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SUMMARY REPORT 

TRUST BOARD (PUBLIC) 10 January 2019 Agenda Number:  11 

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

Accountable Officer Bernadette George, Interim Director of Integrated Governance 

Author(s) Aoife Cavanagh – Associate Director of Clinical Governance 

Vicky Peverelle - Associate Director of Risk and Compliance 

Purpose of Report  To inform the Board on thematic trends and learning from 
Incidents, Serious Incidents (SI’s) and Never Events.  

 To provide assurance on the Trust’s compliance with the Duty of 
Candour statutory requirements.   

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 

07/12/18 Interim Director of Integrated 
Governance 

Reviewed by Quality 
Governance Group 

No group in December Quality Governance Group 

 

Reviewed by Board 
Committee (where 
applicable) 

18/12/18 Quality Assurance Committee 

Reviewed by Trust 
Board (where 
applicable) 

10/01/18 Trust Board 

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

The Quality Assurance Committee received this report at the meeting 
held on the 18 December 2018  

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 
November 2018 to 30 November 2018: 

 9 SI’s were declared in November 2018  

 No Never Events were declared in November 2018 

 1006 incidents were reported, an increase from 898 reported in October 2018  

 Improvement has been demonstrated for SI decisions recorded on STEIS within 48 hours 
of identification - 44% of SI decisions were made within 48 hours compared to 14% in 
October 

 SI Initial Review Reports submitted within 72 hours of identification – of the 9 SIs declared, 
there were no reports submitted within this time frame in November 2018 

 60 day KPI has deteriorated, achieved 10% (compared to that of October 2018 which was 
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23%) 

 Compliance with Duty of Candour is consistently improving – 100% compliance has been 
reported for November, with 3 cases in total since 01 June 2018 under review due to 
ongoing clinical assessment of harm or establishing contact with the patient or family. 

Financial Risks Potential for the Commissioners of the Trust to levy penalties as a 
result of breach of contract.   

Key Risks  
 

7014 Principal risk for Clinical Governance, rated at 16 (4 x 4). 

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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Trust Incident Report, Including Serious Incidents and Learning 

 

1. Purpose 

This report provides a summary of: 
1.1 The Serious Incidents (SIs) declared in November 2018, the emerging themes 

arising from these SIs and the actions that are being taken to address the issues 
and themes identified.  

1.2 The monthly performance for the Patient Safety team KPIs over the six month 
period June to November 2018.  

1.3 The learning from SIs that have been closed in November 2018. 
1.4 A summary of the oversight work which is being undertaken by the Incident Review 

and Learning Group (IRLG).  
 
2. Summary of Serious Incidents(SI’s) 

2.1   9 SI’s were declared in November the details are provided in Table 1 (2.2) below  

 

      2.2   Table 1: November 2018 Serious Incidents by Division/Category 

Severity Nov 
2018 

YTD  
1 Jun–30 
Nov 18 

Division/Category 

Death 2 16 MedED 
1 Delay/failure to monitor: Delay in patient 
receiving SALT assessment resulting in 
deterioration and death.  

WCSH 
1 Slips, Trips & Falls: Patient had an 
unwitnessed fall on Eden ward and was found 
on the floor. 

Severe: major 
injuries or long 
term incapacity  

3 13 MedED 
1 Pressure Ulcer: the patient developed grade 
3 and 4 pressure ulcers whilst an inpatient on 
the Gastroenterology and Liver Unit. 
1 Slips Trips & Falls: the patient had a 
witnessed fall on Kerensa Ward. 

Surgical Services 
1 Treatment delay: delay in surgery being 
carried out. The patient was on a long waiting 
list for GI surgery. 

Moderate 
injury / 
RIDDOR / 
Agency 
reportable 

4 56 MedED 
2 failures to order correct tests, potential delay 
in cancer diagnosis.  
2 Slips, Trips & Falls: 2 patient falls both 
resulting in a fractured neck of femur which 
occurred on the Clinical Decision Unit and 
Kerensa Ward. 

Minor Harm: 
No apparent 
injury or minor 

0 5 N/A 
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injury not 
requiring first 
aid 
 

No Harm:  
incident 
prevented 
(near miss) 

0 11 N/A 

Total 9 101  

3. Emerging Themes From SIs Declared and Mitigation 

 
3.1 Venous thromboembolism (VTE): The Patient Safety Team and the Deputy Director 

of Safety, Quality & Clinical Innovation have met with Emergency Department and 
MAU senior clinical team and agreed potential next steps with regards to ensuring that 
VTE assessments become mandatory on admission to the ward. This will require a 
change to Electronic Prescribing and Medicines Administration (EPMA). The plan was 
presented at both the Grand Round (15/11/18) and to the Senior Nurses meeting in 
December; feedback from these presentations was discussed at the first meeting of 
the Task and Finish Group on 06/12/18 and the IRLG and are due to go live in 
December 2018. 
 

3.2 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.  Five 
wards were part of the Kernow Patient Safety Collaborative where an overall reduction 
in falls from harm has been demonstrated. Themes that worked well were co-horting at 
risk patients in higher risk bays as well as making sure that enhanced care was used 
appropriately. Post fall huddles were also successful to understand reasons why 
patients were falling as well as evaluating other interventions that  were already in 
place. The same methods are now being tested on other wards with addition of using 
visual triggers to identify high risk patients. There is also work underway trying to target 
falls related to toileting by making minor adjustments to how Care Rounding is 
undertaken.  

 
3.3 Pressure Ulcers: The Tissue Viability Team are targeting the top 5 areas (of 

occurrences of pressure ulcers) with a particular focus on the Trauma Unit,  as this 
clinical area has seen a significant increase in the incidence of pressure ulcers over 
the last 3 months. Enhanced support and practice facilitated by the Tissue Viability 
Team is one of a number of actions that has been implemented to improve the positon. 
Additionally the Chief Nurse has commissioned an in depth practice review of this 
clinical area, the findings of this review will be reported to the Quality Assurance 
Committee in due course. 
 

3.4 Delays In Treatment:  A Datix review of all incidents relating to delay in the 
commencement of non-invasive ventilation is being undertaken.  The Medical Division 
have confirmed that there are currently no significant waits with regards to the NIV 
Specialist Nurse support. The Division is also reviewing ‘date of referral’ against the 
‘date seen’ in order to provide assurance regarding the safety of respiratory patients. 
The findings of this analysis will be reviewed through the Executive Quality & Safety 
Huddle. The datix review has also been cross referenced with the Clinical Harm 
reviews and this will be discussed at the Executive Quality & Safety Huddle on 
14/12/18. 

 
4.  Key Performance Indicators (KPI) Exception Reporting  
 

4.1 The Incident Management KPI Dashboard is provided in Appendix 2. Key indicators are 
summarised below: 
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4.2 SIs: There were a total of 9 Serious Incidents reported in November 2018 compared to 
a total of 18 in October 2018.  None of these incidents were Never Events. 

4.3 Patient Safety Incidents:  The total number of patient safety incidents declared in 
November 2018 was 1006.  

4.4 Rate of reporting per 1,000 bed days: November has seen an increase in the 
reporting rate, reversing a downward trend for the preceding four months. The Trust’s 
rate of reporting of incidents when benchmarked remains above that of comparable 
Trusts. It should be noted that this is a healthy indicator of a positive reporting culture.  

4.5 Patient safety incidents resulting in significant harm:  There is a slight decrease in 
the numbers of all incidents related to a significant harm (severe/death), whilst there is 
a slight increase in the number of incidents related to moderate harm in November.  
Incidents reported as severe harm or death that were not classified an SI, a number of 
actions have followed that include; a local learning review, a structured judgement 
review (Mortality), a clinical harm review and transfer of SI to another organisation. 33 
incidents related to moderate harm, of these 28% related to infection control; and 10% 
related to clinical assessment & treatment – predominantly as a result of delays in 
diagnosis, assessment and follow up. All of these moderate incidents have been 
reviewed and 3 have been declared as SIs. 

4.6 Duty of Candour (DOC): Compliance with DOC is consistently improving – 100% 
compliance has been reported for November with 3 cases in total since 01 July 2018 
under review due to ongoing clinical assessment of harm or establishing contact with 
the patient or family. Overall compliance for the 105 cases reported since April 2018 
requiring DOC is 97.15%. 

4.7 SI decisions recorded on STEIS within 48 hours of identification:  Performance for 
November has improved, 44% of SI decisions were declared within 48 hours compared 
to 5% in October. This is as a result of streamlining the process for executive 
declaration. 

4.8 SI Initial Review Reports submitted within 72 hours of identification:   From 
November 2018 this KPI is now calculated from the date of identification of the incident 
being an SI (initial report requested by the Patient Safety Team) and should be 
completed within 3 working days of the incident being identified.  In November 2018 
the Trust declared 9 serious incidents, there were no initial review reports submitted 
within 72 hours of identification. It is anticipated that the daily huddles in the Patient 
Safety Team and resulting follow up with the divisions will begin to impact this KPI 
positively through December. 

4.9 Overdue SIs: A daily tracker has been established and is now used to performance 
manage the reduction of the number of overdue Serious Incidents.  This happens at 
the weekly Governance Leads Huddle and bi-monthly at IRLG. The tracker is fully 
validated weekly and estimated dates of completion have been included for all SIs to 
support an agreed trajectory to significantly reduce the backlog. The reduction in 
December is expected to continue against an agreed trajectory to eliminate the 
backlog by the end of February 2019. The Trust is working closely with NHS Kernow 
Clinical Commissioning Group (CCG) who have agreed the improvement trajectory. 

 
5.0 SIs closed in November including root cause and learning 

 
5.1 A number of areas of learning and improvement have been identified from the 22 

Serious Incidents that were finalised in November 2018. An example of these can be 
found  in Table 2 (5.3) below: 
 

5.2 Table 2  

Serious 
Incident Ref. 

Root Cause Analysis Key Learning 

2018/4788 Incorrectly reported CT 
scan 
 
 
 

Modify current radiology rotas to take into 
account the workload prior to the 
reporting shift, ideally avoiding that the 
reporting doctor for inpatients and ED 
patients also needs to contribute to the 
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generic workload lists during the day.  
Following the incident, the Trust has 
employed 2 new members of staff and 
currently have 3 further positions 
advertised.  

2017/29120 Venous thromboembolism All patients with lower limb injuries 
requiring plaster casts or air boots are to 
receive a formal VTE risk assessment 
(including formal BMI measurement) and 
this is to be documented. Where VTE 
prophylaxis is contra-indicated or not 
required, this is to be recorded in the 
patient record.  
 

2018/11559 Failure to follow-up patient 
for cardiology procedure 

Referral criteria needs to be specific to 
the service.  Induction of temporary staff 
must be confirmed prior to them starting.  
Provision of cardiology cross cover for 
administration staff to reduce the potential 
to delays in patient Referral to Treatment 
(RTT) timeframes. 
 

2018/6025 Delay in patient treatment 
resulting in radiotherapy 
and major surgery 

Implementation of system of escalation 
when unable to book patients with named 
consultants for endoscopic procedures.  
Booking teams informed of incident and 
categorisation to be routine, urgent and 
2WW only with the emphasis that if a 
clinician states treat as cancer it is 
booked in line with cancer standards.  
 

2018/11059 Patient fell whilst in the 
Emergency Department 

The ED checklist is to be completed for all 
patients; those identified at risk of falls are 
to have a full falls risk assessment 
completed. Patients at risk of falls, who 
require enhanced care, are to be 
escalated to the nurse in charge and a 
formal request for enhanced support to be 
submitted.  

 
6.0    Update from the Incident Review and Learning Group (formerly ESIP) 
 

6.1 The Incident Review and Learning Group (IRLG) reports to the Quality Governance 
Group (QGG). It meets bi-monthly to provide scrutiny and oversight of the 
governance of serious incidents and the associated learning in the organisation. 
Recent items addressed by IRLG have included: 
 
6.1.1 Investigating Officers (IOs): The allocation of IOs has now improved 

through the development of the corporate Super IO role, the additional 
training provision delivered in October to clinical staff and the 
establishment of daily huddles in the Patient Safety Team. All retrospective 
SIs have an appointed IO and prospectively IOs are being appointed in a 
timely way. As of 07/12/18, there are no SI investigations awaiting the 
allocation of an IO.  

6.1.2 The IO pack and support has been fully reviewed in response to the 
engagement event held in October. The Patient Safety Team and the 
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corporate Super IOs have mapped the SI process to ensure all members of 
the teams are clear with regards to responsibilities. The Super IOs, whilst 
providing support and mentorship to IOs in the Care Groups  during the 
course of the investigations, will now also quality assure the report at the 
same time as the Care Groups to expedite the process. 

6.1.3 Datix Improvement Project: The Trust’s Datix Incident and Risk 
Management Information System requires a significant reconfiguration to 
ensure it is optimally functioning.  The Trust has engaged external support 
from September 2018 to the end of January 2019 to facilitate this 
improvement and development programme for Datix.  This project has a 
number of core outcomes: 

 Ensuring robust support and integrity of the Datix system 

 Conducting a technical rebuild of the Datix organisational hierarchy and 
structure, including alignment with Care Groups 

 Reducing and improving the active forms in line with best practice  

 Improve usability (including modules such as Risk Management & 
Complaints, through the review and amendment of security groups, 
administrators, user profiles and dashboards) 

 Development of user guidance and support. 
 

6.2 SI Action Closure and Learning Review: The Trust has commenced a project to 
review all Serious Incident actions (open/closed) from 01 April 2017, Phase 1 of 
this review has been completed and the findings and recommendations will be 
discussed at IRLG on 21/12/18. 

6.3 Duty of Candour: The person spec. for the DOC Champions has been agreed 
and four training/induction dates for this role have been scheduled for December 
and January. 
The DOC training delivered at the Trust’s Induction has been reviewed and 
amended.  
Five sessions in December have been scheduled with the Care Groups with 
regards to raising awareness of DOC and providing an opportunity for clinicians to 
discuss specific queries relating to DOC. 

 
7.0      Summary  

7.1 There is work underway in a number of areas such as VTE, pressure ulcers, falls 
and delays to treatment to improve the safety of our patients. 

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

7.3 There are no SI investigations awaiting the allocation of an IO and there has been 
an improvement in the number of SI decisions recorded on STEIS within 48 hours 
of identification. 

7.4 RCHT continues to have a higher rate of reporting significant harm incidents to 
comparable Trusts. This is currently under review and will report back to the 
Quality Assurance Committee. 

7.5 Compliance with DOC is consistently improving – 100% compliance has been 
reported for November with 3 cases in total since 01 June 2018 under review due 
to ongoing clinical assessment of harm or establishing contact with the patient or 
family. Overall compliance for the 105 cases reported since April 2018 requiring 
DOC is 97.15%. Work continues on raising awareness and training in the divisions 
on DOC. 

7.6 The backlog of SI Route Cause Analysis (RCA) reports is being addressed. A daily 
tracker has been established and is now used to performance manage the 
reduction of the number of overdue Serious Incidents.  The tracker is fully validated 
weekly and estimated dates of completion have been included for all SIs to support 
an agreed trajectory to significantly reduce the backlog. The reduction in October is 
expected to continue against an agreed trajectory to eliminate the backlog by the 
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end of February 2019. The Trust is working closely with NHS Kernow Clinical 
Commissioning Group (CCG) who have agreed the improvement trajectory. 

 
8.0    Next Steps 
 

8.1 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 is taking place as part of 
the Strong Governance Workstream and includes a review of the current KPIs.  
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Appendix 2: Incident Management KPI Dashboard Nov 2018
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