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SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 7 June 2018 Agenda Number:  12 

Title of Report Trust Incident Report (including Serious Incidents) 

Accountable Officer Mark Daly, Medical Director 

Author(s) Karen Beckett, Head of Patient Safety 

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 

Mark Daly, 17/5/18 Medical Director 
 

Reviewed by Executive Team 23.05.18 Trust Management Group 
 

Reviewed by Board 
Committee (where 
applicable) 

22.05.18 Quality Assurance Committee 

Reviewed by Trust Board 
(where applicable) 

07.06.18 Trust Board 

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

Previous report with March 2018 data discussed on 24 April 2018 at Quality 
Assurance Committee: Agenda item: 6.1Incident 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 April 2018 to 30 
April 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. 
 

 850 patient-related incident reports were made in April 2018; of those 14 [2%] incidents were declared 
as SIs of which one has since been downgraded.  

 
To provide the Committee with assurance, this report also includes benchmarking analysis to demonstrate 
the Trust’s position, between Oct 15 and Nov 17 (latest period benchmarked data available), in comparison to 
that of 136 (non-specialist) Trusts across the country.  Benchmarking data has been derived from the National 
Reporting & Learning System (NRLS).  
 
It should be noted that data relating to falls incidents has not been validated at the time of writing this report. 

Financial Risks Potential for the commissioner (Kernow Clinical Commissioning Group) to 
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levy fines as a result of breach of contract.   

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 taken from the Trust’s integrated risk management system (Datix) 
whilst the second key source is taken from the work of the committee structures within the Trust that 
focus on Clinical Governance and Patient Safety matters.  
 
Following several Never Events declared by the Trust in 2017 and early 2018; it was clear that there 
was a need to both reduce and ultimately eliminate1 reoccurrence.   A range of improvements have 
been put in place since November 2017 to both the Trust’s committee structure (allowing for improved 
governance and effective learning) and the Trust’s SI process.  These improvements, which continue to 
be adapted in line with changes to the organisation, outcomes of deep-dives, audit and Trust key 
objectives; will ensure due (and proportionate) diligence, oversight and scrutiny of all incidents; 
specifically Never Events and high profile incidents is provided to the relevant committee structure – it 
is the expectation that this will provide increased attention and rigour to patient safety governance 
and learning.  
 
This report will compliment that of other Trust reporting requirements and will provide a focus for 
priority deep-dives and audit programme inclusion.  
 

2. Nature and analysis of incidents 

Sections 5 and 6 set out the nature (themes) of incidents reported at the Trust, along with an analysis 
of the common harms and avoidable harms.  As stated above, this analysis will helps inform and direct 
improvement work, alongside learning directly associated with each specific incident. 

It must be noted that a small proportion of incidents raised are graded as “SIs” due to the severity 
(≥moderate or above) of avoidable harm occurring to a patient.  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 with all Never Events and high profile 
incidents (for example those where a complaint has been made and/or likely to attract media attention 
potentially resulting in harm to organisational reputation). 

 

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

The Trust adopts two parallel, integrated approaches to learning.  

(1) Each incident, no matter 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; and 

(2) the Trust Governance Framework describes a forum where learning is shared across the 
organisation. The 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 

                                            
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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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 relaunched this Committee in 
April 2018, with a proposed revised Terms of Reference – the inaugural meeting was held on 19 April 
2018. 

Executive Serious Incident Panel:  this Panel, led by the Medical Director’s office, meets bi-weekly. 
The main purpose of the meeting is to provide scrutiny and grip on the governance of incidents, 
notably Never Events and those high profile incidents discussed at Section 2.  This includes scrutiny of 
performance information on the incident process and will receive assurance on relevant CQC 
regulations. Where assurance is weak or not forthcoming, ESIP will agree the required remedial 
actions and track these to completion. 

Executive Safety Huddle:  this is a weekly meeting with the governance facilitators in every division, 
chaired by the medical director or deputy. Its objective 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 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 their rationale for this 
rating within their 5 October 2017 published report as:  “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 Trust takes all feedback on the quality and safety of the care it gives to its patients very seriously 
and as a result of this finding, supported by a range of resources and other NHS agencies, has agreed a 
major improvement programme. This programme will assess all aspects of incident governance, and 
the subsequent learning that should happen from all such opportunities. The improvement programme 
provides the focus for improvement areas. 

 

5. Patient-related Safety Learning Reports 

During the past 12 months, 1 May 2017 to 30 April 2018, staff submitted 10,757 patient-related 
incident reports.  

In order to provide meaningful trend analysis the chart in figure 1 demonstrates the incidence of 
patient-related incidents over the last two year period. 
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6. Pressure Ulcers 

“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 

                                            
2 Pressure Ulcer – NHS definition - https://www.nhs.uk/conditions/pressure-sores/  
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Figure 1.  Number of patient safety 
incidents in last 24 months 

The Trust investigation standard for 
the management of incidents, barring 
those declared as SIs, is 20 working 
days.  

 

Figure 2.  Top 10 patient safety related 
incident categories reported in April 
2018.  

 

Figure 3: demonstrated top three 
reported patient safety related 
incidents (1 May 2017 – 30 April 2018) 
 
Commentary on these is set out in the 
sections below. 

https://www.nhs.uk/conditions/pressure-sores/
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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.  
 
Pressure damage is categorised according to severity and depth as follows: 

 Category one:  intact skin with non-blanching redness of a localised area. The area may be painful, 
firm, soft, warmer or cooler. 

 Category two:  partial thickness skin loss involving the epidermis and possibly the dermis. Presents as 
a shallow ulcer with red / pink wound bed. 

 Category  three:  full thickness skin loss (visible fat) - full thickness skin loss involving the epidermis, 
dermis and sub-cutaneous layer, but not extending into the fascia 

 Category four:  deep ulcer - extensive destruction of fascia, muscle and bone, with or without skin loss 
(tissue necrosis) 

 
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.  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 three participating wards. This work will continue as 
part of the RCHT Quality Improvement Programme. 
 
The Trust 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.     
 

 142 Pressure Ulcers were reported in Apr 18, of which 13 [9%] were acquired during the patient’s spell 
within the Trust.  Of these: 

 12 x Grade 2 

 1 x Grade 4 

 There continues to be a reduction in the incidence of RCHT-acquired pressure ulcers this month - 15 for 
March and 13 for April. The improvement to date is positive and if this continues the improvement 
target set by the Pressure Ulcer Collaborative will be met as projected.  

 Safety Thermometer prevalence data shows that RCHT are below national point values for both old 
and new pressure ulcers in April 2018 

 There has been 1 x Grade 4 reported which is being investigated on Med 1 WCH.  There has been 
either a Grade 3 or 4 pressure ulcer incident every month for the last 3 months. The Tissue Viability 
Consultant Nurse will be reviewing the outcomes and root causes of the SI investigations to determine 
themes and learning. The findings will be integrated into the pressure ulcer education and training 
provided Trust-wide.  
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6. Slips, Trips and Falls (Falls) 
 
The graph in figure 4 shows the incidence of incidents related to patient falls reported in the last 12 
months, 1 May 2017 – 30 April 2018.  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

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, 
particularly on wards, and especially on those wards where the patients are generally of a higher risk 
because of their age and/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 
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Figure 4.  Reported patient fall 
incidents for the period 1 May 
2017 – 30 April 2018 

 

Figure 5: demonstrates the distribution of 
sub-categories of patient fall incidents for 
the period 1 May 2017 – 30 April 2018 (top 
10) 

The top three categories of falls, for this 
time period: 

1.  Fall on level ground (495) 
2.  Fall from chair/commode (340) 
3.  Fall from bed/trolley (313) 
 
Broken down by location: 

 Medical Unit 2 (WCH) x 117 

 Karensa (Wheal Agar) x 116 

 Tintagel (Escalation Ward) x 105 

 Phoenix x 98 

 Medical Unit 1 (WCH) x 98 
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themes and trends are addressed. 
The Trust takes fall incidents very seriously, and investigates each individually through RCA methodology; 
those within agreed severity of harm ≥ moderate are reported to the commissioner and relevant external 
agencies in compliance with the NHS England Serious Incident Framework (revised 2015) requirements.  
 

 94 Falls incidents were recorded to Datix in April 2018; of those 

 72 were graded as ‘no apparent injury or minor injury not requiring first aid. 

 21 were graded as ‘minor injury or illness, first aid treatment needed’ 

 1 was graded as severe – ‘major injuries or long term incapacity’ as a result of the fall (Gastro & 
Liver unit) 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

7. 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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Figure 7:  demonstrates the incidence of 
clinical assessment and treatment 
incidents reported in the last 12 months, 1 
May 2017 – 30 April 2018.  The number of 
incidents reported per 1000 bed days 
relating to clinical assessment and 
treatment for April 2018 is 0.5 (un-
validated at time of writing report). 

 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

2017 139 126 148 106 115 127 94 108 110 113 123 118

2018 118 123 115 94
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Figure 6: demonstrates an 
improving position month on 
month compared to previous 
year  
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8. Serious incidents 

There were 13 reported incidents which were classified by the Trust as SIs and reported to Commissioners 
in April 2018.  

 No Never Events were declared 

Figure 9: demonstrates the incidence of SIs over the last two years (1 May 2016 30 April 2018) 
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The chart in figure 9 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.   

There are two months in the above chart which show a significant increase in the total amount of serious 
incidents reported.  The marked increase during November was directly linked to the review of overdue 
decisions on 24 hour reports and clearance of backlog whilst the increase in number of SIs reported in 
February 2018 relate to a retrospective review of gastroenterology. 
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Figure 8:  Top 10 sub-categories for clinical 
assessment and treatment incidents for the 
period 1 May 2017 to 30 April 2018.   
 
Top three categories of clinical assessment 
and treatment, for this time period, are: 
1. Delay to treatment (197)  
2. Delay / failure to monitor (100)  
3. Unsafe / inappropriate clinical 

environment (46) 
 
Top five site locations:   
1. Emergency Department x 95 
2. Medical Assessment Unit 2 (RCH) x 42 
3. Sunrise Centre (Chyuhowlek) x 42 
4. Medical Assessment Unit 1 (RCH) x 33 
5. Clinical Imaging (CT Scanner) x 33 

 
 

 



Page 10 of 15 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

9. Benchmarking analysis – Incident Reporting Culture 

 
The National Reporting and Learning System (NRLS) collects reports of patient safety incidents from all NHS 
organisations.   Trusts receive organisation level patient safety incident reports including information on 
reporting levels, incident type and degree of harm.   This information is used to assist NHS bodies, and 
frontline staff, in improving patient safety in England and Wales. 
The following analysis has been undertaken of NRLS reports between October 2015 to September 2017 
(the latest period benchmarked data is available) and shows comparison with patient safety incidents 
against a cohort of 136 Acute (non-specialist) trusts.  The results are broken down by six-monthly reporting 
periods. 
 
Are we actively encouraging reporting of incidents? 
Recognising and reporting incidents overall, in addition to those resulting in severe harm or death, is an 
important sign of our Trust’s reporting culture.   If the number of incidents reported are very low it raises 
questions as to staff willingness or awareness to identify and address issues as they arise.  This, in turn, 
impacts on our ability to learn from these incidents.   
 
The comparative reporting rate summary shown below provides an overview of incidents reported: this 
Trust reported a rate of incidents of 40.6 per 1,000 bed days during this period; and the median reporting 
rate for this cluster is 41.1 incidents per 1,000 bed days. Therefore, this Trust’s rate of reporting incidents 
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Figure 10: demonstrates the incidence of SIs 

over the last 12 months (1 May 2017 – 30 

April 2018), highlighting the proportion of 

which related to SIs together with Never 

Events.  There were no never events 

reported in April 2018. 

 
Top three SIs reported during Apr 17 – May 
18 (159 of the 194 declared SIs), were: 
1. Unexpected/potentially avoidable 

injury requiring treatment to prevent 
death or serious harm x 69 

2. Unexpected/potentially avoidable 
injury causing serious harm x 63 

3. Unexpected/potentially avoidable 
death x 29 
 

 
 

 
Figure 11:  Top three Serious Incident 
categories for April 2018 (representing 12 
of the 13 declared serious incidents). 
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for the first half of 2017/18 was consistent with that of other typical trusts.  Our rate of reporting has been 
increasing over this period of 24 months. 
 
Figure 12:  Rate of Reporting of Incidents per 1000 bed days (This Trust versus Acute non-spec) 
 

Organisations that report more 
incidents usually have a better and 
more effective safety culture.   The 
Trust will monitor and report this 
rate going forward to measure the 
effectiveness of its improvements 
and communications aimed at 
improving incident management. 
 
 
 
 
 
 
Do we understand harm? 

Irrespective of the rate of reporting all incidents, if the numbers of incidents we reported as ‘severe harm’ 
or ‘death’ are low compared with peers we should check the effectiveness of our systems for grading 
incidents as we may not be correctly identifying the severity of the incidents.  In the case of incidents of 
significant severity (including those with moderate harm) this may also raise questions of how effectively 
we are complying with Duty of Candour. 
 
Over the period analysed, approximately just over 3% of the incidents we report are categorised as having 
caused a greater severity of harm (moderate; severe; death).   For April to March 2017/18 the percentage 
has risen to 4.13%.  The comparative rate percentage for other similar trusts is 2.6%.   
 
Although this potentially may indicate safety issues, and will be subject to further analysis and learning, it 
also gives a degree of assurance that the Trust is not underreporting severity of harm.  It also indicates that 
we are more likely to be aware of those incidents which we ought to be applying Duty of Candour.   
 
It can be observed from the data that there has been an increase in more significant harm since October 
2016: this has included a significant increase in the level of reported ‘moderate’ harms.  There has not, 
however, been any corresponding decrease in severe harms – which again gives a degree of assurance that 
there is not a downward miscategorising of incidents.   
 
Figure 13:  Percentage of Incidents resulting in Significant Harm (Moderate; Severe; Death) 
 

 
The Trust will continue to ensure that its numbers of reported incidents is always framed in terms of: 
reporting patient safety incidents is good; not that high reporting equals an unsafe organisation.  In doing 
so, our culture and our improvement plans underpin that staff will feel encouraged and supported to 
report incidents to show a higher rate of incident reports, with the improvement goal to report a higher 
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proportion of no harm reports.  We will aim, in turn, to ensure that this is supported by staff survey 
responses about incident reporting behaviour that are above average. 

 
 

10. Update on Incident Management Improvement Programme 

 
In late 2017 the Trust launched its Trust Improvement Programme. One of the work streams within this is 
‘Strong Governance’.  This workstream has focused on refining milestones for delivery following the CQC 
Warning Notice received at the end of February 2018. A specific programme of activity is in place to 
address immediate improvement in incident management and reporting and Duty of Candour.   
 
The Trust performance in relation to Incident Management still requires significant improvement: 

 There are a significant number of overdue incidents that require investigation. 

 There are longer than acceptable delays between incidents being reported and declaration of Serious 
Incident. 

 There are significant delays producing RCA reports which have caused some to breach the 60 day 
deadline of reporting to commissioners.  

 Many Duty of Candour notifiable incidents are either not being followed up or not recorded in Datix. 
 
In response the Trust, with the Divisions, has introduced a enhanced performance approach to addressing 
Incident Management.  Detailed analysis of all KPIs is shared with Divisions which allows weekly and, where 
appropriate, daily tracking of performance down to the level of each individual incident to ensure that the 
correct action is taken in a timely manner.  This includes a focus on the following, with targets for 
improvement: 

 Overdue Incidents (20 working days); 85% of overdue incidents closed by end of June. 

 SI declarations and management; 75% reduction in SI declaration non-performance by end of June. 

 Appointment of Investigating Officers; Eliminate delays in appointment by end of May. 

 60 day Investigation Reports/Root Cause Analysis to Commissioners; 50% reduction in 40/60 day 
performance by end of June. 

 Duty of Candour: 100% compliance.  
 
This performance management process Central and Divisional Governance Teams working together to 
agree specific actions to be taken with a focus on rapid improvement over the next month. To support this 
granular information is being cascaded down through the respective specialties to ensure that there is 
ownership of the individual incidents by all handlers. All KPIs related to the above to be proactively utilised 
in all Trust and Divisional Performance and Governance reports and meetings.     
 
Central resource has been made available to assist the Divisions with the greater number of incidents, 
predominantly Medicine & ED, and Surgical Services.  This resource will act as a central point of contact 
with any ‘system’ challenges and where necessary, supporting individual handlers in efficient resolution of 
incidents and completing timely actions.   
 
In support of the programme above we have launched an 8 week project of rapid improvement for 
divisional governance, which is designed to establish an effective Divisional Governance Framework 
including improvement to accountability and performance reporting. 
 
Duty of Candour  
Following CQC inspection, the Trust was found to be: 

 Failing to comply with the requirements for duty of candour. 

 Serious incident not supported by evidence of duty of candour. 

 We do not have a suitable process for recording duty of candour and systems not operating 
effectively.  

 No audits to confirm duty of candour has been implemented. 
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We have responded to these failings by initiating a comprehensive review of processes that ensures 100% 
performance management overview of all notifiable incidents.  This is set out in Table 1 below. This 
performance approach is supported by a Communication and Education campaign including: 

 Revised guidance and template letters. 

 Regular newsletter outlining our responsibilities. 

 Divisional Governance presentations and cascade of performance framework. 

 Release of Duty of Candour and Governance videos. 

 From w/c 14 May – weekly FAQ briefings on Duty of Candour. 

 700 staff surveyed in April responded that: 

 “I have seen information recently about our ‘Duty of Candour’ statutory requirements”: 94% 

 “I know the steps to take to meet our ‘Duty of Candour’ statutory requirements”: 85% 
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Table 1: Duty of Candour: Steps Taken to Achieve 100% Compliance 
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