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Reviewed by Executive Team - Executive Board 
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Committee 

Previous report with May 2018 data discussed on 26 June 2018 at Quality 
Assurance Committee: Agenda item: 6.2 Incident Report. 

Next Steps The Quality Assurance 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 June 2018 to 30 
June 2018.   
 

 31 Serious Incidents were declared in June 2018 

 Eight (26%) related to delay in treatment which are being addressed both through the SI process and 
Clinical Harm Review Programme 

 One Never Event was declared in June 2018 
 
Continued improvement has been realised in June through the enhanced performance approach to 
addressing Incident Management across key performance indicators: 

 85% reduction (Feb-June) in overdue Patient Safety Incidents, with sustainable performance agreed 
with Divisions. 

 89% reduction (Feb-June) in overdue non-patient safety incidents 

 Reduction (Nov-June) in length of delays to 24 hour reports, from over 20 days to 4 days.  

 38% of 24 hour reports achieved up from 5%. 

 Elimination of delays in appointment of Investigating Officers. 

 Additional resources to support phased programme of 100% management overview of Duty of 
Candour compliance, with 37% June compliance subject to ongoing management.  
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As a barometer of incident reporting culture, RCHT incident reporting rates are comparable to that of similar 
acute (non-specialist) trusts.  RCHT does have a higher rate of reporting significant harm incidents to 
comparable trusts. 

Financial Risks Potential for the commissioners of the Trust to levy penalties 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, 
National Reporting and Learning Service (NRLS) and the Strategic Executive 
Information System (STEIS). 
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Incident Summary Report 

 

1. Data Quality Assurance 

Two key sources of information are used to inform this report:  Datix (Trust’s integrated risk management 
system); and the National Reporting and Learning System (NRLS)1. 
 
The Central Governance Team is working closely with Cornwall IT Services and Datix to improve the 
systems we use to support the management of Incidents, Risks and Complaints.   As we work to improve 
the system we have identified a number of issues that will need to be rectified over the coming three 
months; some of these issues may impact on the usability of the system for staff.    The issues that have 
been identified are not believed to impact materially on the integrity of the data used in this report. 
 
The Trust categorises all incidents reported as either patient safety incidents (reportable to NRLS) or non-
patient safety incidents.  The latter primarily relate to incidents related to infrastructure; health & safety; 
staffing; domestic services and cleaning; occupational health; and communications. The governance for 
management of non-patient safety incidents is taken through the respective committees (e.g. Health & 
Safety and Infection Control).  The analysis in this report relates solely to patient safety incidents.  However 
for transparency of performance improvement, we have made reference to the backlog of overdue non-
patient safety incidents. 
 
2. Update on Incident Management Improvement Programme 

 
Performance Improvement Overview 

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 milestones for KPI delivery following the CQC 
Warning Notice received at the end of February 2018. The performance against the KPIs is set out below in 
Table 1.  Detailed commentary on performance is set out in the paragraphs below. 
 
Table 1: Strong Governance Level 1 KPIs 

 

 
In response the Trust, with the Divisions, has introduced an enhanced performance approach to 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 

                                            
1
 The National Reporting and Learning System (NRLS) is a central database of patient safety incident reports. 
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improvement: 

 Overdue Incidents (20 working days); elimination of overdue incidents by end of June 2018. 

 SI declarations and management; significant increase in SI declarations by end of June 2018. 

 Appointment of Investigating Officers; eliminate delays in appointment by end of May 2018. 

 60 day Investigation Reports/Root Cause Analysis to Commissioners; 50% reduction by end of June 
2018. 

 Duty of Candour: 100% compliance.  
 
In support of the programme above the Central Governance Team has have launched an eight 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.  Performance 
commentary is set out below. 
 
Overdue Incidents (KPI 1) 
From a peak in February 2018 (of 780 overdue patient safety incidents) the Trust has sustained a 85% 
reduction in total number of overdue patient safety incidents since March 2018 baseline. Accelerated 
performance in May means that most Divisions have achieved a sustainable performance by the end of 
June 2018 (see Figure 1) with ongoing support being provided through weekly performance meetings.   

 Sustainable performance being realised in the Divisions of Medicine & ED, Womens Childrens & Sexual 
Health and Clinical Support & Cancer Services. 

 Additional support is being put in place in Surgery, Theatres and Orthopaedics to address current 
governance capacity constraints. 

 
Figure 1: June 2018 Reduction in Overdue Patient Safety & Non-Patient Safety Incidents. 
 

 
 
 
Serious Incident declaration and management (KPI 2). 
Where there is potential for a Serious Incident, the Trust has an internal target to report an incident for 
Executive decision within 24 hours (a ’24 hour report’).  For some time there have been significant delays 
between a 24 hour report being requested and being received.  
 
In order to achieve the 24-hr target the current approach to performance improvement has focussed on 
reducing the delays to 24 hour reporting and reducing the backlog of 24 hour reports. Through both robust 
central and divisional review this delay has been reduced significantly since March 2018; peaking at circa 20 
days to 24-hour reporting (Figure 2), with the most recent performance underpinning our ability to sustain 
achievement of this target going forward, circa 4 days.   
 
Figure 2: Average delay in days from request of 24 hour report(Nov 17 – July 18) 
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60 day Investigation Reports to CCG (KPI 3). 
The Trust has recently failed to meet its commitment to reporting of Serious Incidents (RCA) Investigations 
to the CCG within 60 days. One of the principal reasons behind this is the failure to appoint and support 
Investigating Officers in a timely manner due to insufficient capacity available within the Trust.  This in 
turns limits capability and impacts on the quality (and timeliness) of the reports received.   
 
In June,  84% of all SI Reports breached the 60 day reporting deadline.  55% of those breached SI reports 
had significant delays in IO appointment. In May 2018, the Trust adopted an approach of centrally 
managing the appointment of Investigating Officers.  This has resulted in: 

 IO allocations done across Divisions 

 IO allocation done more fairly 

 IO allocation supported by training  

 corporate overview to be taken of available resources 
 
Despite only running for a few weeks this has had a significant impact. In May 2018 61% of 60 day Serious 
Incident reports breached the deadline; however whilst June is showing a deteriorating position (84% 
breached); a reduction has been seen in the average time to appoint an IO from over 30 days, to less than 5 
days (see Figure 3 below).   
 
Figure 3: Average time (days) to appoint an Investigating Officer. 

 
 
Duty of Candour (KPI 4) 
We have responded to failings to comply with the requirements of Duty of Candour (identified by the CQC) 
by initiating a comprehensive review of processes that ensures 100% performance management overview 
of all notifiable incidents.  This performance approach is supported by a Communication and Education 
campaign including: 
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 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. 
 
Additional resource has been brought in to support improvement in our performance immediately.  This 
will involve a three stage approach over June and July (against our historic performance illustrated in Figure 
4 below: 
 

 Clearance of back log February-April 2018 (74 applicable DoC). 

 Clearance of current ongoing: May onwards.  

 Review 12 months + clinical harm  
 
Current ongoing performance management of Duty of Candour 

1. Since 1 May 2018 100% proactive management of potential Duty of Candour. (Figure 4) 
2. Since May, 51 potential Duty of Candour have been identified.  Performance escalation conducted 

twice weekly; at weekly Hard Reset and at Divisional Governance Boards. 
3. In 31 of these Duty of Candour has been applied to date and all are subject to active management.   
4. A new Datix Duty of Candour recording field and dashboard has been introduced (as of 9 June 18).   

The purpose was to effectively make DoC simpler and also mandatory on a ‘comply or explain’ 
basis.  This has had an immediate impact with 100% assurance (positive and negative) and a 36% 
compliance shown within the first week.  This will allow more efficient management and robust 
follow up.  

 
Figure 4:  Cumulative number of cases where Doc is applicable vs applied (May-Jun 18) 

 
 
Ongoing Actions: 

• Incident Triage: potential SIs and moderate incidents escalated to handler and Divisional 
Governance Leads with reminder of Duty of Candour compliance.   

• Central Datix log of all potentially notifiable incidents.  
• Potentially notifiable incidents reviewed weekly and communicated to Divisions for follow up.  
• Weekly Exec/Division performance  meeting. 
• SI Declaration: 24 hr reports include confirmation of Duty of Candour. SI declaration report 

reviewed by ADCG/HoPS. RCA Investigation checks Duty of Candour status and follows up.   
• Duty of Candour training sessions in place (e.g. Theatres). 
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3. Patient Safety Incident Themes/Trends 

As demonstrated at Figure 6 below; 902 patient safety incidents were reported June2018. Of these 31 
(3.4%) were declared as serious incidents. Set out below is a breakdown of the severity of each serious 
incident by division (Table 2).   There was one never event reported in June 2018. 
 
Figure 6:  patient safety incidents declared for the period 1 May 17 to 30 June 18.  
 

 

Of the 31 SIs declared, eight (26%) relate to treatment delay meeting the SI criteria which are being 
addressed through the Trust wide Clinical Harm Review programme; as a consequence of this programme 
there is the potential for further patient safety incidents to be raised should any patient be deemed to have 
passed the specialty tolerance level. 

Table 2: June 2018 Incidents by Division/Category. 

Severity Number Division/Category 

Death 4 1 x TA 
: Sub-optimal care of deteriorating patient 
3 x MED/ED  
: Medication incident meeting SI criteria 
: Patient fall meeting SI criteria 
:Treatment delay meeting SI criteria 

Major injuries or 
long term 
incapacity 

4 2 x STO 
: Slips, Trips & Falls (x2) 
1 x Estates 
: Patient fall 
1 x Med/ED 
: Pressure ulcer meeting SI criteria 

Moderate injury / 
RIDDOR / Agency 
reportable 

15 9 x Med/ED 
: Patient fall (x3) 
: Treatment delay meeting SI criteria (x2) 
: Medication incident meeting SI criteria (x2) 
: Pressure Ulcer meeting SI criteria 
: VTE meeting SI criteria 
3 x WC&SH 
: Abuse / alleged abuse of child by patient by third party 
: Maternity / obstetric incident meeting SI criteria 
: Treatment delay meeting SI criteria 
2 x Surgical Services 
: Treatment delay meeting SI criteria 
: Surgical / invasive procedure meeting SI criteria 
1 x CSCS 
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: Treatment delay meeting SI criteria 

No apparent injury 
or minor injury not 
requiring first aid 

8 3 x Surgical Services 
: Abuse / alleged abuse of adult patient by staff meeting SI 
criteria 
: Treatment delay  meeting SI criteria 
: Surgical / invasive procedure meeting SI criteria 
1 x CITS 
: Treatment delay meeting SI criteria 
3 x Med/ED 
: Abuse / alleged abuse of adult patient by staff 
: Abuse/ alleged abuse of child patient by third party 
: Diagnostic incident  
1 x WC&SH 
Abuse / alleged abuse of child patient by third party 
 
 

 

The number of Serious Incidents reported to Kernow Clinical Commissioning Group is set out at Figure 7 
below.  The increase in reported SIs directly correlates with the raised awareness of reporting and an 
improving patient safety culture.   

• Nov 17:  increase directly linked to review of overdue 24-hr reports and clearance of backlog 
• Feb 18:  increase seen following retrospective review of gastroenterology (17 separate SIs declared 

[reviewed and monitored through the Executive SI Review Panel). 
• June 18: Increase linked to review of overdue 24 reports and clearance of backlog. 

Figure 7: Serious incidents declared since 1 April 2017 

 

 

The top three patient safety related incidents continue to be: 

• Pressure Ulcers 
• Slips, Trips and Falls 
• Clinical Assessment & Treatment 
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Details and commentary relating to these three areas can be found at Appendix A. 

Never Event:  one Never Event was declared in June 2018 (retained guidewire). Following initial review and 
investigation however; it has become evident that the guidewire was left in situ following a procedure 
undertaken by The Duchy Hospital.  A formal transfer of this incident will be requested of the 
commissioner, KCCG, to The Duchy Hospital. 

 

4.0    Benchmarking analysis – Incident Reporting Culture 

 
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.  This has been updated to show the rate of reporting of incidents per 1000 bed days over the 8 
months, following the NRLS benchmarking return. 
 
The comparative reporting rate summary shown below (Figure 8) provides an overview of incidents 
reported: this Trust reported a rate of incidents of 40.6 per 1,000 bed days during the preceding 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 for the first half of 2017/18 was consistent with that of other typical trusts.  
Subsequent to that the Trust’s rate of reporting has continued to increase to the present. 
 
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. 
 

Figure 8:  Rate of Reporting of Incidents per 1000 bed days (This Trust versus Acute non-spec) 

 
 
Over the same 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%.  This has 
been updated (Figure 8) to reflect the the severity of harm over the 8 months, following the NRLS 
benchmarking return. 
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Figure 9:  Percentage of Incidents resulting in Significant Harm (Moderate; Severe; Death) 

   
 
It can be observed from the data that there has been an increase in more significant harm since October 
2016: 

 this predominantly involves an increase in the level of reported ‘moderate’ harms, which are 
higher than other typical trusts.   

 ‘Severe harm’ and ‘death’ categories remain broadly consistent over time and are not significant 
outliers compared to other trusts.  

 ‘No harm’ incidents also remain slightly higher than the average of other trusts and ‘low harm’ 
harms slightly lower. 

 Importantly the increase in ‘moderate’ incidents has not reflected any corresponding decrease in 
severe harms; rather, over time, there appears to be a corresponding decrease in lower rated 
harms.   
 

5.0    Patient Safety: Learning from Incidents and Complaints 
 

One of the key aims of the incident and complaints reporting and learning process is to reduce the risk of 
recurrence, both where the original event occurred and where the learning is relevant; across elsewhere in 
the Trust and wider system.   The timely and appropriate dissemination of learning following any adverse 
event is core to achieving this and to ensure that lessons are embedded in practice.   

Learning from incidents 

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. 

Centrally, the Clinical Governance Team provides the conduit for the Board and Divisions to be informed 
and assured regarding key thematic and trend analysis.  A monthly report is provided to Board Quality 
Assurance Committee and Executive-led Quality Governance Committee – this includes key patient safety 
themes including degree of harm caused; patient safety culture and significant incident management 
improvements.   This process is to be enhanced from August 2018 through the introduction of a Trust 
Learning from Safety newsletter.  Examples of recent learning from incidents includes: 

• All patients on the stroke pathway - not just those with metallic valves - with signs of sepsis to be 
considered for the sepsis pathway.  

• Clinic letters to clearly state the ‘outcome’ to ensure the correct outcome has been entered in PAS.  
• When consultants are on sick-leave, Specialties to put in place robust processes for monitoring 

those patients affected. Early detection of potential long term sickness to prompt Specialty plans in 
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place to ensure patients continue to be monitored. 
• Improvement to be made to discharge arrangements and communication with private transport 

company. 
• Theatre teams to be reminded of policies and their responsibility regarding traceability stickers and 

informed that every single sticker from medical devices needs to be recorded in the patients’ 
notes.  

• Ensure all temporary work forces adhere with trust and national handover policy. 

The Executive Serious Incident Panel reports to QGC:  meets bi-monthly to provide scrutiny and grip on the 
governance of incidents, notably Never Events and Serious Incidents.   The Executive Safety Huddle is a 
weekly meeting with the governance facilitators in every division, chaired by the medical director with the 
objective to pick up urgent operational governance issues and share learning and risks across central and 
divisional governance.  The Trust has recently introduced weekly safety briefings on topics arising from 
declared Serious Incidents that require immediate actions. 

Divisional Boards and speciality governance meetings occur monthly; shared learning from recent incidents 
is included at these meetings.  The format varies on the level of meeting and the audience. For example, 
Divisions will hold high level shared-learning events specifically to invite debate about themes and trends 
either across Division or the Trust; specialities will typically have more detailed analysis on recent 
applicable cases. 

The Trust is finalising governance processes with its lead commissioner, Kernow Clinical Commissioning 
Group (KCCG) to ensure effective closure of overdue actions the Trust and KCCG will work jointly to 
estanlish a programme of risk-prioritised share learning from  actions. 

Learning from Complaints 

The Trust can learn from unsatisfactory patient experiences and improve the way in which services are 
managed, by the sharing of learning from complaints across Divisions. This is achieved by the reporting of 
learning from complaints at Divisional Board meetings and through the Patient Experience Group (PEG).  
There are two high level platforms for sharing learning from complaints and concerns raised: 

 Care Opinion: The Trust now has a contract with Care Opinion: enabling Matrons and Team Leads 
to respond to feedback left on this public website. Monitoring ensures all feedback is now 
responded to. Whilst a lot of the feedback is positive, action taken in response to any negative 
feedback is clearly explained in the public domain and there is an indicator for ‘changes made’. The 
percentage response rate, and all changes made are reportable to Board in the monthly IPR and in 
the quarterly Patient Experience Report. 

 ‘Learning from Complaints’ slot at PEG: The first agenda item at each PEG is a slot for ‘Learning 
from Complaints’. The Associate Directors of Nursing rotate to give an example of learning and 
outcomes from a complaint in their Division.  

Individual complaints (anonymised or with consent) are used in training programmes at ward/department 
level and also Trust-wide, to support the development of staff and to improve services.  A quarterly 
complaint reports is also sent to relevant Trust-wide operational groups, to support learning and service 
improvement. 

Action plans resulting from complaints, which identify Trust-wide learning and service improvements, will 
be cascaded to Divisions through the Patient Experience Group. These action plans are discussed by the 
Associate Directors of Nursing with their Divisional management teams and implemented through 
Divisional governance processes. Examples of recent learning (May 2018) from complaints shared across 
Divisions, via PEG, include: 

• Recognising the value of relatives/carers being able to stay overnight in certain circumstances. 
• Reinforcing hourly contact with each patient to ensure that their needs are met. 
• The importance of ensuring an awareness of relevant guidelines. 
• The importance of ensuring investigations are completed prior to discharge where possible to 

avoid further trips to the hospital. 
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• The importance of equipment servicing being staggered so as to avoid equipment being 
unavailable at the same time. 

Learning from Deaths 

The Mortality Review and Oversight Committee (MROC) is the lead group for monitoring and sharing 
learning from deaths, via cascade through the Divisional governance structures.  This reports monthly to 
the new Clinical Effectiveness Committee (led by the Medical Director).  Standing or regular items include: 

• Serious Incidents relating to deaths 
• Concerns deaths (grade 4) 
• Outcomes of specialty mortality and morbidity meetings 
• Post Inquest Learning report via Legal Services to MROC. 

MROC has been responsible for leading the trust’s response to National Guidance on Learning from Deaths 
(gap analysis conducted); and the adoption of Structure Judgement Reviews (effective from April 2018) for: 

1. Learning Disabilities 
2. Concerns (Grade 4, or Grade 5 that were declared NOT SI) 
3. Perinatal/stillbirths (data and learning provided by Bereavement Midwives) 
4. Paediatrics 
5. Complaints 
6. Severe mental health  
7. Serious Incidents (these are reviewed through the SI process and not with SJR). 

The Trust Mortality Review Policy was implemented and shared in September 2017 (following gap analysis 
of the National Guidance).  This is supported by a Trust-developed dashboard for reporting deaths and 
review.  Mortality review forms are used to extract learning which is detailed in a Quarterly Trust Board 
Report.  The Board report gives assurance on the RCHT’s mortality trajectory; updates on progress made 
towards implementing the 2017 National Guidance on Learning from Deaths; and highlights areas of 
Learning from Deaths.  Specifically it includes: 

 A breakdown of the quarter of the outcomes of the Trust mortality processes employed to review 
deaths;  

 The percentage of overall deaths reviewed;  

 Numbers of concerns deaths; and 

 Priority deaths and SIs.  

 This then includes key recommendations/learning from appropriate reviews and highlights any areas 
where deaths are avoidable, with specific inclusion of the key areas in b) above: e.g. learning disabilities; 
paediatrics; severe mental health etc. 

A regular (monthly) Mortality Newsletter shared specific points of learning across specialities and the Trust.  
This was paused in January 2018 (due to change in leadership, structure and review of process) and is being 
reinstated in July/Aug 2018 with new resources available in Clinical Effectiveness being used to support the 
interim MROC Chair in creating and sharing this.  This is designed to coincide with the launch of the new 
Trust Learning from Safety newsletter and will also include enhancement of teh governance for Trust-wide 
learning. 
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Appendix A Reports on top three patient safety incidents 

The top three patient safety related incidents continue to be: 

 Pressure Ulcers 

 Slips, Trips and Falls 

 Clinical Assessment & Treatment 
 

A.1    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 
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.   
 
Whilst 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.     
 

 There were 149 pressure ulcers incidents reported of which 117 were accurately deemed to be 
related to pressure ulcers: 

 20 patients developed pressure whilst admitted to RCHT = 17% 

 97 patients were admitted with pressure damage = 83% 
 

All other reported incidents were either not deemed to be pressure ulcers on investigation, moisture 
lesions, SCALE or repeat incidents. 
 
Of the 20 that were hospital acquired:  

 19 x Grade 2   

 1 x Grade 3 

 0 x Grade 4 

 0 x Ungradable 
 
 

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

https://www.nhs.uk/conditions/pressure-sores/
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 There has been an increase in hospital acquired pressure ulcers this month from 12 to 20 incidents.  

 Challenges to collating this data has presented from the investigations not being completed before the 
report is due, it should be highlighted that this may affect the accuracy of the report.  

 Although the 25% reduction target has not been met this month, incidents remain below the national 
average as per safety thermometer.  

 There has been x 1 grade 3 pressure ulcers declared on trauma ward which is awaiting a serious incident 
review.  

 Tissue Viability will continue to support wards with pressure ulcer validation, this will be a key priority 
when fully staffed (current band 6 vacancy). 

 Pressure ulcer and wound care workshops run on a monthly basis these sessions have received good 
feedback from staff who have attended, we will continue to promote these study days.  

 Tissue viability will offer ward based support for SSKIN bundle completion to promote accuracy.  

 NHS improvements have released recommendations for definition and measurement to reduce 
variation across trusts, Melissa Beer and Bernadette George will meet on a monthly basis to action 
this.  

 

A.2    Slips, Trips and Falls (Falls) 
 
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.  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.  
 
This report presents the Trusts’ falls incidence data that has been reported in Datix. It presents data, trends 
and associated harms at organisational level and at local ward and department level for action on falls 
prevention and harm reduction. This report concluded in information from the Safety Thermometer Report 
(Point Prevalence Data) of the retrospective Trust Board report. Finally, this report is part of the assurance 
data reporting Ward to Board performance on the Trust-wide Falls Action Plan.   
 
The below graph demonstrates the incidence of incidents related to patient falls reported since 01 June 
1017 – 30 June 2018.  
 

 
 
 
Overall severity of harm is reported below: 
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Historical Data 

 

 

Falls, as with Pressure Ulcers, are measured through the Safety Thermometer.   In June 2018, 7 slips, trips 
and falls were reported (two less than in May).   Five falls were categorised as ’no harm’ , 1 ‘low harms’ and 
1 ‘moderate’ harm.. The Trust’s overall falls rate was 1.4% compared to a national average this month of 
1.5%. The Trust’s falls with harm rate was 0.4% compared to the national average of 0.4%. 
 

 
 
As part of the Cornwall Safety Collaborative, current service improvement activity is focusing this month on 
the impact of  behind the bed signage for  high  fall risk patients.  
 
A new work-stream within the Pathways Programme has been formally launched with a multi-professional, 
multi-organisational workshop on Falls held in June.  Data shows the Cornwall STP to benchmark poorly 
against peers on the number of falls.  Priorities for improvement will be confirmed in July, focussing on falls 
prevention and reducing falls in community settings (out of hospital). 
 
As with Pressure Ulcer data; challenges are being experienced in validating this data in good time for 
inclusion within this report.  

 
A.3   Clinical Assessment and Treatment 
 

requiring first aid. 

Minor injury or illness, 
first aid treatment 

needed 
20 20 0 

Moderate Injury 3 2 1 

Major injuries or long 
term incapacity 

(Severe) 
2 2 2 

Total 90 84 3 

Patient Fall Incident totals for year compared to previous year 
 

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 83 84
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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. 
 

Top three categories of clinical assessment and treatment, for this time period, are: 
1. Delay to treatment (199)  
2. Delay / failure to monitor (101)  
3. Delay in diagnosis (48) 

 
Top five site locations:   
1. Emergency Department x 88 
2. Sunrise Centre (Chyuhowlek) x 51 
3. Medical Assessment Unit 2 (RCH) x 41 
4. Medical Assessment Unit 1 (RCH) x 37 
5. Clinical Imaging (CT Scanner) x 36 

 

 

 


