinopathy diagnosis case, 
missing prescription (FP10) pad, delay in surgery, retained drain, deep vein 
thrombosis (DVT) and pulmonary embolism (PE), locum Dr clearance, foetal 
specimen loss.  
 

3.7 The January use of ‘other’ is for a number of patients (25) with post cystoscopy UTI 
who had all been examined using the same scope. 
 

3.8 This data is pulled from a live database which is constantly updated and can be 
updated with retrospective data.  
 

3.9 The chart below presents the position summary of all the SIs open for the Trust as of 
31 January 2015. 
 

 

3.10 Outstanding SI reports  
 

3.11 There is currently a back log of RCA reports which are overdue; these can be 
grouped into two sections.  
 

a) reports which are overdue and are awaiting submission  
b) reports which have not been closed due to the CCG requiring further 

information and assurance prior to submission to the panel for closure.  
 

3.12 Significant progress has been made against the number of outstanding RCAs. In the 
2 week period prior to the Christmas break, 11 completed RCA investigations were 
completed and submitted. Along with the thematic review of pressure ulcers (32) 
which was also submitted.  
 

3.13 This reduced the numbers of outstanding SI by 43 in a two week period.  
3.10 The primary reasons offered by staff as to delays in investigation and responses 

include: 
a) Challenges in ensuring they are released from clinical activities  
b) Expertise to undertake investigations 
c) Difficulties obtaining medical notes 

30

14
67

Position of SIs as per 31.1.2015

Overdue In progress With CCG



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

d) The investigation uncovering additional issues 
e) Failure of staff to engage in the investigation (delays in submitting 

statements) 
f) Staff taking annual leave during the investigation period  

 
3.11 At a meeting with the Head of Quality at Herts Valleys CCG an exercise was 

undertaken to validate the data held at the CCG against that held within WHHT. 
3.12 At the above meeting the CCG acknowledged a failure in their administrative process 

which meant that 11 reports that had been submitted had not been processed and 
removed from the ‘outstanding/overdue’ figures. This was due to annual leave cover 
over the Christmas period.  

3.13 The SI team have recruited a secondment post that is supporting the SI Lead and the 
investigating staff to expedite completion of these outstanding reports as well as 
supporting the investigation of newly declared incidents which should avoid a 
recurrence of the backlog.   

3.14 Weekly meetings are now being held with divisions to track progress of SI in their 
divisions and to facilitate early identification of any investigations which are not on 
target for completion within deadline.  

 
3.15 Please see appendix 1 for a list of overdue reports.  
  
4. Never Events 
4.1 Never events are serious, largely preventable patient safety incidents that should not 

occur if the available preventative measures have been implemented.  All declared 
Never Events are level 2 SIs, due to the seriousness of the incident 60 days (instead 
of the standard 45 days) is the timeframe for the investigation.  
 

4.2 The table below shows the current open Never Event SIs for the Trust. 
 

Never Event Date of Incident 
and Division 

Summary Deadline for 
completion/Status 

Retained 
swab 
(2014 13389) 

19/4/14  
(surgery)  

Retained Swab post hernia repair.  Patient 
initially returned 2 days post op and was 
examined but possibility of retained swab 
not explored, 2 weeks later readmission to 
A&E and required further surgery to remove 
the swab. Case has proceeded to litigation. 

29 July 2014 – submitted 
within timeframe.  
 
Awaiting closure by the 
CCG 

Wrong 
Prosthesis 
(2014 36942) 

06/10/2014 
(orthopeadic 
surgery) 

Wrong prosthesis - patient undergoing hip 
replacement and the wrong prosthesis was 
implanted resulting in 2 weeks post 
operative pain and further surgery to correct 
error. Patient now recovering well. Patient 
aware of the error under Being Open policy. 

Deadline 09.02.15 
 
Extension request 
submitted due to 
operational pressure of 
the lead investigator.  
 
New deadline of 
27.02.2015 requested 
(not confirmed) 

Retained 
swab 
(2014 42148) 

24/11/2015 
(Gynae Surgery) 

Retained swab post vaginal delivery and 3rd 
degree tear. Patient reattended A&E approx 
1 month post delivery reporting pain, 
discharge and a palpable lump in her 
vagina. Gynae exam revealed a 'large swab' 
- patient discharged with 2 weeks antibiotic 
cover. Patient aware of the error under 
Being Open policy. 

Deadline for submission 
24.03.2015 
 
Investigation on target.  

 

  



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

5. Summary of Lessons Learnt and Recommendations  
 
5.1 The table below gives a summary of the lessons learnt and recommendations 

following the RCA investigations of some SIs that have been submitted to the CCG: 
 

Datix 
no. 

Summary Identified learning  Date 
submitted to 
CCG 

51461 A 77 year old lady was admitted to A&E 
with confusion and UTI; patient had a CT 
scan as part of the diagnosis. She then 
later fell from the bed with the cot sides up 
and a second showed intracranial 
haemorrhage in the basal cisterns which 
was not evident on the first. 

1. Trigger/flag on clinicom for fallers 
2. Better understanding of MCA/DOLS 
3. Review the MORSE assessment 

tool, falls policy including the bed rail 
assessments 

4. Qualified member of staff needs to 
confirm and countersign the MORSE 
score. 

 

26.01.2015 

49485 The senior sister found in the Preoperative 
Assessment Clinic 6 boxes of waiting list 
cards in a cupboard in the POA corridor. 
These cards should have been sent to the 
admissions department so that these 
patients’ surgical procedures could be 
booked within their care and treatment 
pathways.  
 

A review of the administration support 
job roles needs to be done to examine 
the potential need to provide extra 
assistance if cover is required on the 
other sites. 
 
Structured appraisal system needs to be 
introduced where clear objectives are 
set and measured.  
 
There is a need to establish better 
communication and between the 
Administration Support Worker and the 
management of the department. This 
would provide support to the 
administration support Assistant and 
provide a route for her to ask for help if 
she feels overwhelmed in future. 
 
The process of performance 
management needs to be followed 
through. 
 
Electronic systems need to be explored 
to minimise the use of paperwork. 
 
All confidential paperwork including 
waiting list cards should be locked away 
when the clinic is not running as leaving 
the cards in an unlocked cupboard is a 
potential breach in patient confidentiality 

26.01.2015 

54949 Three separate breaches in staff 
confidentiality were reported.  

1. Breach one – all permanent staff 
(approximately 4,000) including 
name, date of birth, national 
insurance (NI) number, address, 
telephone number, salary, job title 
and, if supplied, sexuality and 
religion; 

2. Breach two – approximately 1,500 
medical staff including name, date 
of birth, professional registration 
details and immigration status; 

All new staff starters to the Trust to have 
corporate induction within a specific 
timeframe of their commencement date. 
 
Attendance at IG training and passing 
the required test does not guarantee 
compliance with procedure. 
 

16.1.2015 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Datix 
no. 

Summary Identified learning  Date 
submitted to 
CCG 

3. Breach three – approximately 740 
medical staff including name, date 
of birth, mobile telephone number 
and General Medical Council 
(GMC) registration details. 

53067 Patient undergoing a cervical rib excision 
for ischaemic arm, once in theatre the kit 
was opened and the ‘rib cutter’ was not in 
the kit. Staff attempted to locate the 
instrument from another hospital but could 
not. The procedure was abandoned and 
the patient woken up.  

Changes to the standard inventory were 
made as part of the decontamination 
project and sufficiently communicated to 
the end user (surgeon) 

 

54946 A patient arrived into the hospital with 
spinal injuries and existing pressure 
damage from time spent in hospital 
overseas. The patient was placed in a bed 
on the Stroke Unit and the next day 
concerns were raised over a failure to 
follow the infection control policy in relation 
to overseas patients. The patient was later 
found to have CPE (carbapenemase 
producing enterobacteriaceae (CPE) which 
is a multi drug resistant bacteria and 
therefore poses a large infection control 
risk to the organisation) 

The policy search function on the 
intranet is not user friendly making it 
hard for staff to access up to date 
guidance in a timely manner 
The infection control policy with regards 
to overseas patients and the need to 
isolate and seek microbiology advice is 
not embedded within non clinical or 
operational management staff 
 
Previous cascading of the information 
regarding Carbapenemase-producing 
Enterobacteriaceae was incomplete 

 

 
 
 

6.  Recommendation  
 
6.1  The Board is asked to review the report and seek further assurance. 
 
 
 
 

Dr Mike van der Watt  
Medical Director 
 

2 March 2015 

  



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

APPENDIX 1 

 

 

Trust Board  
26th February 2015  

 

Serious Incident Summary Report – Month 10 2014/15 

 

The table below shows the data as agreed with the CCG as outstanding on 28.01.2015.  

STEIS No: 45DR Originally Due 

Will be received by 
(or requested extension 

date) Current Status 

2014/1979 21/03/2014 06/02/2015 45 DR still outstanding 

2014/8770 21/05/2014 Included in thematic review 45 DR still outstanding 

2014/20921 01/09/2014 
06/02/2015 (will be 

requesting de-escalation) 45 DR still outstanding 

2014/21758 08/09/2014 
draft - submission by 

06/02/2015 45 DR still outstanding  

2014/21123 09/09/2014 
Will update fully 

01/02/2015 45 DR still outstanding - (since been submitted) 

2014/25471 08/10/2014 
draft - submission by 

06/02/2015 45 DR still outstanding  

2014/27687 29/10/2014 
draft - submission by 

06/02/2015 45 DR still outstanding 

2014/28058 31/10/2014 27/03/2015 45 DR still outstanding  

2014/28259 03/11/2014 
draft - submission by 

06/02/2015 45 DR still outstanding  

2014/28177 23/11/2014 
draft - submission by 

06/02/2015 45 DR still outstanding - Extn agreed 

2014/29679 14/11/2014 
draft - submission by 

06/02/2015 45 DR still outstanding 

2014/29974 19/11/2014 Included in thematic review 45 DR still outstanding 

2014/29978 19/11/2014 
09/02/2015 to bring in line 

with 2014/36942 45 DR still outstanding 

2014/30637 25/11/2014 HAPU in thematic 45 DR still outstanding 

2014/30639 25/11/2014 HAPU in thematic 45 DR still outstanding 

2014/31764 03/12/2014 HAPU in thematic 45 DR still outstanding 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2014/31778 03/12/2014 
27/02/2015 (extension 

requested) 45 DR still outstanding  

2014/31919 04/12/2014 
draft - submission by 

06/02/2015 45 DR still outstanding 

2014/32420 08/12/2014 Included in thematic review 45 DR still outstanding 

2014/32404 08/12/2014 Included in thematic review 45 DR still outstanding  

2014/32448 09/12/2014 
14/4/15 to bring in line with 

2015/2046  45 DR still outstanding  

2014/33961 19/12/2014 
27/02/2015 (extension 

requested) 45 DR still outstanding  

2014/33963 19/12/2014 
27/02/2015 (extension 

requested) 45 DDR still outstanding  

2014/33966 19/12/2014 

27/02/2015 (previous 
extension request turned 

down) 45 DR still outstanding  

2014/34967 31/12/2014 
27/02/2015 (extension 

requested) 45 still outstanding  

2014/36022 12/01/2015 

waiting formal senior 
request from CCG regarding 

rationale 45 DR still outstanding 

2014/36028 12/01/2015 
13/02/2015 (Extension 

requested) 45 DR still outstanding 

2014/36337 14/01/2015 
27/02/2015 (extension 

requested) 45 DR still outstanding 

2014/36563 15/01/2015 

Extension already granted 
until 31/1/15 (specialist 

commissioning) 45 DR still outstanding  (since been submitted) 

2014/37145 21/01/2015 
27/02/2015 (extension 

requested) 45 DR overdue 

2014/37162 21/01/2015 
draft - submission by 

06/02/2015 45 DR overdue 

2014/37322 22/01/2015 
27/02/2015 (extension 

requested) 45 DR overdue  

2014/34702 22/01/2015 

submitted (16/01/2015) in 
same investigation as 

2014/37893 45 DR overdue 

2014/37592 23/01/2015 
draft - submission by 

06/02/2015 45 DR overdue 

2014/37599 23/01/2015 
27/02/2015 (extension 

requested) 45 DR overdue 

 

The CCG have agreed the extension requests details above; the trajectory for clearing the 

reports logged above is the 27.2.2015.  The CCG are aware that within the data above there 

is one SI (2014 28058) which could potentially take longer than currently agreed due to 

complexity.  

Mel Withero 

SI Lead 

 


