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Trust objective:

Tick as appropriate:
X Achieving continuous improvement in the quality of patient care that
we provide and the delivery of service performance across all areas;

[]Setting out our future clinical strategy through clinical leadership in partnership and
with whole system working;
[ ICreating a clear and credible long term financial strategy.

Purpose:

The aim of this paper is to provide a summary of SI Management since
the last meeting

Previously discussed and date for further review:

Committee Date
Quality and Safety Group 14 September 2015
Safety and Quality Committee 22 September 2015

Benefits to patients and patient safety implications
To improve patient safety via reporting and learning from incidents.

Risk implications for the Trust Mitigating actions (controls)

Risks to patient safety if the Trust does not | Clear SI Process embedded. Sl Panels devised
effectively manage Sls by investigating to improve the quality of reports and ensure
and learning lessons from Sl actions are SMART and a centralised action

investigations.

tracker. RCA training provided to all levels of
clinical staff to ensure consistent approach to
investigations

Links to Board Assurance Framework, CQC outcomes, statutory requirements

Legal implications

Financial implications

Recommendations For information and assurance — this item has been to a Committee and
should not need significant review/debate.
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Purpose
The purpose of this report is to provide an update on the management of

Serious Incidents (SIs).

Background

SI's 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.

Analysis/Discussion

Number of Serious Incidents and Never Events

The Trust has 61 open Sls. This includes 19 concerning VTE issues which are
being addressed as one investigation.

This investigation report has been submitted to the CCG who are seeking
assurances over the action plan prior to closure.

From 1 April 2015, the Trust has reported a total of 33 Sls to the CCG.

The table below provides a breakdown of serious incidents declared to CCG
during August 2015.

STEIS Category Number
Maternity Services — Unexpected neonatal death 1
Total 1

The table attached as appendix 1 shows the year's cumulative data for
2015/16.
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The Trust is reporting significantly less serious incidents than in the previous
year. This is due to the consistent and robust way in which the national
criteria for Sl is being applied and is in line with the ethos of the new
framework to ‘do less better’

The table attached as appendix 3 shows the year’'s cumulative data for
September 2014 to August 2015.

The chart below presents the position summary of all the Sis open for the
Trust as of 31 August 2015.

Clockstopped CCG seeking
Overdue for 2% (1) / assurance
initial 10% (6)
submission
18% (11)

With CCG for
closure
57% 33)

Investigation
ongoing
13% (8)

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

Outstanding Sl reports

There remains a back log of RCA reports which are overdue which 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.

The Sl team are working with the CCG to progress the Sls which have not yet
been closed because the CCG are seeking further assurances around the
investigations and action plans

There are currently 11 investigation reports with the CCG that have not been
closed on STEIS (the national database for monitoring Sl).
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These Sl will be counted as overdue for closure. The final closure of SlI
investigations can only be ‘actioned’ by the CCG.

Sls are closed on STEIS by the CCG once they have been agreed for closure
at the Sl panel — they are closed on STEIS with the S| panel date and this is
done within 5 working days of the SI panel, usually the same or next day.

Whilst there has been significant progress made against the number of
outstanding RCAs there still remain a number (11) that are overdue.

The report prepared for the previous Board meeting showed 14 overdue
reports

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) The investigation uncovering additional issues

d) Failure of wider staff to engage in the investigation (delays in
submitting statements)

The Sl team have reviewed internal processes and added in additional steps
of support and escalation which will prevent investigations running overdue.
These include planned progress chase dates and an escalation process
through line management if progress updates are not forthcoming.

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

45 day review meetings have commenced which allow the RCA to be
discussed and challenged by the relevant clinical and management teams.
Formal notes are taken at the 45 day meeting. This then leave a 10 working
day period for the divisional action plan to be written and agreed.

Please see appendix 2 for a list of overdue reports as of 21 September 2015.
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5. Never Events

5.1 Never events are serious, largely preventable patient safety incidents that
should not occur if the available preventative measures have been
implemented.

5.2  The table below shows the current open Never Event Sls for the Trust.

Never Date of Summary Deadline for
Event Incident and completion/Status
Division
Wrong 06/10/2014 | Wrong prosthesis - patient undergoing | With CCG for
Prosthesis | (orthopeadic | hip replacement and the wrong review — please see
(2014 surgery) prosthesis was implanted, the patient 5.3 below
36942) underwent further surgery but for
evacuation of a haematoma which was
unrelated to the incorrect prosthesis
being used. Patient now recovering
well. Patient aware of the error under
Being Open policy.
Retained 24/11/2015 | Retained swab post vaginal delivery Updated action plan
swab (Gynae and 3rd degree tear. Patient reattended | submitted — for
(2014 Surgery) A&E approx 1 month post delivery CCG closure panel.
42148) 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.
Misplaced | 18/05/2015 | NG inserted. Documented as safe to The final RCA
NG Tube feed at 18/5/15 @ 16:55. IT was later report was
Medicine discovered that the NG tube was in the | submitted to the
2015/17537 | (Stroke) lung not the stomach. CCG ontime and is
awaiting closure.
5.3 A further report covering the orthopaedic Never Event detailed above has

been submitted to the CCG. The Trust have requested de-escalation from the
Never Event status due to the fact that the second surgery was not linked to
the incorrect prosthesis. The CCG are yet to inform the Trust of their decision.

6. Duty of Candour

6.1

The Duty of Candour is a legal duty on hospital, community and mental health

Trusts to inform and apologise to patients if there have been mistakes in their
care that have led to harm.

Page 6 of 13




6.2 Duty of Candour is applicable as a legal requirement in cases where harm has
been assessed as moderate, severe or death.
6.3 For SIs the Duty of candour will be relevant and applicable to a high
percentage of incidents due to the definition of serious harm or death
6.4 Moderate harm incidents are managed divisionally and so these compliance
figures are not included below.
6.5 The table below shows how many Sl were declared and how many of these
the Duty of candour applied to
Number DoC DoC Doc
declared Relevant Auctioned Evidenced
April 2015 10 7 (70%) 3 (42%) 3 (42%)
May 2015 10 9 (90%) 8 (88%) 6 (66%)
June 2015 7 5 (71%) 4 (80%) 1 (20%)
July 2015 2 2 (100%) 2 (100%) 1 (50%)
August 1 1 (100%) 1(100%) 1 (100%)
2015
6.6 Performance of compliance will be monitored and corrective action planning
introduced.
6.7 Insome cases (VTE) there is a documented plan not to communicate the
events to the patients until completion of the report.
7. Trends
7.1  Trend analysis of contributory factors to serious incidents will be analysed at
the end of each quarter. The next quarter end being Q3 and this will be
presented in the month 6 report.
8. Summary of Lessons Learnt and Recommendations
8.1  The table below gives a summary of the lessons learnt and recommendations
following the RCA investigations of some of the Sls that have been submitted
to the CCG:
Datix Summary Identified learning/practice change Date
no. submitted
to CCG
58249 5 separate incidents concerning | The RCA identified the none of the 21/08/2015
58526 similar issues with TTA patients came to harm, and that the
58723 medication were declared as a incidents were symptomatic of the
58752 thematic Sl review increased pressures on patient flow
59674 through the hospital.
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Datix Summary Identified learning/practice change Date
no. submitted
to CCG
56869 A patient was bought to accident | The RCA identified that despite a delay in | 20/08/2015
and emergency having suffered | accessing the correct bed, the patient
a stroke, the Sl was triggered received the appropriate treatment. The
due to the fact that there was a | learning was centered around the
delay in accessing specialist practicalities of ring fenced beds and the
stroke bed within the stroke unit | possibility that the Stroke nurse should
remain in A&E with the patient until a
suitable bed can be found.
59407 In patient was transferred to The RCA found that there were significant | 18/08/2015
Tudor Ward awaiting discharge. | delays in review of the patient and it was
She then contracted Norovirus identified that there was a need for an
and deteriorated. A transfer improved pathway of transfer back to the
back to PMOK was organised main ward areas for deteriorating patients
and this was delayed. Shortly
after her arrival in resus the
patient passed away
9. Litigation
There is one serious incident case which has proceeded to a claim within the
past year, these are detailed below
Ref Claim Type Division Specialty | Description
date
48320 | 21/11/2014 | Inquest | Surgery GS Inquest. Obstructed bowel, cardiac arrest in
AAU. Lack of documented plan and failure
to check results of investigations ordered.
9.2 It should be noted that the first stage in legal proceedings, known as ‘letter of

claim’ is not a confirmed claim. The claims listed above are those where full legal
proceedings have begun.

9.3

10.

All claims listed above are cases which are to be a coroner’s inquest.

Recommendation

10.1 The QSG is asked to review the report and seek further assurance.

Dr Mike Van der Watt
Medical Director
21 September 2015
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Trust Board - Thursday 1 October 2015

Serious Incident Summary Report — Month 5 (2015/16)

APPENDIX 1

STEIS Category

April
15

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan-
16

Feb Mar

Assault by
Inpatient (in
receipt)

Allegation
Against HC
Professional

Attempted
suicide

C.diff and HCAI

Confidential
Information
Leak

Delayed
Diagnosis

Drug Incident
(General)

Environmental
incident

Failure to act
on results

Other

Pressure Ulcer
Grade 3

Premature
Discharge

Slips/Trips/Falls

Safeguarding
Vulnerable
Child

Safeguarding
Vulnerable
Adult

Surgical Error

Unexpected
Death

Security Threat

Maternity
Services -
Maternal Death

Maternity
Services —
transfer

Maternity
Services -
Suspension
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STEIS Category

April
15

May

June

July | Aug

Sept

Oct

Nov

Dec

Jan-
16

Feb

Mar

Maternity
Services —
unexpected
neonatal death

Never Event

Outpatient
Appointment
Delay

Unexpected
Death

Communication
Issue

Sub-optimal
care of the
deteriorating
patient

Hospital
Transfer Issue

Hospital
Equipment
Failure

Health and
Safety

Communicable
Disease and
Infection Issue

VTE issues

Total

13

10
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Trust Board - Thursday 1 October 2015

APPENDIX 2

Serious Incident Overdue Reports — Month 5 (August 2015/16)

Datix | Title STEIS cat Divisi | Specialty | CCG Trust deadline
on deadline
54424 | Air/Oxygen Other AMC | Stroke 27-Feb-15 11/09/2015
D
59502 | Thyroid Outpatient appointment Surge | ENT 06-Jul-15 30/09/2015
Pathway delay ry
59418 | Multiple Slips/Trips/Falls Surge | Ridge 03-Jul-15 31/08/2015
Falls ry
60804 | deteriorating | Sub-optimal care of the Medi | ICU 11-Aug-15 30/09/2015
patient deteriorating patient cine
meeting Sl criteria
60812 | Neonatal Maternity/Obstetric WACS | Maternit 03-Aug-15 30/09/2015
Death incident meeting Sl criteria: y
baby*
60861 | IMC Sepsis Sub-optimal care of the UsC A&E 05-Aug-15 30/09/2015
deteriorating patient
meeting Sl criteria
61257 | Neonatal Maternity/Obstetric WACS | Maternit 17-Aug-15 11/09/2015
Transfer incident meeting S| criteria: y
baby*
61395 | Partial NICU | Major incident/ emergency | WACS | Maternit 18-Aug-15 31/08/2015
closure preparedness, resilience y
22/5/15 and response/ suspension
of services
60993 | Safeguarding | Abuse/alleged abuse of Medi | CoE 21-Aug-15 11/09/2015
adult patient by staff cine
61915 | Unit leak Service disruption — WACS | Neonate 19/08/2015 30/09/2015
neonatal unit
62081 | Safeguarding | Allegation against HC WACS | Gynae 19/08/2015 30/09/2015

professional
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Trust Board - Thursday 1 October 2015

Serious Incident Summary Report — Aug 14 to July 15

Jan
STEIS Category | Sep | Oct | Nov | Dec | 15 | Feb | Mar | Apr | May | Jun | July | Aug

Assault by
Inpatient (in
receipt) 1

Allegation
Against HC
Professional 1 1 1 1

Attempted
suicide 1

C.diff and HCAI | 1 1 2 1

Confidential
Information
Leak 1 1 1 1 1 1

Delayed
Diagnosis 1

Drug Incident
(General) 1 1 4 1

Environmental
incident 1

Failure to act
on results 4 1 1

Other 2 1 1 4 1 1

Pressure Ulcer
Grade 3 6 2 9 7 3 1 2 3

Premature
Discharge 1 1

=

Slips/Trips/Falls 2 1 1

Safeguarding
Vulnerable
Child 1

Safeguarding
Vulnerable
Adult 1 1 1

Surgical Error 1 1 1 1

Unexpected
Death 1 1 1 1 1

Security Threat

Maternity
Services -
Maternal Death 1

Maternity
Services —
transfer 1

Maternity
Services -
Suspension 1 1




STEIS Category

Sep

Oct

Nov

Jan

Dec | 15 | Feb

Mar

Apr

May

Jun

July

Aug

Maternity
Services —
unexpected
neonatal death

Never Event

Outpatient
Appointment
Delay

Unexpected
Death

Communication
Issue

Sub-optimal
care of the
deteriorating
patient

Hospital
Transfer Issue

Hospital
Equipment
Failure

Health and
Safety

Communicable
Disease and
Infection Issue

VTE issues

17

Total

21

12

30

13

10
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