
 

 
 

 
    1 

 

SUMMARY REPORT 

TRUST BOARD 5 September 2019 Agenda Number 12 

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

Accountable Officer Bernadette George, Director of Integrated Governance 

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

Purpose of Report  To inform the Committee on thematic trends and learning 
from Incidents, Serious Incidents (SIs) and Never Events.  

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

What is the question for 
the meeting to 
consider? 

Does the report reflect that learning from incidents is preventing 
further incidents? 

Recommendation  The Trust Board is recommended 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. 

Consultation 
Undertaken to Date 

Detailed incident reports are provided weekly to Care Group 
Triumvirates and their Governance Leads. A learning 
newsletter is distributed monthly Trust wide. 

Signed off by Executive 
Owner 

16 August 2019 Director Of Integrated 
Governance 

Reviewed by Executive 
Team 

14 August 2019 Executive Board 

Reviewed by Board 
Committee (where 
applicable) 

29 August 2019 Quality Assurance Committee 

Reviewed by Trust 
Board (where 
applicable) 

5 September 2019 Trust Board 

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

N/A 

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 
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July to 31 July 2019: 

 9 SIs were declared in July 2019 

 There were no Never Events declared in July 2019 

 952 patient safety incidents were reported in July 2019, an increase from 867 in the 
previous month, which is normal variation. 

 33% of SIs were declared on STEIS within 48 hours in July compared to 39% in June 
2019 

 Of the 9 serious incidents (SI) declared, 2 initial review reports were submitted within 
72 hours (22%) compared to 15% in June 2019 

 100% of SI reports were submitted to KCCG within 60 days compared 80% in June 
2019 

 Compliance with Duty of Candour for the last financial year is 97%. There are 6 
outstanding cases from the last financial year. 5 relate to vascular and duty of 
candour is underway for these cases. 1 relates to a pressure ulcer which came to 
light in August 2019. Compliance with Duty of Candour for this financial year is 
currently at 100%.  

 

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). 

Equality and Diversity 
Statement 

No potential negative impacts. 
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Trust Incident Report, Including Serious Incidents and Learning 

 

 

1. Introduction / Background 

 

This report provides a summary of: 
 

1.1 The Serious Incidents (SIs) declared in July 2019, the emerging themes arising 
from these SIs and the actions that are being taken to address the issues and 
themes that have been identified.  
 

1.2 The monthly performance for the Patient Safety Team KPIs from April 2018 to July 
2019.  
 

1.3 The learning from SIs that have been closed in July 2019.  
 

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 SIs were declared in July 2019, the details of which are provided in Table 1 (2.2) 

below.  

 

2.2 Table 1: July 2019 Serious Incidents by Care Group/Category 

  

Severity July 
2019 

YTD  
1st April – 31 
July 19 

Care Group/Category 

Death 1 5 Urgent, Emergency and Trauma (Tintagel) 

 Sub optimal care of a deteriorating patient 
and poor handover of care needs  

 

Severe: major 
injuries or long 
term incapacity 

0 10 N/A 

Moderate injury / 
RIDDOR 
/Agency 
reportable 

7 29 Urgent, Emergency and Trauma (Trauma 
Unit 1) 

 Fall from chair / commode  
- Query wedge fractures of L2 and L3 

 Internal safeguarding issue 
- Fractured Neck of Femur, Grade 3 

Pressure Ulcer 
Urgent, Emergency and Trauma (Phoenix) 

 Fall from bed / trolley, Fractured Neck of 
Femur 
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Severity July 
2019 

YTD  
1st April – 31 
July 19 

Care Group/Category 

West Cornwall Hospital (Medical Unit 

 Fall on level ground  
- Fractured Neck of Femur 

Women, Children & Sexual Health 

 Unexpected transfer (Patient’s home) 
- Intra Uterine Death (IUD) 

 Failure to provide chemical prophylaxis 
(Wheal Fortune) VTE  

 Unexpected admission to NNU 
- Baby born in poor condition, transferred 

for cooling  

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

0 2 N/A 
 

No Harm:  
incident 
prevented (near 
miss) 

1 5 Urgent, Emergency and Trauma (Kerensa) 

 Abuse / alleged abuse of adult patient 
by third party 

 

Total 9 51  

 

3. Themes From SIs Declared and Mitigation 

3.1 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 
following actions have been taken: 

 

The review of the use of red socks in high risk patients was the main focus for Quarter 1, 

with Phoenix and Tintagel taking part in an audit to monitor how successful red socks have 

been as part of a patient’s falls’ preventative plan of care. The red sock task and finish group 

has been established and developed a standing operating procedure (SOP) for the use of 

red socks for patients who are at high risk of falling. The SOP has been approved at the 

Senior Leaders Group on 6th August, and subsequent changes in practice will be 

communicated across the Trust via a safety briefing. Since September 2018, collectively 

across the four pilot wards, the target of a 30%* reduction in falls with harm has been 

achieved for the past 5 months. Individually, 3 of the 4 wards have seen a reduction in the 

average number of falls reported, and only a 0.8% increase noted in the remaining ward. 

 
As part of the new Falls, Dementia and Delirium Practitioner remit, the current Trust wide 
falls action plan will be refreshed to reflect the focus over the next 6 months. 
 
4.  Key Performance Indicators (KPI) Exception Reporting  
 

4.1 The Incident Management KPI Dashboard is provided in the appendix. Key 
indicators are summarised below: 
 

4.2 SIs: There were a total of 9 Serious Incidents reported in July 2019 compared to a 
total of 13 in June 2019.  There were no Never Events reported.  
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4.3 Patient Safety Incidents: 952 patient safety incidents were reported in July 2019, 
which is within normal variation.   
 

4.4 Rate of reporting per 1,000 bed days: July has seen a slight decrease in the 
reporting rate. This is within normal variation. The Trust’s rate of reporting of 
incidents when benchmarked remains above that of comparable Trusts which is 
indicative of a positive reporting culture.  
 

4.5 Patient safety incidents resulting in significant harm: There were 33 incidents 
reported in July resulting in moderate harm. 63% of these incidents are categorised 
as infection control (21 incidents) and are under investigation. The 12 remaining 
incidents have all been reviewed and have been declared an SI, reported to HSIB or 
assessed as not meeting the SI criteria.   
 
There were 4 incidents reported resulting in severe harm. A local review has been 
commissioned for 1, the 2nd has been assessed as not an SI. The remaining 2 
incidents are under review to confirm the level of harm. 
 
There were 3 incidents reported resulting in death. An SJR was commissioned for 
one; the outcome of this SJR concluded that the patient received appropriate 
assessments, management, and consultation. The level of harm will be adjusted 
accordingly.  One has been declared an SI and the third is under review to confirm 
the level of harm. 
 
4.6 Duty of Candour (DOC): Compliance with Duty of Candour for the last financial 
year is 97%. There are 6 outstanding cases from the last financial year. 5 relate to 
vascular and duty of candour is underway for these cases. 1 relates to a pressure 
ulcer which came to light in August 2019. Compliance with Duty of Candour for this 
financial year is currently at 100%. 
 
The monthly breakdown is provided in the table below: 

 

 
4.7 SI decisions recorded on STEIS within 48 hours of identification:  Performance for 

July 2019 has decreased. 33% of SIs were declared on STEIS within 48 hours compared to 

39% in June. In order to improve performance, the corporate team will be out in the 

organisation during Brilliant Care Week to promote the importance of timely reporting of 

incidents and demonstrating developments to Datix, with the objective of raising the profile of 

timely reporting and the improvements made to Datix to make it more user friendly. The 24 

hour report is also being reviewed and streamlined with the objective of achieving a quicker 

turnaround in the Care Groups.  

KPI 
Targe

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

Duty of 
Candour 
complia
nce in 
month  
2018 

100% 

 
19/19 
100% 

 

 
13/13 
100% 

 

19/1
9 

100
% 

 
17/17 
100% 

 

 
17/1

7 
100
% 
 

11/1
1 

100
% 

18/1
8 

100
% 

15/1
5 

100
% 

13/1
3 

100
% 

20/2
6 

77% 

6/6 
100
% 

15/1
5 

100
% 

2019 
18/18 
100% 

15/15 
100% 

19/1
9 

100
% 

9/9 
100% 
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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 (24 hour report requested by the Patient Safety Team) and should be completed 
within 3 working days of the incident being identified. In July 2019 the Trust declared 9 
serious incidents, 2 initial review reports were submitted within 72 hours (22%) compared to 
15% in June 2019. In order to improve performance, the corporate team is working with the 
care group governance teams to agree their escalation processes when reports are not 
received on time. 

 
4.9 Overdue SIs: A total of 11 serious incident reports were due with KCCG during July  
2019 meaning that 100% of SI reports were submitted to KCCG within 60 days (compared to 
80% in June 2019). This is the first time since April 2018 that all reports due in month have 
been submitted on time (this figure does not include HSIB reports as these investigations are 
done externally).  
 

5. SIs closed in July including root cause and learning 
 
A number of areas of learning and improvement have been identified from the 13 Serious 
Incidents that were finalised in July 2019. An example of these can be found in the table 
below: 
 

Serious 
Incident 
Ref. 

Root Cause 
Analysis 

Key Learning/Actions 

2019/9843 Lack of clinical 
assessment 

Learning: The focus was on the laceration and hip 
pain and following the repair of the laceration and 
the normal hip x-ray there was no full assessment 
of the patient’s leg or mobility prior to discharge 
back to the nursing home on her first attendance. 
Actions: Lessons learnt to be presented at the 
Grand Round and the ED governance meeting. 
Update Flow Policy to reflect an improved transfer 
protocol for patients with dementia or complex 
needs. 

2019/10391 No electronic failsafe Learning: No current electronic failsafe in place to 
highlight to the referring clinician non-urgent 
recommendations. 
Actions: The radiology department to consider in 
conjunction with the HSIB recommendations 
better ways to highlight recommended actions 
which are non-urgent. 
Investigate the possibility of an electronic 
“flagging” system for separate test report defect. 
Learning to be presented at the Grand round. 

2019/7825 Fall Learning: The patient was not identified as 
needing the ‘Behind the door’ privacy and dignity 
Royal Cornwall Hospitals NHS Trust 
principles’ in relation to toileting. This was due to 
underestimating her cognition and perceived 
mobility which may have prevented the fall. 
Actions: Continued implementation of Falls Trust 
Wide Action Plan.  
Communication to ED staff regarding the 
importance of appropriately completing falls risk 
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assessments.  
Reiteration of Trust Standard for Toileting Patients 
as part of the Trust wide action plan and to resend 
to all frontline staff.  
Mandatory falls assessment training for all 
frontline nursing/Health Care Assistants staff.  

 
6.    Update from the Incident Review and Learning Group  
 
The Incident Review and Learning Group (IRLG) reports to the Quality Assurance 
Committee. 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 SI Action Closure and Learning Review: The number of outstanding actions is tracked 
bi-monthly at IRLG. The Care Groups were asked to risk assess their actions and prioritise 
the high risk for closure. As at the end of July, the number of outstanding actions has 
decreased from over 450 to 163.  Assurance checks have been taken by the central team to 
ensure robust evidence for closure. 

 
6.2 Duty of Candour: The e-learning package has been developed and is now available to 
all staff. Compliance will be monitored on a monthly basis.   
 
6.3 The terms of reference and workplan for the group have been reviewed and signed 
off. The ToR can be found in the appendix.   
 

7. Conclusions:  
 
7.1 Actions are being undertaken to address key themes such as falls to improve the safety 
of our patients.   
 
7.2 Compliance with Duty of Candour for the last financial year is 97%. There are 6 
outstanding cases from the last financial year. 5 relate to vascular and duty of candour is 
underway for these cases. 1 relates to a pressure ulcer which came to light in August 2019. 
Compliance with Duty of Candour for this financial year is currently at 100%. 
 

8. Recommendations: 

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.  
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TERMS OF REFERENCE – 17 JULY 2019 

INCIDENT REVIEW AND LEARNING GROUP 

CONSTITUTION AND PURPOSE 

The Royal Cornwall NHS Hospitals Trust (RCHT) Quality Assurance Committee Group (QAC) 
has approved the establishment of the Incident Review and Learning Group (known as “IRLG” 
in these terms of reference) for the purpose of: 
 

 Providing clinical expertise and executive oversight of serious patient safety incidents, 
Never Events and other externally reported incidents (such as IRMER, ICO, SHOT, SABRE 
HFEA) where the consequences to patients, families and carers, staff, organisation or 
system are so great, that a heightened level of response is justified. 

 

 Ensuring that investigations into such incidents are investigated thoroughly in line with the 

Serious Incident (SI) Framework and most importantly, lessons are learned and embedded 

into the organisation to prevent the likelihood of similar incidents happening again. 

 

 Providing operational oversight of the effectiveness of the Trust’s processes for 
management and assurance of patient safety incidents in line with national guidelines – this 
includes reporting, investigation, learning and acting on such incidents or events. 

 

 Ensuring a systematic approach to the cross referencing and aggregation of incidents, 
complaints and claims and that learning is shared and action plans completed. 

 

 Providing evidence of compliance with Regulation 20: Duty of Candour by regularly 
monitoring and reporting on the Trust positon. 

 

 Monitoring and performing a quality assurance spot check on a quarterly basis on all formal 
investigations that are undertaken but do not come to the group for approval. 

 

 Overseeing the management of Datix, including amendments and changes to the system, 

and the monitoring of timeframes and grading. 

 

 Acting as the editorial approval group for the Lessons Learned Newsletter and ensure the 

learning is shared across the Trust. 

 

SCOPE AND FUNCTION  

The scope and function of IRLG is to ensure incidents are investigated in line with the SI 
framework, ensure the Trust is meeting its statutory obligations in relation to Duty of Candour 
and to ensure reviewed investigations result in equitable quality outcomes and learning across 
the Trust (and wider system) where applicable; specifically through the review of: 
 

 all Never Events 

 all deaths with associated Coroner reports and other externally reported incidents (such 
as IRMER, ICO, SHOT, SABRE HFEA) 

 all incidents relating to Each Baby Counts 

 all high profile¹ patient safety incidents 

 all multi agency patient safety incidents 

 all agreed cohort patient safety incidents where evidence supports the requirements for 
thematic learning 

 all serious incidents commissioned for external investigations 
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 all serious incidents; and 

 all local concise reviews. 
 
1 Those patient safety incidents with associated complaints and the potential for media interest 

Responding to Investigations and Learning - specifically by: 
 Receiving, reviewing and applying critical challenge to all SI investigation reports, 

ensuring adherence to the Trust’s policies in relation to investigation management and 

either escalate issues or provide assurance to the QGG  

 Ensuring systems are in place to disseminate learning across the organisation 
 Acting as the editorial approval group for the Learning from Incidents Newsletter and 

ensure the learning is shared across the Trust 

 Seeking assurance that robust governance and where applicable, audit is in place to 
monitor actions and that learning has been embedded 

 Conducting monthly review of themes and trends with regards to SI investigations and 
any on-going quality concerns 

 Receiving assurance that requirements for Duty of Candour are being met 

 Ensuring any identified risk is put on the Trust Risk Register where it will be reviewed as 
part of the risk management process 

 Ensuring any identified audit requirement is put on the Trust Clinical Audit programme 
where is will be reviewed as part of the clinical effectiveness process 

 Making recommendations for the establishment of specific task and finish groups where 
ongoing quality concerns have been detected 

 Overseeing the management of Datix, including amendments and changes to the 

system, and the monitoring of timeframes and grading. 

 

MEMBERSHIP AND QUORATE REQUIREMENTS 

IRLG will include the following members:  
 

 Director of Integrated Governance (Chair) 

 Deputy Medical Director (Deputy Chair designate) 

 Clinical Lead for Serious Incidents 

 Deputy Director of Clinical Governance and/or Head of Patient Safety 

 Deputy Director Quality Safety and Innovation in Clinical Practice 

 Lead Nurse for Safety  Risk & Patient Safety 

 Head Of Nursing / AHP representative 

 Head of Midwifery/Maternity Risk Management Midwife 

 Care Group Governance Leads/Facilitators 

 KCCG Senior Patient Quality and Safety Manager 

 Legal Representative 

 Information Governance Representative 

 Patient Safety Medications Pharmacist 

 Lay Member – Patient Ambassador 
 
All members will have voting rights and are expected to attend all meetings unless previously 
agreed with the Chair through IRLG Secretariat.  Should members be unable to attend it is 
expected that they provide a designate from their own field of expertise and/or speciality 
sufficiently briefed and empowered to make decisions. 
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Additional representation may be invited to the meetings as required. Members must adhere to 
the confidential nature of IRLG. 
 
When the Chair is unavailable, the Deputy Chair or Designate Chair will conduct the meeting 
or; in exceptional circumstances provide a named designate.   
 
The Group will provide expert professional leadership and advice. 
 
Members are expected to communicate any developments, decisions and/or recommendations 
arising out of IRLG that may impact on their own areas of expertise/speciality and/or one or 
more partner organisations as appropriate. 
 
The Chair of IRLG may also extend invitations to other personnel with relevant skills, 
experience or expertise as necessary to deal with the business on the agenda.  Such 
personnel will be in attendance but will not have voting rights. 
 
Other senior Care Group representation and investigating officers will be required to attend as 
appropriate and relevance to incident review. 
 
IRLG will be considered quorate for the transaction of business, as a minimum, when the 
following members/representatives are present: 
 

 Chair, Deputy Chair and/or Designate Chair 

 Medical representation 

 Nursing representation 

 Minimum 4 Governance representation from each Care Group  

 Deputy Director of Clinical Governance or Head of Patient Safety 
 

A duly convened meeting at which a quorum is present shall be competent to exercise all or 
any of the authorities, powers and discretions vested in or exercisable by IRLG 
 

FREQUENCY 

IRLG will meet fortnightly every second Friday at 12:30 pm to respond to a full agenda.   Report 
Review meetings will be convened every other week when required.  Cancellation of or 
changes to meeting times can only be made with the agreement of the Chair.  IRLG will also 
form a virtual forum and/or extraordinary meeting when required. 

The business of each meeting will be transacted within a maximum of two hours.  

DUTIES 

 
The key activities of IRLG will include: 
 

 Review and sign off high profile patient safety incidents, Never Events and other patient 
safety incidents where the consequences to patients, families and carers, staff, organisation 
or system are so great, that a heightened level of response is justified 

 Commission deep dives into areas of concern in relation to quality 

 Ensure statutory Duty of Candour obligations have been met 

 Thematically review incidents 

 Ensure the effectiveness of the Trust’s processes for management and assurance of patient 
safety incidents 
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 Ensure systems are in place to disseminate learning across the organisation 

 Report and escalate as appropriate to QAC 

 

ACCOUNTABILITY AND REPORTING ARRANGEMENTS 

IRLG is accountable to Quality Assurance Committee (QAC) and any changes to these terms of 
reference must be approved by its members. 

 
Individual members of IRLG are responsible for progressing any actions relevant to their own 
areas and communicating decisions made through their own reporting structures to share 
information. 

 
There is an interrelation with QAC.  

MONITORING AND REVIEW ARRANGEMENTS 

IRLG will provide an exception report to the QAC on themes arising and Care Group compliance 
with the investigation process in line with the reporting schedule.  The QACsubsequently reports to 
the Board The Chair will assess agenda items to ensure they comply with IRLG purpose and 
responsibilities. 

The secretary will monitor the frequency of meetings and the attendance records to ensure 
minimum attendance figures are complied with.  Attendance will be recorded by the secretary.  

The terms of reference will be reviewed yearly or earlier following significant organisational 
change; whichever is the sooner. 

 

ADMINISTRATIVE ARRANGEMENTS AND NOTICE OF MEETINGS 

An allocated representative from the Central Governance Team will be in attendance at each 
meeting.   In times of absence; a nominated ‘designate’ will be agreed through the Chair.  
Secretariat duties will include: 

 Attendance at meetings. 

 Ensuring correct and formal minutes are taken in the format prescribed by RCHT, once 
agreed by the Chair, distributing minutes and a record of all actions/matters arising to be 
carried forward to members and any other staff for which actions impact. 

 Producing and maintaining a separate action list following each meeting and ensuring 
any outstanding action is carried forward on the action list until complete. 
 

 Unless otherwise agreed, an agenda of items to be discussed shall be forwarded to 
each member and any other person required to attend, no later than 3 working days 
before the date of the meeting. Supporting papers shall be sent to members and to 
other attendees as appropriate, at the same time. 
 

 Producing a schedule of meetings to be agreed for each calendar year and making the 
necessary arrangements for confirming these dates and booking appropriate rooms and 
facilities.  The schedule of annual meeting requirement will be published in advance.  

 

 Monitor the list of attendees and communicate concerns/patterns to the Deputy  Director 
of Clinical Governance 
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 The IRLG Business Cycle will be maintained by the allocated secretariat. 

Other Matters 

IRLG will: 

 Have access to sufficient resources in order to carry out its duties 

 Give due consideration to laws and regulations  

 At least once a year, review its own performance and terms of reference to ensure it is 
operating at maximum effectiveness and recommend to QAC for approval, any changes it 
considers necessary. 
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