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SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 1 November 2018 Agenda Number:  11 

Title of Report Trust Incident Report, including Serious Incidents and 
Learning 

Accountable Officer Bernadette George, Director of Integrated Governance 

Author(s) Karen Beckett, Head of Patient Safety 

Aoife Cavanagh, Associate Director of Clinical Governance 

Purpose of Report To inform the Group on thematic trends and learning from 
incidents, 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 

Bernadette George Director of Integrated Governance 
 

Reviewed by Quality 
Governance Group 

08 October 2018 Quality Governance Committee 
 

Reviewed by Board 
Committee (where 
applicable) 

23 October 2018 Quality Assurance Committee 

Reviewed by Trust 
Board (where 
applicable) 

1 November  Trust Board 

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

Previous report with August 2018 data discussed on 25 September 
2018 at Quality Assurance Committee and further ammendments 
made in preparation for Quality Assurance Committee 

Next Steps The Committee will continue to receive information on serious 
incidents and RCHT’s plan to improve both the incident 
management process and the standard of care for our patients as a 
result of learning from incidents.  

Executive Summary 
 
This report presents a summary of incident reports and themes for the reporting period of 01 
September 2018 to 30 September 2018.   
 

 7 Serious Incidents were declared in September 2018 (-13 from previous month) 
 4 (57%) related to delays in treatment (1 with an associated death) 
 No Never Events were declared in September 2018 
 Deterioration in 48 hour reporting: 11% (a fall of 8% since last reporting period) 
 Considerable improvement has been demonstrated for 72 hour KPI with reporting 

currently averaging at 5 days (a reduction of 5 days since the baseline period) 
 60 day KPI has demonstrated an improving position, achieving 28% (compared to that of 

August 2018 which was 11%) 
 The Trust continues to experience significant challenges in appointment of Investigating 

Officers (IO) which has had a direct impact on both the 40-day and 60-day KPIs and the 
quality of SIs.   In September there were 19 SIs awaiting IO allocation, 3 of which had 
breached.  Current positon as of 16 October 2018 is 7 awaiting IO confirmation of 
allocation, 2 of which have breached the 60 day deadline.  
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 Compliance with Duty of Candour is consistently improving– 100% compliance has been 
reported for September 

 As a barometer of incident reporting culture, RCHT incident reporting rates are 
comparable to that of similar acute (non-specialist) Trusts and are rising. 
 

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 Patient Safety Team is working to improve the systems we use to support the 
management of Incidents, Risks and Complaints.  A number of issues have been identified 
that will be rectified as part of a refresh of the Strong Governance project plan by fixing the 
historical issues with the Trusts Datix system. 
 
The Trust categorises all incidents reported as either patient safety incidents (reportable to 
NRLS) or non-patient safety incidents.  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.  The governance for 
management of non-patient safety incidents is taken through the respective committees (e.g. 
Health & Safety and Infection Control).   
 
2. Update on Incident Management Improvement Programme 
 
Performance Improvement Overview 

One of the work streams within the Trust’s Improvement Programme is ‘Strong Governance’.  
This workstream has focused on milestones for KPI delivery following the CQC visit in January 
2018 and subsequent Warning Notice received at the end of February 2018. The performance 
against the KPIs is set out below in Table 1.   
 
Table 1: Strong Governance Level 1 KPIs 

KPI Target Apr May Jun Jul Aug Sep 
All decisions on SI 
classification recorded on 
STEIS within 48 hrs 

100% 4% 0% 21% 6% 19% 11% 

SI reports submitted 
within 72 hour declaration 

100% 15% 20% 4% 7% 11% 40% 

60 working days final 
report submitted to 
Commissioners 

100% 5% 61% 16% 14% 11% 28% 

Duty of Candour 
compliance in month 
(retrospective 
completion) 

100% 
18% 

(100%)
21% 

(100%)
37% 

(100%)
62% 

(95%) 
78% 

(100%) 
100%

 
The entire process for SI management and timely submission of comprehensive reports is 
currently being reviewed.  This review will take place as part of the Strong Governance 
workstream and will include a review of the current KPIs and report back to the Quality 
Improvement Delivery Board In November. 
 
48 hour report 
The SI declaration process to STEIS is under review. The Patient Safety team will track the 
receipt of the initial incident review and ensure appropriate incidents get escalated to the 
Executive team for their decision to report to STEIS in a timely way. A weekly Executive 
Safety Huddle  meeting regarding STEIS reportable incidents is also being considered. 
 

                                            
1 The National Reporting and Learning System (NRLS) is a central database of patient safety incident reports. 
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72 hour report 
Daily tracking of outstanding reports and timely escalation will aid the submission of these 
reports. 
 
60 day Investigation Reports to CCG  
The Trust continues to breach its commitment regarding the submission 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. This in turns limits 
capability and impacts on the quality (and timeliness) of the reports received.   
 
Whilst September has demonstrated an improved positon [28%]; the remaining 72% had 
significant challenges in allocated IOs agreeing to undertake the role. This is being explored 
during an engagement event being planned for late October / early November so a 
sustainable solution going forward can be developed and implemented. 
 
The Trust currently has 7 Serious Incidents awaiting allocation of an IO (2 of which have 
breached the 60-day marker and remain unallocated) – these are being proactively managed 
daily, with additional short-term capacity being sourced to mitigate impact.  The Trust is also 
introducing, with the support of Kernow Clinical Commissioning Group (KCCG), a concise 
RCA report for use in appropriate incidents.  All Grade 3 and 4 Pressure Ulcer incidents are 
now investigated by the Pressure Ulcer Team using the recognised Cornwall-wide template.  
Development and planned implementation of VTE and Falls specific templates is scheduled 
for the end of October 2018. 
 
Duty of Candour  
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.  100% compliance has been 
achieved in September.  

3. Patient Safety Incident Themes/Trends 
 

As demonstrated at Figure 1 below; 841 patient safety incidents were reported September 
2018. Of these, 7 (0.8%) were declared as serious incidents.  
 
Figure 1:  patient safety incidents declared for the period:  rolling 12 months (1 Aug 18 
to 30 Sep 18) 
 

 
Set out below is a breakdown of the severity of each serious incident by division (Table 2) 
together with cumulative SI total (1 Apr 18 to end reporting date).   There were no never 
events reported in September 2018. 
 

Table 2: September 2018 Serious Incidents by Division/Category 
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30 Sep 
18) 

Death 1 17 1 x Med/ED 
: Treatment delay (Pt died in Hospice 
[suspected pulmonary fibrosis referred by GP 
Dec 17. GP wrote to expedite Feb 18. Not seen 
in clinic until Apr 18. By this time patient had 
deteriorated and missed opportunity for effective 
treatment])  

Severe: major 
injuries or long 
term incapacity  

0 13 N/A for Sep 18, 13 in total year to date 

Moderate 
injury / 
RIDDOR / 
Agency 
reportable 

5 51 2 x STO 
: Treatment delay (Patient admitted for surgical 
procedure.  Lost to follow up – discharge 
summary not signed off:   Flagged by GP 1yr 
later). 
: Pressure ulcer (Hospital acquired) 
 
1 x Med/ED 
: Treatment delay (Patient seen by respiratory 
locum in Jun 16. Diagnosed with early 
pulmonary fibrosis and pulmonary nodules. 
Follow up CT in Mar 17 - no change in 
pulmonary nodules, likely to be intrapulmonary 
lymph node. On waiting list since Jun 17. Re-
referred on 2ww pathway in Aug 18 with 
suspected lung cancer). 
 
1 x CSCS 
: Treatment delay: Historical oncology patient. 
Seen May 18 - biopsy taken (potential 
precancerous lesion). Lost to follow up - patient 
now has a cancerous lesion in mouth. 
 
1 x WC&SH 
: Child safeguarding (14/15 y/o child requested 
to attend SH hub in Truro following urine 
infection.  Allegations made against male nurse). 
 

Minor Harm: 
No apparent 
injury or minor 
injury not 
requiring first 
aid 
 

1 4 1 x WC&SH 
: Unexpected admission to NNU (High risk 
pregnancy – baby born in poor condition – resus 
performed and baby transferred to NICU. 
Cooling commenced, transferred to Derriford 
Hospital). Outside of time scope of HSIB 
investigations. 
 

No Harm:  
incident 
prevented 
(near miss) 
 

0 17 N/A for Sep 18, 17 in total year to date 

Total 
7 102* 

 
 

 

*Validation of accumulative serious incidents is undertaken on a monthly basis using the 
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 Inadequate/inappropriate investigation and/or treatment (2) 
 
       Work underway with regards to pressure ulcers: 

The Tissue Viability team is targeting the top 5 areas (of occurrences of pressure ulcers) 
with a particular focus on the Trauma Unit as this has seen a significant increase in 
pressure ulcers over the past 3 months. Enhanced support and practice facilitated by the 
Tissue Viability team are amongst a number of actions in place to improve the current 
positon.  

 
b) Slips, Trips and Falls (13)  

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.   

 
Top three (accumulative) sub-categories of Slips, Trips & Falls (Falls) for this time 

period, are: 
 

 N=13 (1 Apr – 30 Sep 18) 
 Fall from non-hospital equipment on level ground (slips and/or trip) (8) 
 Fall from hospital equipment (i.e. bed, trolley, commode, chair etc.) (5)  

 
 Work underway with regards to falls: 
 
Five wards are currently part of the Kerrnow Patient Safety Collaborative where an overall 
reduction in falls from harm has been demonstrated. Kerensa Ward has seen a significantly 
statistically downward change and the learning from this is being reviewed to see how this can 
be scaled up at pace across the Trust. 
 

c) Venous Thrombo-Embolism (VTE)  (10) 
VTE August audit data identified five new VTE harms. Nationally the rate of harm is 
0.7% for Acute Trusts compared to 0.9% for RCHT.   VTE incidents were identified in 
Critical Care, Trauma 2, Lowen, Roskear and Med 2.  These are currently under 
review.   A proposed VTE specific concise RCA report is in development for issue by 
the end of October 2018.  
 
Top three (accumulative) sub-categories of VTE for this time period, are: 
 N=10 (1 Apr – 30 Sep 18) 

 Failure to provide chemical and/or mechanical prophylaxis (7) 
 Possibly avoidable thrombosis (3) 

 
Work underway with regards to VTE: 
Discussion took place at the September Quality Governance Group with remedial 
improvement actions agreed to be undertaken.  The first of these is to establish a task and 
finish group to ensure prophylaxis is prescribed and administered where indicated. In terms of 
priority, the emergency areas will be the focus initially.  
 
4.0    Benchmarking analysis – Incident Reporting Culture 
 
The following analysis has been undertaken of NRLS reports between October 2015 to 
September 2018 (the latest period benchmarked data is available) and shows comparison 
with patient safety incidents against a cohort of 136 Acute (non-specialist) trusts.   
 
The comparative reporting rate summary shown below (Figure 3) provides an overview of 
incidents reported. The 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 41.6 incidents per 1,000 
bed days. The Trust’s rate of reporting incidents for the first half of 2017/18 was consistent 
with that of other typical trusts.  From October 2017 to September 2018, the Trust’s rate of 
reporting has increased to 46.9 per 1,000 bed days. 
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In terms of the harm grading, the Trust will be reviewing 20 serious incident forms to assess 
the initial and final grading. The learning from this exercise will be presented to ESIP. 

 

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 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 
Centrally, the Patient Safety 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 the Quality Assurance Committee and Executive-led Quality Governance Group – this 
includes key patient safety themes including degree of harm caused and significant incident 
management improvements.   This process is to be enhanced in Autumn through the 
introduction of a Trust Learning from Safety newsletter.   

The Executive Serious Incident Panel (ESIP) reports to QGG. It meets bi-monthly to provide 
scrutiny and grip on the governance of incidents, notably Never Events and Serious Incidents.   
Recent learning from ESIP has included: 

 Urgoclean:  a review of urgoclean was undertaken following a number of incidents 
being raised specifically in relation to its use as a cavity would dressing within the 
Surgical division. The majority of patients were day case patients thus the 
responsibility for the dressing change was in the community (CFT) therefore concerns 
were a wider health community issue.   Lessons learned were around the packing of 
the wound, recording both the number and type of dressing inserted in theatre and 
better communication.  The learning has been presented to ESIP, shared with the 
Surgical division and will be shared with the wider Trust via specific communications.  
A shared learning event is planned across the wider health community. 

The Terms of Reference for ESIP are also being reviewed to ensure that group gains 
assurance regarding learning from incidents.  

Working with Commissioners 
The Trust is finalising governance processes with its lead commissioner, Kernow Clinical 
Commissioning Group (KCCG), to ensure the effective closure of overdue actions. The Trust 
and KCCG will work jointly to establish a programme of risk-prioritised shared learning from 
actions.  External resource has been sought to ensure closure and effective learning from 
overdue actions which will be completed by the end of November 2018. 
 
Learning from Complaints 
The Trust is keen to 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.  There are two high level platforms for sharing learning 
from complaints and concerns raised: 

1) 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 complaints report is also sent to relevant Trust-wide 
operational groups, to support learning and service improvement. In August a patient’s 
experience was used to developed learning and reflection on: 

 pre–assessment 
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 documentation repetition 

 medication prescribing 

 irrigation fluid and 

 discharge documents. 

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.  
 
Summary 

The 72 hour, 60 day and Duty of Candour performance indicators have all demonstrated an 
improvement in September.   
 
The allocation of IOs continues to present a challenge to the organisation. However, this figure 
has decreased from 19 unallocated SIs in September to 7 in October (figure accurate 16 
October 18). A programme of work is being developed to create a sustainable solution going 
forward. 
 
As a barometer of incident reporting culture, RCHT incident reporting rates are comparable to 
that of similar acute (non-specialist) trusts and are rising.  
 
RCHT continues to have a higher rate of reporting significant harm incidents to comparable 
Trusts. This is currently under review. 
 
Next Steps 

1) The Director of Integrated Governance and Associate Director of Clinical Governance 
are currently reviewing the entire process for SI management and timely submission of 
comprehensive reports.  This review will take place as part of the Strong Governance 
workstream and will include a review of the current KPIs.  

2) The Director of Integrated Governance and Associate Director of Clinical Governance 
to confirm the governance arrangements for the reporting of progress in the following 
areas: falls, pressure ulcers and VTE. 

3) The Terms of Reference for ESIP are being reviewed to ensure that group gains 
assurance regarding learning from incidents in the organisation.  

 


