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SUMMARY REPORT 

TRUST BOARD IN PUBLIC 3 May 2018 Agenda Number:  11 

 

Title of Report Trust Incident Report (Including serious incidents) 

Accountable Officer Mark Daly, Medical Director 

Author(s) Richard Johnson, Head of Clinical Governance 

Mark Daly, Medical Director 

Purpose of Report To inform the Committee on how the Royal Cornwall Hospitals Trust learns 
from Serious Incidents and Never Events 

Recommendation  The Trust Board is recommended to: 

To receive and discuss the information contained in this report as part of its 
board assurance arrangements relating to the quality and safety of the 
Trust’s services. 

Signed off by Executive 
Owner 

17.04.18 Medical Director 
 

Reviewed by Executive Team  Circulated via Email 
 

Reviewed by Board 
Committee (where 
applicable) 

25.04.18 Quality Assurance Committee 

Reviewed by Trust Board 
(where applicable) 

04.05.18 Trust Board 

Date(s) at which previously 
discussed by Trust Board / 
Committee 

Previous report with February 2018 data discussed on 15 March 2018 at 
Quality Assurance Committee: Agenda item (6.2) Incident Report. 

Next Steps The Committee will continue to receive information on serious incidents and 
the RCHT’s plan to improve services as a result. 

Executive Summary 

 

This report presents a summary of incident reports and themes for the reporting period of 01 March 2018 to 
31 March 2018.  Where possible, comparisons are made with the previous 12 month reporting period.  
Information regarding serious incidents (SIs) declared during this period is also included. 

The analysis of incidents other than SIs will continue to develop over the coming months, in accordance with 
feedback from Committee members and improvements to the Trust’s integrated management system, Datix. 

847 patient-related incident reports were made in March 2018. For the same reporting period, 19 serious 
incidents were identified and reported to the Trust’s commissioners, one of which was classed as a Never 
Event.  

The sections on pressure ulcers and falls now have been strengthened by input from the nursing leads for 
those areas. 

Financial Risks Potential for the commissioner (Kernow Clinical Commissioning Group) to 
levy fines as a result of breach of contract.   
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Key Risks  6213 Principal risk for Clinical Governance, rated at 20 (4 x 5). 

Disclosure Statement Information in this report is taken from the RCHT Datix reporting system and 
the Strategic Executive Information System (STEIS) 
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Incident Summary Report 

 

1. Data sources for this report 

There are two key sources of information from which this report is compiled. 

The data source for incidents, and associated learning, is the Trust’s integrated risk management 
system. 

The other key data source is that of the work of the committee structures in the Trust that focus on 
Clinical Governance and ensuring proportionate learning takes place following all incidents.  

There have been a range of improvements made to the committee structure since November 2017, 
aimed to improve both governance and effective learning following untoward incidents. These changes 
will help the organisation pay the right (proportionate) level of attention on any instance of high, 
preventable harm occurring. Increased attention and rigour has also been given on the governance and 
learning following Never Events, of which the Trust had several occurrences of during 2017 and early 
2018 and therefore needed to ensure that the risk of reoccurrence is reduced, or ideally,1 eliminated. 

2. Nature and analysis of incidents 

Sections 5 and 6 set out the nature (themes) of incidents reported at the Royal Cornwall Hospital 
Trusts, along with an analysis of the common harms and avoidable harms. This analysis helps inform 
and direct improvement work, alongside learning directly associated with each specific incident. 

A small proportion of incidents are graded as “Serious Incidents”, qualifying as such due to significant 
avoidable harm occurring to a patient. Section 7 sets out the nature and themes of these Serious 
Incidents, and provides similar material for learning. As a result of the higher severity of consequences 
for patients, these incidents are given proportionately greater resource and scrutiny in order to 
prevent the likelihood of such errors reoccurring. 

3. Learning  - how the Trust carries this out, and how is it assured 

The Trust adopts two parallel, integrated approaches to learning.  

Firstly, each incident, whatever the severity, is recorded on the Trust’s Incident system. This provides 
the authentic single record of each incident, subsequent investigation, agreed learning, and evidence 
of this learning having taken place and been effective.  

Secondly, the Trust Governance Framework describes a forum where learning is shared across the 
organisation This Framework also provides the conduit by which the RCHT Trust Board is informed and 
assured that the governance and learning resulting from incidents is both in place and functioning. 
Integrated within this is the scanning of committee minutes for themes and trends to feed into the 
overall governance structure.  

Quality Governance Committee: This committee will be the most senior operational governance 
committee (QAC being an assurance committee)  and will replace the Clinical governance 
subcommittee, which last met November 2017. The Medical Director has relaunched this 
Committee in April 2018, with a proposed revised Terms of Reference, with the first meeting on 
the revised group scheduled for 19 April 2018. 

                                            
1
 Never Event definition and framework: https://improvement.nhs.uk/resources/never-events-policy-and-framework/  

https://improvement.nhs.uk/resources/never-events-policy-and-framework/
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Executive Serious Incident Panel: This Panel, led by the Medical Director’s office, meets weekly. 
The main purpose of the meeting is to provide scrutiny and grip on the governance of incidents, 
notably Serious Incidents. This includes scrtunity of perofrmance information on the incident 
process and receiving assurance on relevant CQC regulations. Where assurance is weak or not 
forthcoming, ESIP agrees the require remedial actions and tracks these to completion. 

Executive Safety Huddle: This is a weekly meeting with the governance faciliators in every division,  
chaired by the medical director or deputy. It is to pick up urgent operational governance issues 
especially  those that have immediate safety implications and/or require escalation. 

4. The Care Quality Commission perspective and Trust response 

The regulator of the NHS, the Care Quality Commission, regularly inspects all providers of NHS Care in 
England and Wales. The Royal Cornwall Hospitals Trust received a full inspection in 2017, the result of 
which was an overall rating of “inadequate”. The ratings for the two areas most pertinent to learning 
from incidents, “safety” and “well led” were also rated as inadequate. The CQC summarised, when 
publishing their report on 5 October 2017, “When concerns were raised in surgery or things went 
wrong, the approach to reviewing and investigating causes was unsatisfactory or too slow. There was 
little evidence of learning from events or action taken to improve safety.” 

The RCHT takes all feedback on the quality and safety of the care it gives to its patients very seriously. 
As a result of this finding, supported by a range of resources and other NHS agencies, the Trust has 
started a major improvement programme. This programme will assess all aspects of incident 
governance, and the subsequent learning that should happen from all such opportunities.  

5. Patient-related Safety Learning Reports 

During the past 12 months, 1 April 2017 to 31 March 2018, staff submitted 10,699 patient-related 
incident reports.  

In order to provide meaningful trend analysis the chart in figure 1 shows the incidence of patient-
related incidents over the last two years. 

Figure 1.  Number of patient safety incidents reported in last 24 months. 

0

200

400

600

800

1000

1200

N
o

. o
f 

in
ci

d
e

n
ts

Month and Year

 
The Trust standard for the management of incidents is currently that all incidents, excepting serious 
incidents, will be investigated and closed within 20 working days.  

The chart in figure 2 shows the top ten categories of reported patient safety incidents for March 2018. 
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Figure 2.  Top 10 patient safety related incident categories reported in March 2018. 

 

15

134

87

64

50

36

35

30

29
28

Pressure Ulcer

Slips Trips & Falls

Clinical Assessment & Treatment

Labour/Delivery

Admission

Discharge

Medication - Administration

Medication - Prescribing

Communication

Transfer

 

There were 15 hospital acquired pressure ulcers during March 2018. RCHT staff report via Datix all patients 
with pressure ulcers including those admitted to hospital with existing damage. There were 136  reported 
incidents that were  not RCHT  acquired. 

Figure 3.  Incidence of top three reported patient safety related incidents (1 April 2017 – 31 March 2018) 
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“Pressure Ulcers” are defined by the NHS2 as 

Pressure ulcers (also known as pressure sores or bedsores) are injuries to the skin and underlying 
tissue, primarily caused by prolonged pressure on the skin. 

They can happen to anyone, but usually affect people confined to bed or who sit in a chair or 
wheelchair for long periods of time. 

Pressure ulcers can affect any part of the body that is put under pressure. They're most common 
on bony parts of the body, such as the heels, elbows, hips and base of the spine. 

They often develop gradually, but can sometimes form in a few hours.is a key risk to patients  

                                            
2
 Pressure Ulcer – NHS definition - https://www.nhs.uk/conditions/pressure-sores/  

https://www.nhs.uk/conditions/pressure-sores/
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As a result of learning from pressure ulcer incidents the trust identified that  the risk and skin assessment 
tools in use were not accurately identifying  the true risk level of patients and therefore the care planned 
was not as effective in reducing the RCHT acquired pressure ulcer incidence rates. 
 
In order to address these concerns the existing risk tool has now been removed after a thorough review of 
the evidence and staff consultation. Staff are now asked to use their clinical judgement as part of the 
holistic patient assessment, together with the updated SSKIN bundle tool which details the frequency of 
skin checks against specific pressure ulcer risk factors .  The tools have been tested and updated using PDSA 
cycles of change as part of a National pressure ulcer collaborative programme. To date there has been a 
46% reduction in pressure ulcer incidents across the 3 participating wards. This work will continue as part 
of the RCHT quality improvement programme. 

The graph in figure 4 shows the total number of pressure ulcers acquired at RCHT in the last 12 
months, 1 April 2017 – 31 March 2018.  The number of incidents reported per 1000 bed days for March 
2018 relating to pressure ulcers is  0.8. 

The RCHT takes any incidence of pressure ulcers very seriously, and investigates each individually through 
RCA methodology. It is very common that hospitals admit patients that already have developed a pressure 
sore; and at the RCHT this accounts for 85% of such incidents. Feedback is provided to other settings in 
which healthcare has taken place for the Grade 3 and 4 pressure ulcer incidents, in the interest of 
improving overall patient care.  

Figure 4.  Total number of RCHT acquired pressure ulcers – Grade 2-4 
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Figure 5.  Reported incidents related to pressure ulcer sub-categories 1 April 2017 – 31 March 2018 
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The incidents involving a risk, or realised harm, to patients regarding pressure ulcers has driven a range of 
interventions targeting this area of patient safety. Targeted and wider teaching and awareness has been 
carried out, forming part of an overall programme aimed to increase staff awareness. Spot checks are also 
routinely carried out, along with quality indicators having been implemented to provide the oversight of 
performance in all clinical areas. 

 There has been 1 less RCHT acquired pressure ulcers reported for March compared to last month. 

There has however been a hospital acquired Grade 4 reported on the Trauma Unit this month 

which is currently being investigated. This is 2 months in a row and the Tissue Viability Consultant 

will be meeting the Associate Director of Nursing for Surgery to discuss practice and support 

required to learn from these incidents. Trauma had been achieving a reduction in the number of 

incidents through the National pressure ulcer collaborative work however this month. 

 Overall the overall RCHT trajectory remains as a downward trend. 

 The Safety Thermometer data (prevalence – reported on 1 day per month) is showing ALL (non 

RCHT acquired and RCHT acquired) pressure ulcers have slightly increased this month and NEW 

(RCHT acquired only) are similar to the national average. 

 RCHT are continuing their improvement work throughout 2018 with the roll out of the updated 

SSKIN bundles and CARE rounds starting on 16th April 2018. The aim is to reduce pressure ulcer 

incidence by 25% by March 2018. 

 

5.1. Falls 

The graph in figure 9 shows the incidence of incidents related to patient falls reported in the last 12 
months, 1 April 2017 – 31 March 2018. The number of incidents reported per 1000 bed days relating to 
patient falls for February 2018 was 7.0 as compared to 6.2 in January 2018. Number of incidents for March 
2018 was 6.1.   

Figure 9.  Reported patient fall incidents for the period 1 April 2017 – 31 March 2018 
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The graph in figure 10 shows the distribution of the sub-categories for the patient fall incidents in the same 
time period. 

 

 

 

Figure 10.  The sub-categories of patient fall incidents for the period 1 April 2017 – 31 March 2018 
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The top three categories of falls, for this time period, are: 

1. Fall on level ground (491) 
2. Fall from chair/commode (340) 
3. Fall from bed/trolley (313) 

 
The resultant level of harm, from patient fall incidents, is shown in figure 11 to provide some context to the 
reported incidence. 

Figure 11. Levels of harm associated with patient fall incidents for the period 1 April 2017 – 31 March 2018 
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Figure 12.  The top five locations, for patient incidents related to falls from 1 April 2017 – 31 March 2018 
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All incidents of falls are investigated to understand if there was any omission of best practice that could 
have led to a reduced likelihood of the fall occurring. Linked to the training on falls that is carried out, the 
Trust continues to prioritise the reduction of preventable falls through improved safety practice, particular 
on wards, and especially on those wards where the patients are generally of a higher risk because of their 
age or condition. 

The incidents involving a risk, or realised harm, to patients regarding preventable falls has driven a range of 
interventions targeting this area of patient safety. Targeted and wider teaching and awareness has been 
carried out, forming part of an overall programme aimed to increase staff awareness on the interventions 
that can be made to reduce the risk of falls. The Trust also operates a regular meeting (the Falls Action 
Group) that monitors falls, considers national best practice, and takes responsibility for the leadership in 
this area of safety improvement. The newly appointed lead for falls prevention and management is 
currently undertaking a 12 month review of falls data to inform our annual work plan to ensure relevant 
themes and trends are addressed  

5.2. Clinical Assessment and Treatment 

The importance of a timely and appropriate clinical assessment being made of patients, and that an 
effective treatment plan is put in place and then followed, forms a vital component in effective hospital 
provided care. This broad heading of incidents provides a significant source of improvement opportunity 
for both patient safety and quality of care. For example, through the investigation of incidents, condition 
and treatment driven patient pathways (both within the RCHT and involving other health and social care 
partners) often benefit from being examined against national best practice and revised. A key recent area 
of patient harm, highlighted both nationally and within Cornwall, is the prevention of Sepsis. The likelihood 
of this condition affecting a patient is significantly reduced through timely clinical assessment, 
identification and then treatment. 
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The graph in figure 13 shows the incidence of clinical assessment and treatment incidents reported in the 
last 12 months, 1 April 2017 – 31 March 2018.  The number of incidents reported per 1000 bed days 
relating to clinical assessment and treatment for March 2018 is 0.5. 

Figure 13.  Reported clinical assessment and treatment incidents for the period 1 April 2017 to 31 March 
2018 
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The graph in figure 14 shows the top 10 of the sub-categories for clinical assessment and treatment 
incidents for the same time period. 

Figure 14.  Top 10 reported incidents related to clinical assessment and treatment sub-categories 1 April 
2017 – 31 March 2018 
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The top three categories of clinical assessment and treatment, for this time period, are: 

1. Delay to treatment (251)  
2. Delay / failure to monitor (110)  
3. Unsafe / inappropriate clinical environment (76) 
 

The resultant level of harm from clinical assessment and treatment incidents (for this same time period) is 
shown in figure 15 to provide some context to the reported incidence. 
 
Figure 15.  The levels of harm associated with reported clinical assessment and treatment incidents 1 April 
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Figure 16.  The top five locations, for patient incidents related to clinical assessment and treatment from 
1 April  2017 – 31 March 2018 
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6. Serious incidents 

There were 19 reported incidents which were classified by the Trust as serious incidents (SIs) and reported 
to our Commissioners in March 2018.  

Of this total, there was one incident classified as a Never Event. The chart in figure 16 shows the incidence 
of serious incidents over the past two years.   
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Figure 17  Incidence of SIs over the last two years (1 April 2016 31 March 2018) 
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The chart in figure 17 shows the last 24 months data to enable analysis of variation.  It should not however 
be assumed that the increase in reported SIs over this period has a direct causal link to deteriorating 
standards of the care and treatment of patients.  This is because the classification of SIs is subjective to a 
degree and open to variation depending on those involved in decision-making.  Raised awareness of 
reporters and an improved patient safety culture can also give rise to increased reporting and classification.  
The marked increase during November was directly linked to the review of overdue decisions.   

There are two months in the above chart which show a significant increase in the total amount of serious 
incidents reported.  In November 2017 the increase in serious incidents reports was due to the clearance of 
a backlog of overdue decisions on 24 hour reports.  The increase in the number of serious incidents 
reported in February 2018 relate to gastroenterology. 

Benchmarking of incident reporting data with other trusts has been postponed to future reports but it is 
intended to compare pressure ulceration in the first instance. 

The chart in figure 18 shows the incidence of SIs over the last 12 months (1 April 2017 – 31 March 2018), 

highlighting the proportion of which related to SIs together with Never Events.  There was one never event 

reported in March 2018 which related to an ovary being left in situ when both should have been removed. 

Figure 18.  SIs and Never Events reported 
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7. Serious incidents - Themes and Trends 

The chart in figure 18 shows the top three categories of serious incidents reported during the past 12 
months 1 April 2017 – 31 March 2018 (representing 159 of the 194 declared serious incidents). 
 

Figure 18.  The top three categories for serious incidents in the last 12 months 
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Figure 19.  Top three Serious Incident categories for March 2018 (representing 13 of the 19 declared 
serious incidents). 
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9. Recommendation 

 

The Trust Board is recommended to: 

 To receive and discuss the information contained in this report as part of its board assurance 
arrangements relating to the quality and safety of the Trust’s services. 


