Never Events
Ref: 2366  (January 2017)

Dear Noel

Please find attached the response to your recent Freedom of Information enquiry from Weston Area Health NHS Trust.

A catalogue of all records held of "never events" broken down by month for each of the last 4 years including figures for the most recent month where statistics are available. Please provide the date of incidents, location of incident (hospital and department), a brief description and any investigation outcome known.

A catalogue of all records held of Serious Untoward Incidents broken down by month for each of the last 4 years including figures for the most recent month where statistics are available. Please provide the date of incidents, location of incident (hospital and department), a brief description and any investigation outcome known.

I trust that your request has been satisfactorily answered, but I should advise you that you have the right to complain about this response by reference to the complaints procedure of the Weston Area Health NHS Trust, in which case you should write to me at this email address. 
 
If you remain dissatisfied with the decision of the Trust following your complaint, you may write to the Information Commissioner, whose address is:

Information Commissioner’s Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF.

Yours sincerely,

Jo Ward

on behalf of Gillian Hoskins 
Associate Director of Governance and Patient Experience
Weston Area Health NHS Trust

gillian.hoskins@nhs.net

Telephone: 01934 647002

www.waht.nhs.uk
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		All SIRI's and never events reported in 2012.  Due to the minimal number of ‘Never Events reported, specific months  for each of these events will not be released under Section 40 (3(a(ii)) and Section 41(1(b) of the Freedom of Information Act 2000, as releasing this information may lead to the undue stress of families and patients as this information may still lead to patients being identified.







		Location (type)		Was the incident a Never Event?		Type of incident		Detail		Lessons learned

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Waterlow Risk Assessment needs to be calculated and completed correctly to initiate action as per Trust policy

All Nursing staff must be able to assess/identify patients at risk of developing pressure ulcers and action with preventative plan of care i.e. SSKIN Bundle

Wound management care plans should be completed, reviewed and evaluated

Documentation needs to be clear, concise and completed

		Uphill (Extra Capacity Ward)		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		The Trust should have simplified documentation

TVN link nurse to support ward staff.

Staff to draw upon experience of the TVN



		Steepholm Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Improved communication written and verbal needed at handover, Ward Sister has taken the opportunity to improve handover immediately by introducing a safety briefing handover.

Risk assessment to be prominent for all staff caring for patients using the enhanced supervision protocol

The nurse in charge on any ward needs to have a very clear understanding of the roles and responsibilities

All wards need to provide orientation for bank staff when arriving for duty



		Uphill (Extra Capacity Ward)		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Early recognition of the at ‘risk patient’ commencing a proactive plan of care to prevent tissue viability deterioration.

		Radiology		No		Diagnosis, failed or delayed		Cancer - Dx failed or delayed

		Mendip Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lack of a protocol or pathway for fracture neck of femur patients that highlights the increased risk these patients are of developing skin damage.

	

Turns consistent with  preventing pressure damage to be maintained and documented in line with Pressure Ulcer prevention methods at Weston Area Health Trust



Accurate documentation regarding presence of pressure ulcer, grade and site need to be completed and maintained by all staff completing records



Pressure ulcer assessment and prevention should commence in the Emergency Department. A multidisciplinary approach is recommended and medical teams alerted to patients at risk from developing pressure ulcers. 



Clinical judgement and decision making should be combined with risk assessment to proactively promote pressure relief in the Emergency department and every ward/clinical area thereafter.



The importance of clear concise chronological documentation regarding assessment and treatment plans for pressure area care.



The need for improved handover between departments pertaining to the patients care needs.

		Berrow Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		All documentation must be completed and reviewed upon transfer to a clinical area.

Greater dialogue needed between different professional health care teams about the needs of the patient.

Falls risk assessment should be considered in all patients  and in completed in patients with mobility problems

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Prompt reporting to tissue viability nurse may have prevented deterioration

These pressure ulcers may be unavoidable as described in the Consensus document.

Documentation and products need to be standardized across the trust

Policies and care guides need to be up to date and relevant. Care delivery needs  to be specific and not ambiguous and based on best practice.

•	Need to take prophylactic measures

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Escalation of sub-optimal nursing skill mix on ward should go to the Director of nursing if appropriate.

Review of assessment tools used in the risk assessing process of skin. (SSKIN Bundle, Waterlow and MUST)

Robust communication of shift to shift nursing handovers

Nursing documentation should be viewed as a standalone professional document and not an adjunct to the medical records

Care planning needs in relation to management of illness and effectiveness and duration of treatments should be the priority of the ward nurse prior to any discharge planning assessment being undertaken.



		Emergency Department		No		Consent, Confidentiality or Communication		Confidentiality of information		It is essential that departmental managers and team leaders show a high level of leadership in dealing with patient information and confidentiality of patient records. It is essential that the message of patient confidentiality is reinforced regularly.



Completion of Information Governance training is now an annual statutory requirement for all NHS staff. This training includes patient confidentiality.  It is essential that all staff complete this training annually, and that managers ensure staff have the time and resources necessary to complete this training.

		Emergency Department		No		Accident that may result in personal injury		Slips, trips, falls and collisions		With increased stress and a frantic department with lower than usual levels of Trust staff on duty that is the very time to take extra time on a handover and check what exactly the patient presented with rather than just a rapid “is the patient safe for” conversation at speed with ambulance personnel. It may have been appropriate to escalate the situation up to the site manager and possibly even the duty manager when ambulances were queuing.

		Harptree Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Outpatients Orthopaedic 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		All Nursing staff should be able to assess nutritional status and take appropriate action/referral to dietician/medical staff.



Nursing staff should complete SSKIN Bundle documentation more effectively – no record of type of mattress used until 09.03.12. 



		Ambulatory Centre (DAY UNIT)		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		For full assessment of patients pressure areas daily to assess level of skin integrity, commencing in ED to provide a baseline. For SBAR format to be used when receiving or handing over a patient to allow for communication of skin integrity along with all other relevant points of care/need.

		Hutton Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Verbal consent must be gained by patient/carer concerning specific distance to be mobilized prior to treatment.  This must be documented.

Documentation of poor bone health should occur if this is a potential risk for mobilisation

Clear documentation is required concerning patients recent pre op mobility status



		Quantock (Rehab)		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Seashore Centre		No		Consent, Confidentiality or Communication		Confidentiality of information

		Mendip Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		From the information available in the notes, it would appear that it was a spontaneous fracture of the patients’ femur, and the severe pain in his leg caused him to fall to the floor. 

		Mendip Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Earlier referral to the Tissue Viability Nurse was needed for advice and support for complex management of a grade 2 pressure ulcer.

Turns consistent with  preventing pressure damage to be maintained and documented in line with Pressure Ulcer prevention methods at Weston Area Health Trust

Accurate documentation regarding presence of pressure ulcer, grade and site need to be completed and maintained by all staff completing records.

•	Students must have an RN supervisory signature on records to avoid inaccuracies when writing care plans for patients.

		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Accurate documentation should be maintained, and a distinction should be made between essential and desirable information to be handed over at each shift.   There have been several changes made to documentation; consideration should be taken for training, particularly implementation and accountability, implications for patient care should be considered. 

Appropriate assessment of pressure areas should not be reliant upon the patient’s word. Removal of clothing particularly on at risk areas to aid assessment should be explained clearly to patient.   Education of staff to raise awareness is essential. 

Timely assessment for pressure ulcer risk reduces risk. Once this assessment has been undertaken and a risk has been identified actions should be instigated to obtain the appropriate equipment.  Ensuring that a clear process is in place is necessary. 



Adherence to the available policy should be encouraged. It should be assured that all staff are aware of and act in accordance with the policy. 



Education should take the form of cascade teaching and should involve the practice improvement team/matrons with a robust method for assessing knowledge. 

The Trust should revisit the availability of pressure relieving equipment. It is not appropriate that staff have to borrow equipment from other high risk areas thus increasing risk within that area (Theatre) 

When evaluating the quantity of manual handling and pressure relieving equipment required by the Trust; the availability and ease of access to this equipment when needed should also be considered.  The management/maintenance of a dedicated central store for manual handling and pressure relieving equipment should be considered. Time spent searching for equipment would be greatly reduced and encourage timely use. This in turn would release time needed for adequate patient assessment and care.

Uniformity of the environment and nursing practices throughout all wards would avoid confusion.  Using the productive ward series methodology would assist with this ensuring that location of paperwork and equipment is familiar to all staff. 



		Ashcombe Clinic		No		Consent, Confidentiality or Communication		Consent, Confidentiality or Communication  -  other

		Hutton Ward		No		Accident that may result in personal injury		Accident caused by some other means		Patients with dementia may be unable to communicate pain levels

Patients with dementia may need supervision with hot drinks

A greater understanding of burns and their treatment is required by medical and nursing staff

		Emergency Department		No		Accident that may result in personal injury		Accident caused by some other means

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Training needs for correct Waterlow on admission. 

		Harptree West		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Emergency Department		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  

		Harptree West		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Bariatric equipment needs to be readily available in the trust or if not should be available for hire within hours instead of days.

Clinical judgement and decision making should be combined with risk assessment to proactively promote pressure relief in the Emergency department and every ward/clinical area thereafter.



The importance of clear concise chronological documentation regarding assessment and treatment plans for pressure area care.



		Medical Assessment Unit 		No		Medication		Administration or supply of a medicine from a clinical area

		Berrow Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Berrow Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Cheddar Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Harptree Ward		No		Accident that may result in personal injury		Exposure to electricity, hazardous substance, infection etc

		Kewstoke Ward		No		Medication		Administration or supply of a medicine from a clinical area		Investigator to share report with Ward Sister / Junior Sister on Kewstoke Ward and Clinical Bank Lead.

Further Investigation training required for Band 6 nurses.

Further Intensive Investigation, training required for Band 7 Ward Sisters.

Need for clear, identifiable and unambiguous signage on all documentation.

Lead Investigator to make initial contact with Thornbury agency to inform them that the case has been closed with no action to be taken against the agency nurse.

Director/Associate Director of nursing to contact NMC. 

Ward staff to ensure recommendation (d) is actioned.

Ward staff to ensure recommendation (d) is passed on to all agency staff.  

Investigation training required for band 6 / 7.cy staff.



		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Demonstrate effective risk assessment of Waterlow scores.

Accurate documentation of frequency of pressure relief given

Report and escalate  lack of pressure relieving equipment to ward manager or site team

Dietician referral should not solely rest on MUST score.

		Emergency Department		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  

		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		All patient movement must be recorded onto the pressure ulcer prevention tool

Specified care must be followed or details of exceptions recorded.

New unregistered members of staff require Registered nurse supervision



		Berrow Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Handover from Ward; needs to have a professional to professional approach regarding patient status and safety factors 

A Band 2 support worker cannot be expected to handover key clinical priorities regarding patient care to a ward receiving the patient .

Measures to improve handover communication (nurse in charge bleep) between wards were not deployed by staff.



		Harptree Ward		No		Medication		Other medication error		To review the use of intrapartum  CTG in the Birth Centre

Ensuring key lessons outlined above are conveyed to all midwives within this Trust.

		Uphill Ward		No		Medication		Administration or supply of a medicine from a clinical area		Reminder for Nursing Staff that they are responsible for their own fitness to practice.

Controlled Drugs should be checked in an area which reduces the possibility of distraction or interruption.



		Hospital (outside)		No		Consent, Confidentiality or Communication		Confidentiality of information		The current system and processes for use, movement and storage of information of this nature, is not robust enough to prevent a re-occurrence.

Storing PID in unmarked boxes doesn’t allow for appropriate identification and control.

Staff are unclear about what to do when PID is found, which is why it was in the car park for approximately 5 days.



		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Turns consistent with preventing pressure damage to be maintained and documented in line with Pressure Ulcer prevention methods at Weston Area Health Trust.

Ward staff to obtain appropriate pressure relieving equipment when needed for patients with vulnerable skin.

Earlier referral to the Dietitian. 

Accurate recording of pressure ulcer on Pressure Ulcer/Wound Chart at an earlier stage of development.



		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		The need for pressure relieving mattresses to be available on all beds in high care

		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Waterlow scores must be assessed on admission,  post-operatively, and every three days thereafter.

Action must be taken to minimize risk according to Waterlow score.



		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		The need for pressure relieving mattresses to be available when needed.

The need to use the correct nursing documentation



		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies		The BNNSG Escalation Policy and Divert Policy has been updated several times and the purpose and process of ambulance diverts have changed over the years.  It is important that all managers and executives are well versed in the various policies so that they can 



The working of CMS was also highlighted as an area that staff lacked knowledge in and which would aid managers to deal with the pressures of the hospital especially out of hours.



There is an escalation plan in place, which was not followed by the staff involved.  This demonstrates that it is not embedded but also highlighted the implications of not following it.  On the 20th October a divert was sought prior to increasing the overflow ward to full capacity; the understanding of the implications of a full divert needs to be communicated.





		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Turns consistent with preventing pressure damage to be maintained and documented in line with pressure ulcer prevention methods at WGH.

Accurate documentation regarding presence of pressure ulcer, grade and site need to be completed and maintained by all staff completing records



		Harptree West		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Berrow Ward		No		Consent, Confidentiality or Communication		Consent, Confidentiality or Communication  -  other		In respect to Ethical Issues in Acute Care and the placing of any DNACPR orders within the Trust Standard working policies and ethical consideration have been considered in the following documents 

Weston Area Health Trust- Cardio-Pulmonary Resuscitation Policy

Acute Life-threatening  Event, Recognition and Treatment (ALERT)  Training programme

If CPR is physiologically futile then to place a DNACPR in the notes is not uncommon as CPR is not a medical treatment – In law medical staff do not have to involve / inform patient or family but it is considered best practice under General Medical Council (GMC) guidelines to discuss this if a patient has capacity and family are available do this. 

In the patient’s case she was admitted with a treatable medical condition so the decision to place a DNACPR was made on long term care planning and not on clinical deterioration. Because of this the decision should have been discussed with the patient and or her family.  On this occasion there was a failure to undertake this.

Policies are in place to protect the patient and staff and current teaching is up-to-date and is research based. On this occasion policy was not followed.  

		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Improvement in nursing documentation

		Additional Capacity (ATC)		No		Medication		Administration or supply of a medicine from a clinical area		It is so important that actions and discussions are recorded as and when they occur.  If clinical staff identify an error, such as a missed dose, then they must record any discussions they have in respect of to resolving the issue.

		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Admission

		Harptree West		Yes		Clinical assessment (investigations, images and lab tests)		Patient's case notes or records		1Greater care is required to ensure that all documentation in the medical record is filed in the correct order.

Particular care needs to be taken with continuation sheets as these can easily be misfiled.

Clinicians should take great care when looking up diagnostics results on PACS or other IT systems.  It was not possible to complete an audit trail in this case because the clinician who looked up the result incorrectly did not transcribe the result into the medical record.

There should be better documentation of handover between teams.

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Skin assessment should be undertaken and documented on patient admission to Berrow Ward.

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Improvement in nursing documentation

		Harptree Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Having reviewed all the documentation in this case it is clear that contemporaneous documentation is not always adequate.  There has not been proper completion of the fall risk assessment forms and particular when it was deemed satisfactory for one to one nursing to be withdrawn.  I cannot find intentional rounding notes from the period preceding the fall and one would have expected these to be there.  A significant amount of the documentation available from the time of the fall was completed after the accident had occurred.

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Clinical staff must not over look areas where pressure sores can develop.

Care plans needs to be in situ for oxygen therapy and staff need to undertake regular checks including the ears

Dressings can be placed under the tubing to prevent the breakdown of skin for patients on long term treatment.
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				All SIRI's and never events reported in 2015.  Due to the minimal number of ‘Never Events reported, specific months  for each of these events will not be released under Section 40 (3(a(ii)) and Section 41(1(b) of the Freedom of Information Act 2000, as releasing this information may lead to the undue stress of families and patients as this information may still lead to patients being identified.









		DW Reference Number		Location (type)		Was the incident a Never Event?		Type of incident		Detail		Lessons learned

		DW20561		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Admission		All patients with a 12 hour decision to admit time must be communicated between all departments involved, the ED senior sister and nurse in charge of ED must escalate as per the policy of the patient has not left the department at 11.5 hours.  



Handover from patient flow coordinator to 4600 bleep holder, even if only for a short period must be carried out in a structured way to ensure all patients in the department are discussed.  



No Adhoc meetings should be held in the patient flow office.

		DW20624		Ashcombe Birth Centre		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies		A debrief session and reflection with senior Trust management will take place for maternity team early in February. Maternity services will consider any further learning from points raised by team members.

		DW20646		Emergency Department		No		Clinical assessment (investigations, images and lab tests)		Assessment - other

		DW20850		Waterside Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Clear and more accurate documentation 



More effective communication between  staff



Promote better care planning and evaluation of patient’s skin integrity.



Maintain effective risk assessments and ensure robust SSKIN elements are in place.



More analytic description of skin integrity on repositioning charts.

 

Use of air mattress and troughs from onset



Involve the patient with education and knowledge of pressure prevention and provide a patient leaflet 









		DW21033		Steepholm Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		SUI

		DW21121		Emergency Department		No		Diagnosis, failed or delayed		Diagnosis - other		Improved communication

		DW21128		Harptree Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		To ensure that patients who are independent but use walking aids are reminded that they need to do so.

		DW21191		CT SCAN 		No		Clinical assessment (investigations, images and lab tests)		Images for diagnosis (scan / x-ray)		ERROR:#NAME?

		DW21211		X-ray		No		Diagnosis, failed or delayed		Cancer - Dx failed or delayed		1.	Green forms to be used by MSK/Physio staff when requesting radiology investigations

		DW21274		Emergency Department		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  

		DW21282		Steepholm Ward		No		Diagnosis, failed or delayed		Some other medical condition 		POOR COMMUNICATION HOOH



Update following SIRI- Escalate issues as they arise to the appropriate person.

Clear and appropriate documentation

Improved handover.

		DW21377		Theatre		No		Treatment, procedure		Connected with the management of operations / treatment		See SIRI Attached



•	Dual plates are the recommended plates for patients undergoing surgery as this is the only plate that provides an alarm when it becomes unattached.

•	It has allowed us to have confidence in our practice. There was no negligent cause.

•	It is imperative that statements be made swiftly after any incident as this helps to investigate thoroughly.

		DW21519		The Stroke Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		That all patients who require turns are done so on a regular basis and recorded in the nursing records and any problems are to be addressed immediately.

		DW21546		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		 improvement required in documentation, raise awareness of importance of utilising pressure relieving equipment timely, raise awareness of the role of incontinence in pressure dmage.

		DW21622		Corridor Second Floor		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		DW21844		ITU		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Unavoidable incident

		DW21926		Surgical Assessment Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Nursing staff on SAU not compliant with all aspects of SSKIN bundle leading to deterioration of skin for high risk patient.

		DW22126		Harptree Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Ward area to be kept tidy and organised.

Use of care guide in patients that have been admitted due to a fall, and those patients that are deemed at risk.





		DW22201		Steepholm Ward		Yes		Treatment, procedure		Connected with the management of operations / treatment		Trust care plan followed. To check and document length on NG tube at insertion and at shift hand over. Improved policy is needed as well as specific form of documentation.

		DW22217		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Clear and more accurate documentation 



More analytic description of skin integrity on repositioning charts.

 

Use of  preventative aids ( air mattress, aderma) from onset







		DW22360		Theatre		No		Treatment, procedure		Connected with the management of operations / treatment		Even apparently well patients with peritonitis can deteriorate very quickly and, if they develop multi-organ failure before corrective surgery, their outlook may be bleak.

		DW22507		Theatre		No		Medical device/equipment		Medical device/equipment		Kit no longer used in Weston Trust. 

Indemnity was in place with Procurement approval.

Financial settlement agreed with patient.

		DW22666		Clinical Decision Unit		No		Abusive, violent, disruptive or self-harming behaviour		Self-harm during 24-hour care		Clear and careful planning of patients with high risk of deliberate self-harm is required in collaboration with the mental health team and hospital nursing staff.

		DW22671		Hutton Ward		No		Medication		Administration or supply of a medicine from a clinical area		The administration of essential Dementia related medications and pain control are paramount to the delivery of safe and dignified care to patients suffering with Dementia.



Staff need to know the difference to care delivered in a Nursing Home as opposed to a residential Home when planning discharge.

		DW22715		Steepholm Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Nil

		DW22745		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		The value of photographs 



 Input from this patient has been a help in identifying the cause 



		DW22851		Cheddar Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Earlier interventions ( Aderma, Mercury Advance Matress)

Assessment on discharge

Photo on discharge and at assessment

Staff need to understand that “sloughy grade 2” is grade 3

Bank NA ( and all NAs) to escalate to RN when they see a change to tissue ( i.e “sloughy” in this instance)  



		DW22926		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Pressure ulcer prevention must be commenced in ED – and documented on Trust repositioning charts in line with the rest of the wards





Training on grading pressure sores would be beneficial. Staff to undertake the next Healthy heels study day organised by the Trusts tissue viability nurse.



Staff reminded to use troughs and heel lift equipment and their responsibility in ensuring patients do not develop pressure damage due to omission in care.

		DW22917		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Every patient with Diabetic Neuropathy to be assessed and the repositioning chart to be started on admission to aid in regular pressure area care.

Age of patient and disease to be taken into account when assessing skin integrity.

		DW22923		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  		If a patient is referred out of hours to the 4600 bleepholder these patients should be followed up to ensure that they have improved.

The NEWs escalation was not followed as per the protocol.

		DW22936		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Admission		The counter measure following last event of monitoring the countdown board was not used.



The matron was required to attend meetings out of the department and not available to support the Patient flow coordinator at the time of this breach.



No escalation to senior management was carried out which would have alerted the Senior team to the approaching breach



This was an avoidable breach, but due to competing pressures, 3 previous patients being transferred earlier in the morning to prevent 12 hour DTA breaches , a busy ED and limited discharges that morning following a busy bank holiday weekend the patient flow and ED teams did not keep track of this patient.

		DW22992		Medical Assessment Unit 		No		Abusive, violent, disruptive or self-harming behaviour		Abuse by the staff to the patient		N/A

		DW23018		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		

•	The frequency of repositioning has a direct impact on the development of pressure ulcers



		DW23012		The Stroke Unit		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	Staff to keep patients bed area free of clutter and to put things away in the appropriate place provided.

		DW23201		Hutton Ward		No		Abusive, violent, disruptive or self-harming behaviour		Abuse by the staff to the patient		Nil

		DW23251		Cancer Services		No		Diagnosis, failed or delayed		Cancer - Dx failed or delayed		•	Given how easily a wrongful data entry can be recorded following an out-patient appointment, should a fast track patient be so easily removed from consultant care? If the discharge status had been checked, the patient clinic outcome would have been seen to have been wrongfully recorded; the pink jacket not removed, and the situation recovered much sooner



•	Removing patient from consultant care and then Fast Track pathway should not be allowed to occur without some form of confirmatory procedure and practice in place.



•	The practice of the consultant in discharging all patients only to recall them when results then received reveals further attention be required has already been changed in the light of this investigation.



		DW23288		Harptree Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Recommendations put forward for wards re care and service delivery shortfalls:

		DW23345		Hutton Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	Recognising the potential effects of post op anaesthesia, unfamiliar surroundings and staff, urine infection and isolation in the side room. This can contribute and impact exacerbation of confusion with cognitively impaired patients.



•	Utilise effective pain scoring with evaluation.



•	Follow through of urinalysis to rule out a urinary tract infection.



•	Identifying how physiological aspects can affect cognitively impaired patient including constipation and dehydration.

		DW23436		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	Pain symptoms to be controlled earlier by other routes of Analgesia.



•	With all long lie patients more stringent pressure area care needed.



•	Understanding of the prescription on the repositioning chart



•	To highlight to all staff about the ability and assessment of patients height in the bed.



•	Making sure all staff aware about the ability to extend all the electric beds



		DW23512		Hutton Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	Additional training on UTI detection by symptoms (indications for MSU) and how a UTI can impair patient cognition.

•	Recognise increased risk in patients who are independent with limitations.

•	Recognise increased risk in patients who are confused or variably confused.

		DW23544		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Discharge

		DW23642		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Discharge		1.	Poor documentation by middle grade doctor, the documentation was not legible, there was no time recorded of when the doctor saw the patient, he also did not name and sign it.

2.	To ensure the nurse is clear on the self medication protocol There is a specific protocol re medicines and there is a section which relates to self medication, the nurse on SAU allowed the pt to self administer her nebuliser as she had it with her however as the pt was on CDU should have got it prescribed



		DW23746		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	All pressure areas must be assessed when a patient is admitted to the ward. Dressing must be removed to validate the grade of the pressure ulcer. 

•	Incontinence was a major factor and should have been addressed on admission.

•	NA’s must inform the RN of any changes to the patient’s skin.

•	Wound care plans must be completed in a timely manner.

		DW23772		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	All pressure areas must be assessed when a patient is admitted to the ward. Dressing must be removed to validate the grade of the pressure ulcer. 

•	Incontinence was a major factor and should have been addressed on admission.

•	NA’s must inform the RN of any changes to the patient’s skin.

•	Wound care plans must be completed in a timely manner.

		DW23802		Cancer Services		No		Diagnosis, failed or delayed		Cancer - Dx failed or delayed		•	MDT Coordinators now refer between each other when it is noted at MDT that  a referral is to be made between specialities, so that patients can be tracked.





		DW23851		Emergency Department		No		Clinical assessment (investigations, images and lab tests)		Assessment - other		•	It has been accepted that the triage process was not fit for purpose, and required  rapid improvement.

•	Patients need to be assessed within 15 minutes of arrival to ED, and all should be triaged using the Manchester Triage System.

•	Triage whilst swift should be robust, auditable and documented within the ED cards.



		DW23905		Uphill Ward		No		Abusive, violent, disruptive or self-harming behaviour		Abuse by the staff to the patient		A reminder of the importance of providing psychological support for patients during difficult episodes.



When approaching patient who have had multiple issues with staff consider two members of staff attending the patient for each episode of care.



However it should be noted these measures were in place on Uphill Ward at the time of the alleged incident and they did not prevent it from occurring.





		DW24047		Emergency Department		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  		Immediate recommendations  following SBAR investigation 30/07/15

1.	Sepsis indication and Sepsis 6 sticker to be attached to all CAS cards and applied with immediate effect – HUB asked to print off. ED to attach. This will be temporary and sticker version can be reviewed. 

?	This was made practice from 31/7/15

2.	Triage method to be identified and audited for compliance. Policy to be written

?	Triage sticker in use from 31/7/15. This is now audited and reported through Directorate Governance. Trust gains assurance at Quality and Assurance Committee and Business Planning Meetings. Reported in August meeting 

?	Triage policy ratified August 2015

?	Minutes for ED sisters meetings 24/08/15 and 07/09/15 show that triage and the new ways of working have been discussed.

3.	Consider asking paramedics to review case to look at why they were on scene of an hour before transfer and did not escalate to blue light

Consider putting this incident on the datix on reporting system

?	Datix submitted to their system Ref:W2258 and logged on W.A.H.T as DW24047. This falls outside W.A.H.T remit as involved treatment at sight and transfer to hospital. The author has been attempting to meeting with SWAT for mutual learning. Thus far this has been unsuccessful. 





		DW24244		Waterside Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		All staff need to be made aware of this incident and the learning that has been identified above. All staff must read the Pressure ulcer risk and prevention policy to understand that they are accountable for the prevention of pressure sores.





		DW24300		Kewstoke Ward		No		Abusive, violent, disruptive or self-harming behaviour		Abuse by the staff to the patient		Trust wide learning to ascertain if this use of positioning is a common practice.

		DW24341		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Remind registered staff of their accountability in relation to duty of care, supervision of none registered staff and Trust policy. 



Remind HCAs that their practice must have a registered nurse overseeing it and to raise concerns if this is not occurring.



Competency and capability of staff to be reviewed in this area of care.



		DW24392		Ashcombe Birth Centre		No		Labour or Delivery		Pre-eclampsia

		DW24727		Endoscopy		Yes		Treatment, procedure		Connected with the management of operations / treatment		The conditions for safe insertion of PEGs should be included in the Trust’s Clinical Guidelines.



The Trust should consider restricting PEG placement to a limited number of clinicians to concentrate Trust expertise in this respect. 



The Trust should introduce and audit counting of instrumentation before and after PEG placement.



Endoscopy staff should ensure that patient safety incidents are reported via the Trusts central incident reporting system – Datix.



		DW24777		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Staff need to provide holistic care and be questioning how long a dressing has been insitu, when it needs to be changed and assessing it for progress, healing and/or deterioration

		DW25142		Outpatients Quantock		No		Access, Appointment, Admission, Transfer, Discharge		Appointment		1.	Had the results of any tests identified malignancy, there is no guarantee that the ‘safety nets’ would have changed the outcome as these are intermittent (calls from pathology or radiology depend on who is reporting) or dependent on a secretary having the experience to identify a malignancy and refer it to the cancer team (many inexperienced admin staff don’t read results – they will just file them for review is it there job to interpret results andaction). This could have been a lot worse.



2.	Delays in reviewing results & completing patient admin remain an issue for the colorectal team. This has been a long standing issue, and whilst it is linked to multiple factors; pressures due to levels of work, absence from members of the team, or lack of secretarial /admin support, it hasn’t been resolved. 2 weeks turnaround is deemed reasonable and appropriate but is not currently achievable. Joint working and planning between admin manager and consultant team required rather than expecting admin manager to resolve all issues.





3.	The colorectal admin processes need to be reviewed and agreed between the consultants and the secretaries so a consistent and robust process is in place – there is some confusion as to what is required for patient admin to be undertaken properly eg need to see notes with results, need to only see last letter with results, will sign results before they get filed, don’t sign results, review results interested in, on line etc etc.



		DW25443		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	Registered nurses to take account and responsibility for essential pressure ulcer prevention practices on Harptree ward

•	The delay in providing preventative equipment can contribute to pressure damage

•	Ensure timely assessments, review and management of care is initiated by the  R/N

•	Understanding how ineffective pain control can have consequence’s which inhibit patient’s mobility and contributing to a higher risk of skin damage. To demonstrate actions for pain control and establishing patients understanding for continuing frequent pain control, to support comfort.



		DW25583		Endoscopy		No		Treatment, procedure		Connected with the management of operations / treatment		Inadequate management of GI bleed which contributed to this ladies death.  



		DW25565		Emergency Department		No		Treatment, procedure		Treatment, procedure - other		•	The importance of all  patients having a full set of observations on admission to ED

•	The importance of taking a full medical history and if possible a full list of medications on admission to ED particularly any Immunosuppressant’s or Chemotherapy treatment.

•	The importance of the HOOH team escalating appropriately to the medical team in the  prevention of patients deteriorating

•	Further teaching  is required in ED around sepsis

•	The importance of clear and concise documentation  



		DW25628		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Registered nurse responsibility to ensure repositioning charts are completed correctly on a daily basis

Provide assurance that staff understands pressure area care guide and Trusts Pressure area policy. 

Registered nurse responsible for commencing and delivering wound care management

Pressure sores to be part of the safety brief handover 

All staff to be reminded of the importance of repositioning.

All staff to be made aware of this incident and follow through recommendations.



		DW25689		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Patient moved to  MAU when stable.  Extra capacity beds opened later that day.

		DW25705		Endoscopy		No		Diagnosis, failed or delayed		Diagnosis - other		All locum Endoscopist to be  assessed as competent to undertake Endoscopy procedures





		DW25898		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	This fall could have been prevented if the correct falls prevention equipment was used.

•	The importance of updating falls risk assessment post fall

•	The importance of checking patients foot wear

		DW25911		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Pressure Ulcer Risk Assessment did not dictate level of intensity of preventative actions so blanket rules used despite this patient being a high risk.

Patients with a history of non-compliance must have a clear discussion of the risks to their health related to repositioning.

Where dressings cover an area of skin at high risk of pressure damage there must be a skin assessment and clear documentation of this at each dressing change.



		DW26053		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		
•	The frequency of repositioning has a direct impact on the development of pressure ulcers.

•	Usage of the correct documentation is paramount for consistency of care 

		DW26075		Hutton Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	Recognising the care needs for cognitively impaired patients and those who have a high falls risk.

•	Identifying how physiological effects such as postural hypotension can affect any patients but especially cognitively impaired.



		DW26090		Ambulatory Emergency Centre - ED		No		Diagnosis, failed or delayed		Diagnosis - other		•	Lack of joined up communication from the first ED visit and CT scan.

•	Lack of communication throughout the multiple admissions

•	Lack of a robust referral/appointment system between AEC and ED

•	No shared reporting from CT

•	Communication to the patient’s GP inadequate



		DW26125		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	Training needed for staff with regards to the MUST scoring and escalation to the Dieticians

•	Review of pressure ulcer documentation needed to help staff understand expectations in pressure ulcer management



		DW26151		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		
•	The frequency of repositioning has a direct impact on the development of pressure ulcers.

•	Usage of the correct documentation is paramount for consistency of care 

		DW26262		Theatre		Yes		Treatment, procedure		Connected with the management of operations / treatment		SIRI report collated.to be submitted for discussion and shared learning at theatre Improvement Group.

to be presented at surgical Governance February.

		DW26365		Emergency Department		No		Security		Security - other		Unavoidable situation

		DW26570		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	There is a noticeable lack of registered nurse accountability for pressure area care and monitoring, a lack of requesting specialist support and an inconsistency in documentation.

•	There is a need for preventative monitoring on all patients especially those identified at risks of pressure damage.

•	There is a moisture lesion versus pressure damage knowledge gap to be addressed within the nursing team.

•	There is a knowledge gap relating to pressure damage descriptors and grading- sloughy pressure areas graded as grade 2 damage in patient records.



		DW26594		Recovery (Main Theatre)		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		1.	The Trust has now put in place a risk assessment/End user checklist in place loan equipment/ devices   

2.	MEMO will be involved  equipment, regardless of hired or purchase

3.	Staff need to report faulty equipment to formally raise issues of equipment faults  
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		All SIRI's and never events reported in 2016.  Due to the minimal number of ‘Never Events reported, specific months  for each of these events will not be released under Section 40 (3(a(ii)) and Section 41(1(b) of the Freedom of Information Act 2000, as releasing this information may lead to the undue stress of families and patients as this information may still lead to patients being identified.









		Location (type)		Was the incident a Never Event?		Type of incident		Detail		Lessons learned

		Uphill Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		The patient had reduced level of capacity and would not have been able to follow direction. She should have had a sustained level of supervision whilst maintaining dignity at all times, thus minimising the risk of unwitnessed fall

		Cheddar Stroke Unit		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	All registered and non registered nurses need to be made aware of their responsibility in preventing harm to patients caused by pressure ulcers.

•	Due to poor assessment of the patients skin, skin deterioration went undetected and a Grade 3 pressure sore developed



		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Implementation of Waterlow risk assessment to capture patients who are at risk and to give clarity to actions needed. This would offer intervention. Commence Interventions as soon as the patient triggers “at risk”, even if the patient is mobile and appears to be self-caring

Documentation- 

•	Particular attention should be paid to repositioning patients between  2000hrs and 0200hrs

•	Registered nurse should indicate/ request/ prescribe frequency of repositioning on repositioning chart

•	More robust MUST assessments on admission to make accurate assessment of nutrition. Particular attention to previous weight loss prior to admission. Dieticians to continue training around this

•	Immediate implementation of the repositioning chart at the point that patients are deemed to be “at risk” of developing pressure ulcers. To apply to patients who are mobile as well as those with reduced mobility.

Consideration by RN on initial skin assessment to co morbidities that render skin fragile. Training issue. 

Closer attention to be paid to elbows, heels, ankles, although these were not validated as pressure ulcers and may have been due to multiple co morbidities that have an effect on the skin.  

Show pictures of pressure ulcers to the patient and family/ carer, where appropriate.



Take photographic evidence of pressure areas and upload to datix

Involve dietician as soon as it is identified that patient needs nutritional supplements.





		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Implementation of Waterlow risk assessment to capture patients who are at risk and to give clarity to actions needed. This would offer intervention. Commence Interventions as soon as the patient triggers “at risk”, even if the patient is mobile and appears to be self-caring

Documentation- 

•	Particular attention should be paid to repositioning patients between  2000hrs and 0200hrs

•	Registered nurse should indicate/ request/ prescribe frequency of repositioning on repositioning chart

•	More robust MUST assessments on admission to make accurate assessment of nutrition. Particular attention to previous weight loss prior to admission. Dieticians to continue training around this

•	Immediate implementation of the repositioning chart at the point that patients are deemed to be “at risk” of developing pressure ulcers. To apply to patients who are mobile as well as those with reduced mobility.

Consideration by RN on initial skin assessment to co morbidities that render skin fragile. Training issue. 

Closer attention to be paid to elbows, heels, ankles, although these were not validated as pressure ulcers and may have been due to multiple co morbidities that have an effect on the skin.  

Show pictures of pressure ulcers to the patient and family/ carer, where appropriate.



Take photographic evidence of pressure areas and upload to datix

Involve dietician as soon as it is identified that patient needs nutritional supplements.





		Waterside Ward		No		Treatment, procedure		Treatment, procedure - other		•	Overwhelming demand on ED and ITU overnight – significant impact on ITU SHO and Unwell patients on wards due to Outreach covering ward – Outreach not to be  used to fill gaps in staffing except in extremis escalation and with discussion between executive on call and ITU consultant ( recommend add to policy)

•	ITU full with no ward able patients all day – Must refer to escalation policy and escalate to Executive on call and ITU consultant for planned transfer of patients elsewhere before  night when reduced support available.





		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	•	The patient was at increased risk due to extreme age and prolonged immobility.  

•	Preventative measures were inadequate 

•	Lack of equipment

•	Clinical assessment of staff



		Surgical Assessment Unit		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Confusion caused to staff by changes to documentation.

Pain needs to be addressed to enable patients to use appropriate pressure relieving equipment. 

		Uphill Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		That an assessment of a person’s ability to mobilise independently cannot be a total guarantee of safety. 

		Cheddar Stroke Unit		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	There appears to be a limited understanding of the connection between the importance of completing nursing documentation and direct patient care.

•	Increased reliance on nursing assistants documenting in the nursing documentation.

•	Delay in providing essential pressure reliving equipment for high risk patients

		Outpatients Quantock		No		Diagnosis, failed or delayed		Diagnosis - other		All processes within administration need written SOPs as in times of high turnover there is no consistent approach currently.



1.	Formal system (IPT form advised but other similar documentation including consultant dictated letter would also work) to be used for all inter-provider transfers

2.	Copy of IPT form if used to be filed on patients notes, if dictated letter being used this should be annotated with when sent and when received by Burnham on Sea.

3.	Following confirmation of transfer from receiving Trust, person initiating transfer to ensure patient removed from pending / waiting list. SOP to be written by administration manager.



		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	Preventative measures to be put in place on high risk patients

•	Planning/evaluation of care should be undertaken by the registered nurses

•	All RN’s should assess and document the patients skin integrity once per shift on high risk patients

•	Patients at risk should be highlighted on the safety brief and handover sheet

•	Bedside handover should include a handover of equipment required for the patient

•	Pressure area care should be commenced on admission to ED and continued in ED whilst the patients remain in the department.  

•	Training regarding deep tissue damage and how to recognise and prevent it.  



		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	There are gaps in repositioning. All staff made aware of the importance of repositioning patients regularly

•	Staff to be made aware of this incident and the evidence that the patient had a purple heel and the consequence of this in relation to rapid intervention

•	All staff require training to enable them to complete the repositioning charts and intentional rounding tool appropriately.



		Emergency Department		No		Treatment, procedure		Treatment, procedure - other		SOP not being followed. no one taking overall responsibility or tracking progress against plans.



A plan does not mean issue solved. plans can fail.



ED staff unclear about 12 hour clock and whether a DTA decision can be reversed stopping the clock. As it was the decision not to admit was conditional upon a safe PT assessment which did not transpire.

		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	To ensure that patient risk assessments are a true reflection of the patient.

•	To ensure that all areas are free from clutter reducing the risk of falls.

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	Importance of preventative measures




		Draycott Unit		No		Accident that may result in personal injury		Slips, trips, falls and collisions		To heighten awareness of recording mobility status regularly to identify if there is deterioration 

To heighten awareness of recording cognitive ability to identify if there is deterioration





		Draycott Unit		No		Treatment, procedure		Connected with the management of operations / treatment		•	On-going monitoring of bloods should be continued weekly and prior to transfer to the medically fit for discharge ward to ensure patients are not deteriorating.  



•	Clear and timely documentation is an absolute necessity for all patients.  

		Berrow Ward		No		Access, Appointment, Admission, Transfer, Discharge		Discharge		Staff to be informed that each individual wound, not just pressure ulcers, require regular assessment by the RGN and a wound care plan.

Staff to use the discharge check list as this would have prompted the nurse as to whether the patient required a district nurse.


Tissue viability link nurse/Senior sister to conduct an audit to establish if wound care plans are being completed correctly and fully.



		Emergency Department		No		Treatment, procedure		Treatment, procedure - other

		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Emergency Department		No		Treatment, procedure		Treatment, procedure - other		1/ The ED Tracker role is available for busy periods, enabling the Nurse in Charge to focus of the quality and safety of patient care.



2/ Arrangements for cover for breaks for the Nurse in Charge are formalised (and work) during times of pressure.



3/ Decision making at times of escalation should occur jointly with the lead paramedic accompanying the patient.



4/ Guidance for staff on how to respond to pre alerts should be formalised and audited. This will include the responsibilities of both the Nurse in Charge and the Senior Dr in Charge.



5/ The Department should have clear criteria for admission to a resuscitation bay or majors bay.



6/ Pre alert documentation should include NEWS red flags and intended bed space.



7/ The Trust should consider whether a long day shift is appropriate for the Nurse in Charge role in the Department.



8/ ‘Reverse triage’ at times of escalation is formalised and audited – so that treated and stable patients are transferred back to the corridor if necessary – so that those whose condition is unknown are managed in the best environment.



9/ The Trust should review the support available to the Department for pharmacy supplies.



10/ The Trust should review the support available to the Department for documentation management



11/ Similar events will be recorded as patient safety incidents.



12/ A template for statements should be developed and included in the Trust’s incident policy



13/ The timeframe for completion of statements should be included in the Trust’s incident policy



		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Improve awareness and understanding of how to assess skin/ relieve pressure for patients with POP. 

Increase the understanding and importance of assessing the waterlow in the appropriate time frames as per policy.

Registered nurses responsible for ensuring repositioning charts are completed correctly on a daily basis and updated.

All staff to be reminded of the importance of repositioning and using pressure relieving aids

All staff to be reminded of the importance of timely documentation and ensuring, all entries are dated, timed, signed and name printed as per Protocol for Nurse Documentation and relevant patient details are documented.

All staff to be made aware of this incident and follow through with recommendations.



		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Extra care should be given to patients who are at high risk with on-going history of pressure damage.





		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Avoid patients in ED for longer than 4 hours, and if anticipated that they will be there longer and their pressure ulcer risk assessment indicates a risk then an appropriate mattress should be sourced.

Correct implementation of actions following pressure ulcer risk assessment.

Photographs to be taken of all grade 2 and above pressure ulcers and attached to datix( including in ED) at the point of discovery, and any vulnerable areas clearly documented.

Accurate skin assessment and documentation by registered nurse.

Early use of dynamic air mattress

Reposition 2 hourly as prescribed

Updated pressure ulcer risk assessment tool and documentation to be reviewed and training provided to all staff.

Clear standard operating procedure and care plan to be in place.



		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies

		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies		- Information & Communication Improvement including Escalation



- Reduction of ED traffic at peak times



- Identification of pathway on arrival to ED to ensure better care and discharge planning



- Reduction in long stayers – specifically reduction in >10 day LOS



- Policies need to be updated to reflect new structures

		Cardiology Clinic		No		Treatment, procedure		Connected with the management of operations / treatment		The rapid access chest pain service could be improved.  

		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies

		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies

		Hutton Ward		No		Medication		Medication error during the prescription process 		As agreed at orthopaedic Mortality and Morbidity review 

1.	Doctors are to call residential homes  or GPs for routine medications if patient does not bring in or is unable to give history

2.	Doctors to access  summary care / care connect in ED 

3.	SHO’s to give accurate handover between juniors especially regarding jobs outstanding

4.	Registrars to ensure everything has been undertaken for the patient at ward rounds – Bloods, X-Rays, analgesia, medications, consent, marking etc. 

5.	Critical Care Out Reach to undertake spot audits to ensure compliance with NEWS and provide update learning throughout the Trust



		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Infection control		All medical and nursing staff should be reminded of the importance of probiotics when prescribing broad-spectrum antibiotics. Pharmacy and microbiology staff could assist by checking for the prescription of probiotics whenever reviewing treatment cards.



Weekly hand hygiene audits to monitor compliance



Monthly cleanliness audits to be undertaken



Remedial works to be undertaken in cubicles to improve effective decontamination



Full ward refurbishment required to improve effective decontamination and reduce clutter



Focus on CDiff and hand hygiene as a hot topic



		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		In terms of learning from the incident, I will issue a Lessons in Clinical Practice Bulletin on the importance of CT scans in patients who are on anti-coagulants.

		Surgical Assessment Unit		No		Treatment, procedure		Treatment, procedure - other		•	It seems that staff involved in the patients care did not fully understand the consequences of not monitoring the patient’s blood sugars, however according to the Diabetic care guide for managing Hypoglycaemia the nurse followed hospital policy for the frequency of recording blood sugars. This will need reviewing. (Please see action plan)

•	SAU nurse did not recognise the symptoms of hypoglycaemia and assumed the patient was confused.



		Emergency Department		No						•	Security of medications in the Emergency Department

•	Documentation needs to be improved.

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	There appears to be a limited understanding of the connection between the importance of completing nursing documentation and direct patient care.

•	Increased reliance on nursing assistants documenting in the nursing documentation.

•	Escalation of pressure damage concerns were not action



		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Teaching in to the use of TED stocking in the Trust

Staff unfamiliar with surgical complications and management should be provided with support

Clarification of the use of the rounding tool

Ensure timeliness of referrals to dieticians



		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Accurate skin assessment and documentation by registered nurse

Plan of care to be in place – although preventive measures in situ

Photographs of Grade 2 to be taken at time and attached to Datix (Datix completed) at the point of discovery.

Updated pressure ulcer risk assessment tool and documentation to be reviewed



		Cheddar Ward		No		Treatment, procedure		Treatment, procedure - other

		X-ray		No		Treatment, procedure		Connected with the management of operations / treatment

		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		SIRI

		Kewstoke Ward		Yes		Accident that may result in personal injury		Slips, trips, falls and collisions

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Outpatients Quantock		No		Treatment, procedure		Connected with the management of operations / treatment

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		- Staff to be more vigilant with pressure area assessments as documentation was poor for that area with little assessment's

being completed on the spin

-but well documented for heels and sacrum.



 

		Surgical Assessment Unit		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies

		Cheddar Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		all staff to receive refresher TV Training.

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Steepholm Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Ashcombe Birth Centre		No		Treatment, procedure		Treatment, procedure - other

		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Discharge

		Emergency Department		No		Infrastructure or resources (staffing, facilities, environment)		Lack of/delayed availability of facilities/equipment/supplies

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Emergency Department		No		Treatment, procedure		Treatment, procedure - other

		Emergency Department		No		Treatment, procedure		Treatment, procedure - other

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other
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		All SIRI's and never events reported in 2014.  Due to the minimal number of ‘Never Events reported, specific months  for each of these events will not be released under Section 40 (3(a(ii)) and Section 41(1(b) of the Freedom of Information Act 2000, as releasing this information may lead to the undue stress of families and patients as this information may still lead to patients being identified.









		Location (type)		Was the incident a Never Event?		Type of incident		Detail		Lessons learned

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		


Repositioning of vulnerable patient is key to preventing pressure ulcers.

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		ITU		No		Treatment, procedure		Arteries and veins		Lessons Learned:



Chest X-ray is not a reliable method for diagnosis of misplaced CVC into carotid artery.

Ultrasound is not a reliable method for diagnosis of misplaced CVC into carotid artery.

Communication between members of the team is crucial.

Distraction by excess of supernumerary staff might affect patient safety.

Distraction by other emergencies might affect patient safety (which in retrospect was less urgent).



Action taken:



We will discuss change in policy of placement of Central venous catheters to avoid further incidents, considering transducing and/or blood gas sample for CVC line placement.





		Outpatient Main		Yes		Treatment, procedure		Connected with the management of operations / treatment		Lessons Learned?



	•	The nature of BCC and its subtleties can cause ambiguity around the surgical site.

•	Documenting discussions with patients could prevent  incidents and formal complaints.

•	If patients are capable of identify their surgical site that they should be encouraged to do so.

•	Medical photography is an area for investment in order to support patient safety and accurate surgical site identification.

•	Locum doctors require appropriate OPD information packs for reference and guidance.

•	Informal open debate and discussion (as used in this case) with staff involved with serious incidents can be a positive experience and very productive in terms of learning.

		Hospital (outside)		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learned



A patient with mobility problems using a taxi to access the hospital, the patient not being dropped at the appropriate entrance. Also at the time of the incident the main entrance refurbishment was in progress. During this period the alternative entrance and exit from the hospital was via either Emergency Department or at Churchill. Although both these entrances were suitable and fit for purpose, on occasions some members of the public were confused as how to enter the hospital.



Action taken:



The Trust has used members of the operational team to project manage a number of complex projects such as the main entrance project. My comment (adequate resources) would be to have a specific project manager for this type of work.



Adequate resources must be allocated to any project or minor new works activity. At project performance meetings risk assessments and method statements must be reviewed by the project team. Had this been the case we may have been better able to manage more effectively the potential root causes such as (d,e,f) above. Part of the project review prior to any capital work commencing is to ensure we have all the necessary documentation RAMS, resources, project plan in place before we start a project. This methodology would ensure that risks are identified prior to a project being given a start date. Also the actions to forward all RAMS to the governance for comments.









		Medical Assessment Unit 				Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned

	Better documentation required regarding the identification of grading pressure areas/sores



Recommendations?	Better documentation regarding patient pressure areas and the identification of them. Staff to actually document areas checked e.g., ears/nose/spine/sacrum/elbows/heels.



When it has been documented as 2 hourly change of position this needs to be adhered to and if the patient refuses then this needs to be documented each time.



2 nurses to grade the sores on admission to MAU.



This incident needs to be shared between ED, MAU and Kewstoke as neither area assessed the sores in a timely manner.







		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned?

	Patient’s pressure areas must be checked on admission to ward, with patients permission. If there is a valid reason why this has not been done it must be documented.

Patients must be repositioned at regular times according to the time stated on the chart.

When a patient has their position changed, it must be documented that a skin assessment has taken place.





Recommendations?	Patients pressure areas to be assessed on admission. If this is not possible, it should be documented and handed over to the receiving ward.

Staff should adhere to pressure ulcer policy and report via the datix system as soon as a pressure ulcer is discovered.

All Staff to fully complete relevant documentation in a timely manner.

Patients at risk of pressure ulcers should be nursed according to the sskin bundle instructions.

All preventative measures to be taken to include air mattress, repositioning chart, leg troughs if required, referral to dietician if required.

Ward manager to share the finding of this report with the ward staff.









Recommendations?	Patients pressure areas to be assessed on admission. If this is not possible, it should be documented and handed over to the receiving ward.

Staff should adhere to pressure ulcer policy and report via the datix system as soon as a pressure ulcer is discovered.

All Staff to fully complete relevant documentation in a timely manner.

Patients at risk of pressure ulcers should be nursed according to the sskin bundle instructions.

All preventative measures to be taken to include air mattress, repositioning chart, leg troughs if required, referral to dietician if required.

Ward manager to share the finding of this report with the ward staff.





Recommendations?	Patients pressure areas to be assessed on admission. If this is not possible, it should be documented and handed over to the receiving ward.

Staff should adhere to pressure ulcer policy and report via the datix system as soon as a pressure ulcer is discovered.

All Staff to fully complete relevant documentation in a timely manner.

Patients at risk of pressure ulcers should be nursed according to the sskin bundle instructions.

All preventative measures to be taken to include air mattress, repositioning chart, leg troughs if required, referral to dietician if required.

Ward manager to share the finding of this report with the ward staff.



















		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Nursing staff on Kewstoke need more education of diabetes management and DKA.

Consider diabetes management plans to be highlighted in notes for any future complex diabetic admissions.

Improved communication between teams.





Recommendations?



	•	Affected staff to follow DKA protocol.

•	Education on DKA and diabetes.

•	To engage staff in pulling patients over from MAU (expedite patient transfers out of MAU to specialised areas) 

•	Safer handover when taking a break to their colleague to highlight ill patients and plan.

•	Consider diabetes management plan for any future complex diabetics to be written in their notes on how to manage future admission.

•	Diabetes team to discuss acrapid protocol. For clarity on administration and prescribing by the doctors.

•	Communication of any treatment by specialist nurse when written in the notes to be communicated to nurse in charge and doctor caring for the patient.

•	 Diabetic nurse to take prescribing course.



		Rowan Ward				Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned?

	Nurses to be more vigilant.

Nursing assistant to inform trained nurses any change of condition in a timely manner.

Trained nurses to assess patients in a timely manner and action immediately. 

Empowered trained nurses to be more responsible and accountable on their shift.

To ensure all documentation is signed. There are significant gaps between entries.





Recommendations?	•	Every patient who is at risk of pressure sore developing should be on regular turns every 2 hours, or more frequently as required.



•	More detailed documentation needed informed. 



•	Allied professional manager to ask the team to check and document pressure area care whilst they are under their care.



•	Remind staff to report on datix in a timely manner.

		Cheddar Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned



A different approach to documentation has been implemented on  ward which is not consistent with the rest of the Trust, this has not been beneficial to this patient and has been incorrectly completed. This needs to be addressed.



Timely prescriptive repositioning of patients with vulnerable skin is paramount to prevent the development of pressure ulcers. 



Staff need to be accurate and consistent when recording skin assessments. 



Recommendations



Documentation to be consistent across the trust



Repositioning chart currently being reviewed regarding terminology by TVN



Staff on ward to be held responsible for poor record keeping. 



Registered Nurses need to improve assessment skills of grades of pressure ulcers.

		Clinical Decision Unit		No		Implementation of care or ongoing monitoring/review		24-hour monitoring of "at risk" mental patients

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Infection control		Noactions identified

		Steepholm Ward		No		Treatment, procedure		Treatment, procedure - other		Lessons learnt:



Patient s family at a later point requested via a formal complaint for an explanation as to why the fracture occurred. This would suggest that although the family were informed at the time, they were not provided with a comprehensive explanation.



Action taken:



To be discussed at matron governance and completion of action plan.



Review with Manual Handling lead the movement of bedbound patients.



Manual handling equipment is fit for practice in the clinical area

		Other		No		Other - please specify in description		Other

		Medical Assessment Unit 		No		Diagnosis, failed or delayed		Cancer - Dx failed or delayed

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned



A period of 13 hours is not acceptable.

That nurses should state whilst doing personal care needs that they have removed the stockings and checked the heels.

The repositioning chart states intact pressure areas but no one has indicated that stockings were removed to check the heels.



Recommendations



Patients should not be moved from ward to ward in the night, it is not clear why this was done, the bed would have been there at 08.00hrs, there is no evidence to suggest why the bed was available at this time. Liaise with site team.

That we add TED stocking care guides to the list in the nursing booklet  (note VTE is in use)

A-g assessment on receiving patient from theatre.

Pathway for fracture neck of femur, tick culture and not always filled in? should be signed.



		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned



•	The need for improved grading of all pressure ulcers.

•	The need for improved documentation of pressure ulcers and changes in position.

•	The need to reposition at risk patients frequently.



Recommendations



•	Need to ensure all pressure ulcers are correctly graded.

•	Prescription of care (i.e Turns) should reflect the level of risk identified.

•	All pressure areas to be assessed correctly on admission to Harptree and documented including a photograph if a pressure ulcer is present. ( photograph taken by Tissue Viability Nurse  once a grade 3)

•	Engage patients in risks associated with non compliance.

•	Ward meeting in May discussed that all patients that are at risk need minimum 2 hourly turns, this is highlighted on the nurse handover printout. (hospital document under review by tissue viability nurse) 

•	This is also handed over on the ward safety brief evidenced by the handover book, nurse in charge responsibility to do.

•	Nurse in charge also highlighted in this book.

•	Tissue viability link nurse in place on Harptree and members for the pressure ulcer action group within the hospital.

•	Pressure ulcer risk assessment for the hospital needs reviewing and updating.

		Hutton Ward		No		Medication		Administration or supply of a medicine from a clinical area

		Harptree Ward		No		Medication		Administration or supply of a medicine from a clinical area		Lessons Learned



Signing of documentation.

O2 not prescribed.



Recommendations

Review use of air inlets and communication throughout trust.



		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned

	

Increase frequency of checks required on non compliant patients even if turns not required.

To improve documentation, documentation was not consistent from the nursing team.



Recommendations	

New mattresses to reduce potential “not being able to find one “ 





		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned?

	Staff are confident in assessing sacrum and heels but need to adopt a more robust practice of checking all risk areas, including bony prominences, such as spine, coccyx, shoulder blades and elbows.



Recommendations?	

Staff to continue checking all skin areas when they conduct a skin assessment on a patient this should be clearly documented.  This has been discussed at the ward meeting.

		Seashore Centre		No		Diagnosis, failed or delayed		Diagnosis - other		Lessons Learned



1.	Good practice would indicate that head circumference should be measured  as routine



Recommendations



1.	Review of child protection training to include signs and symptoms of “shaken baby”

2.	No Safeguarding Consultant involved in the safeguarding training.

3.	Consultant Paediatrician to undertake reflection with Lead Consultant for Safeguarding.

4.Staff member to improve future documentation.

5.Staff member to document contemporaneously.

6.	Incident to be included in appraisal portfolio.



		Cheddar Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learnt:



All patients who are high risk of falls and cognitively impaired to have enhanced supervision assessment to identify level of supervision and escalate to senior nursing team.

Affected patients must be visible at all times whilst still maintaining dignity.

Patient family later made a formal complaint. this would suggest there was poor communications between medical ,nursing staff  and relatives  



Action taken:



Patients at risk of falls and suffering with cognitive impairment should be discreetly supervised whilst behind curtains or in bathrooms.

Enhanced supervision assessment to be completed.



		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned

	-	Need to improve staff compliance in the correct use of the repositioning chart.

-	Need to prioritise pressure area care in daily workload.

-	Need to use preventative products timely.

-	Need for staff to be aware of products available and the correct use.

 

Recommendations

	-	Registered nurses to complete repositioning prescriptions of care fully.

-	All staff to complete the repositioning chart accurately on each inspection.

-	All staff to document findings of inspection, areas checked and clear descriptors of what seen.

-	Preventative pressure relieving equipment to be used timely, proactively not reactively.

-	All staff to be aware of their responsibility/accountability in patient care.

-	To review staffing establishment.

















		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Admission		Lessons Learned



-	Need to review screen layout.

-	Review the need for all staff to have access to first net.



-	Staff to be aware of how beds should be allocated and what escalation process to follow.



-	Lack of staff knowledge, for all staff within patient flow to understand there responsibility.

-	Ensure staff attend all relevant meeting and our aware of their roles.

-	Review of job descriptions



Recommendations



(a) Re-design screen layout to utilise unused columns for first DTA time and flash alert 12 hours +

(b) Greater screen visibility/size/prominence



a) Review of job descriptions & ensure clarity/ common understanding/interpretation. 

(b) Review of predictor calculations for bed planning 

(c) Challenge all bed numbers at bed meetings + confirmation re. ongoing veracity of plans



(a) Review JDs: manager of the day, ED coordinator, patient flow;

(b) Review bed allocation responsibilities/protocols, escalation processes for clarity. 

(c) Amend escalation processes

(d) Ensure documentation of and consistent application of bed allocation process 

(e) Ensure understanding by all staff of individual and collective responsibilities

(f) Review bed predictor tool



		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned



To ensure we continue to change patients position 2 hourly, if distressed patient then to ensure adequate pain relief/sedation.

If family object to moving, then they must fully understand the reasons why we need to repositioned and what can happen if we fail to reposition, we can do this by showing them the pictures of pressure sores in care plan and we must state that they have been informed and are fully aware.

Although we can listen to the family, it is the best interest for the patient that we reposition.



Recommendations	



Turns are to continue as planned for our end of life patients.

Patients pain to be managed to allow this to happen.

Improve assessment on admission.

Updating our repositioning charts to label pressure areas, so that all can be referred to.

To engage with patient and families the importance of repositioning.





		Medical Assessment Unit 		No		Accident that may result in personal injury		Slips, trips, falls and collisions		•	Falls risk assessment does not provide staff with clear guidance on how to prevent falls.



•	Ward needs a quick assessment tool for patients with clear guidelines on what actions need to be taken for the individual patient.



•	Staff education required.

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned



Teaching session and prompts may be required to refresh staffs practices to ensure that all pressure areas are checked.  Staff are to ensure that they carry out skin inspections on transfer to the ward.



Recommendations



All skin assessments must be of the full body this is to include all at risk areas. 

-	Turn chart may need to be amended to provide a prompt for which areas are to be checked at each turn. 

-	Uphill to assess all patients on admission to them. 

-	All staff to sign and print names on turn charts. 

-	Wards to look at the documentation of pressure area and recording of “all pressure areas intact” without clarification of which areas have been checked. 



		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learnt:



Staffs unfamiliar with patients to gain extra help with the moving and handling of patients.



Action taken

Patient is independently mobile but is likely to require extra supervision over night.

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		Lessons Learned



	Nursing Auxiliaries to always seek advice /support from registered nurses when faced with challenging situations that affect patient’s safety.



Staff working in a clinical setting need to understand the implications of the deprivation of liberty safeguards (DoLS) and how this affects vulnerable adults.

	



Refresher training on Mental Capacity and Deprivation of liberty for NA and BNA.



Physiotherapy Manager to communicate use of recliner chairs and Deprivation of Liberty to all staff within team and review staff attendance at Deprivation of Liberty training.



Feedback findings and lack of understanding of Deprivation of Liberty to trainers.



Review access and use of Care Guides on Ward ? wider issue within the Trust, discuss with nursing midwifery committee.



		Waterside Ward				Patient Information (records, documents, test results, scans)		Test results / reports		Lessons learnt



Need for following guidelines and ensuring the advice given is only for their area of specialist knowledge. I.e. the advice to not consider surgery may well have been appropriate, but they were not well-placed to advice about whether radiotherapy might have been appropriate.



Actions taken



1.	Update and simplify spinal cord compression guidelines on the intranet. Remove out of date guidelines. Clarify management pathway out of hours. Ensure all medical and A and E teams are aware.

2.	Ensure both neurosurgical colleagues and oncology colleagues are fully aware of management guidelines for MSCC. Need to ensure SpRs at BOC are clear of providing diagnostic out of hours MRI for cancer patients.

3.	Look again at whether any possible way of getting diagnostic MRI done out of hours e.g. via contract with private scanner/ locally etc



-	These action points relate to the acute oncology service, which is responsible for management of spinal cord compression. Consultant Oncologist is to address these above recommendations.

		Cheddar Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learnt:



•	Appropriate allocation of tasks, so as not to limit the number of staff on the ward at one time when challenging patients are evident.

•	Staff should not be deterred in reassessing patients as their condition changes or escalation for help.

•	The lack of a robust handover between Doctors and Nurses has caused harm



Actions taken:



•	Patients highlighted with a changeable behaviour should be reassessed on a short term basis and levels of supervision adjusted as necessary.  

•	The nurse safety brief should be enforced for use on  Ward (ward now closed)

•	Hand over process of critical information needs to have an urgent review and lead by a senior nurse. 



		Surgical Assessment Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learnt:



Pressure areas can develop on unusual areas of the body

Ears can develop pressure ulcers without friction caused by glasses or oxygen tubing etc. 



Action:



Nursing staff to increase knowledge on pressure area checks.  Trolley dash on the subject already in place across the trust.

Documentation to improve including equipment in use.

Ward Sisters to lead by example and spot check the assessments made by staff.

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned:



-	Nurses to be more vigilant 



-	Nursing assistants to inform trained nurses of any changes in a patients skin condition in a timely manner



-	Trained nurses to assess patients in a timely manner and action immediately.



-	Clear, accurate and evidence based documentation is essential



-	Tissue viability link nurse to become more active on ward



-	Improvement in entries on repositioning chart describing damage seen, areas checked and care in place.





-	Staff to focus on prioritising work load



-	During the ward RCA review meeting 17/6/14 inappropriate frequency of repositioning was identified as a root cause for this incident.  Due to existing damage repositioning should have occurred every 2 hours consistently during the inpatient stay, staff present identified this as sometimes difficult to achieve due to other patients needs and ward demands however it was highlighted that pressure area care is essential and  should be prioritised. Staff to reflect on their practice and to implement this focus in the daily work plan.



-	Safety handover to be reviewed, bedside handovers to be introduced 27/6/14



-	Promote improved assessments on patient’s skin integrity on the repositioning charts



-	Utilise all 5 elements on SSKIN bundle



-	Consider use of supplementary drinks for patients with are at risk of pressure damage



-	To consider the impact pressure damage has on a patient, in this instance increased pain, reduced mobility, loss of independence, inability to wear shoes/slippers.



-	Necessity to identify individuals responsible for care and discuss their accountability /practice during a 1-1 as well as a ward team



-	Implement a trigger tool for increased patient dependency versus the existing staffing establishment, create a clear guidance for registered nurses to escalate request for additional staffing.



Recommendations:



-	Every Patient who is at risk of developing a pressure sore should have a repositioning care chart prescribed to meet their individual needs



-	All patients with existing damage should be repositioned at least every 2 hours. 



-	Clear detailed documentation by all care workers.



-	Allied health professional manager to ask the rehabilitation team to check and document pressure area care when repositioning patients during rehabilitation sessions. 



-	Pressure area damage training will become a mandatory requirement for Allied health workers working on the rehabilitation ward, Ward Sister to address this with the physiotherapy lead. 



-	Ongoing refresher training sessions required for nursing team to ensure improvements to service provided occurs for all patients.



-	Empower trained nurses to be more responsible and accountable while on duty



-	Registered nurses to present investigations to colleagues to increase awareness of roles , responsibilities and accountability.



-	Staff to focus on prioritising work load.



-	Education and involvement of patients and their families in all aspects of skin care



-	Information and support to be provided to ensure that patients and families  understand the rationale for the care provided and participate as able.



-	Report to all staff risks at safety brief. 



-	Trial of bedside handover to be implemented 27/6/14.   Named trained nurse to act as lead nurse and review effectiveness with ward sister



-	Daily spot checks  of repositioning charts to commence 30/6/14 to ensure compliance



-	Ward sister to gain assurance compliance that appropriate care is routine practice



-	Ensure Registered nurses are countersigning nursing assistant’s written documentation on each shift, this will be checked during the bedside handover commencing 17/6/14.



-	Staff to be shown photographs of pressure damage that has occurred on the ward to increase the awareness/impact of pressure damage. Photographs to be used as an aid to accurate pressure damage grading.

		Clinical Decision Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learnt:



Need for Pressure relieving equipment should outweigh leaving patients to sleep if their risk is this high.



Actions:



Pressure relieving equipment for all patients at risk regardless of length of stay or time of night.





		Hutton Ward		No		Abusive, violent, disruptive or self-harming behaviour		Abuse by the staff to the patient		Lessons learnt:



How negative behaviour and actions and words can affect patients and make them feel vulnerable.



Action taken:



HR Investigation This was completed on the 29/08/14 



1.	That nurses rotate between night and days shifts, even if just for intermittent and temporary periods, so that performance, training, appraisal etc can be monitored. This should be considered for the whole Trust not just  ward. 



2.	Training and awareness of the need to complete a datix report for the nurses oward. 



3.	Although not related to patients complaint nurse concerned in her statement says that nurses are not allowed to call doctors other than through the night sister. This caused further anxiety that night. It is recommended that this is reviewed / discussed with HooH. (see point 1 ) 



4.	That a meeting is held on the ward to encourage nurses to communicate and raise any concerns immediately with the Ward Sister, and that this is a regular topic at handover if appropriate and at Ward meetings. 



5.	That PALS provide some training on complaint handling for the Ward. 



6.	Ward sister new to post – Recommend some coaching to address cultural behavioural and attitudinal issue within her team



7.	That bank NA is spoken with by the divisional Matron regarding her actions in asking this patient not to ring her bell and what followed.



8.	Work allocation book to be completed on each shift



9.	Update Care Connect with the findings of the HR report and SIRI

		Uphill Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		1-1 care essential with agitated patients ,  early dischsrege palnning to EMI placement was in place.High falls risk highlighted to all MDT ,  Risk of violent outbursts and self damage highlighted to staffas patient biting herself and attempting to bite , hit and kick staff. For reassessment by CPN and review of discharge planning to EMI nursing home not residential home.

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	The need to improve staff education.

•	The need to use preventative equipment timely.

•	Staff to be aware of steps to take if patient is non-compliant.



Action taken:



•	All patients should have a full pressure area check before the plaster cast is applied and clearly documented.

•	Plaster room staff to make sure skin condition is documentated on plaster request form and any issues relating to patients skin condition relayed to ward staff .

•	Staff to receive further education, importance of elevating the leg, correct pressure relieving equipment to be put in place.

•	Patient education to encourage self management.





		Medical Assessment Unit 		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learnt:



This practice of patients perched on the side of bed to pass urine (and eat their meals) is common and there have been other falls in the hospital because of this practice.



Action taken:



•	Staff education regarding prevention of falls  staff to be updated about this incident and what measures could have been implemented to prevent this happening.  

•	All  staff to receive a letter of recommendations to follow to reduce the falls incidents on ward.

•	All untrained staff on to attend an away day to help educate them on falls prevention.

•	Review the falls risk assessment and action plan.

		Day Case Unit		Yes		Treatment, procedure		Lower female genital tract		Lesson learnt:



•	If a patient has any concerns during their procedure that a pause occurs while the patient is listened to, acknowledged and issues/concerns dealt with. 

•	That the staffs understand when to complete a Datix, and what constitutes an incident. 

•	The importance of completing documentation that reflects the patient’s journey and any unexpected occurrences during that journey.

•	That any visible written information that awake patients may see reflects accurately their intended surgery.

•	The importance at WHO check that everyone is very clear where the surgery is if the area cannot be marked and does not define exact surgery site.

•	For general anaesthetic cases, that confirmation is made at the time of consent, with an examination if necessary to have a current visualualisation of the area to be operated on and not rely on clinic diagrams.



Action taken:



•	It is recommended that the surgeon writes more descriptive the exact site of surgery.

•	That a mirror is used for local anaesthetic patients in theatre to clearly agree and define with the surgeon before prepping, the exact location.

•	The removal of using generic descriptions for surgery on the Opera system.

•	All Gynaecological Surgeons to follow the practice of getting awake patients to point to the exact area of the procedure before anaesthesia. 

•	The theatre nurses need to have the autonomy to question the surgeon if they are unsure of the exact surgery site.

•	Encourage staff to ‘ Listen to the patient’ and acknowledge what is said

•	A pre-printed list instead of hand written details should be attached to the theatre board

•	At the WHO checklist stage prior to commencement of the operative procedure add ‘Does anyone have anything further to say before we start the operation?

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learnt:



If a patient requires analgesia, attempts to find the cause of the pain should be determined by the registered nurses responsible for the patient care and discussed with the clinical specialist responsible for the patients care and treatment.



Plaster technicians are a valuable source of knowledge on orthopaedic injuries and could have offered advice and support to the ward staff if alerted and asked.



Action taken:



•	Ward staff to have plaster training. Plaster room very happy to provide this service.

•	TVN and safeguarding lead to provide training for the ward staff.

•	Junior sister will provide a training session on documentation for all staff.

•	Education regarding pain control should be disseminated to all registered staff.

•	RCA should be shared with Consultant responsible for care.

•	Learning should be shared at the Orthopaedic Trauma meeting.

•	Patients experiencing pain under a plaster should return to the plaster room for more frequent plaster checks.







		Day Case Unit		No		Treatment, procedure		Skin		Lessons learnt:



•	The ward staffs need to be aware of the implications of patients having been treated with Mitomycin in theatre especially in the information given to a patient on discharge regarding skin care

•	Patient needs to receive education regarding possible issues and observing them when they void. Currently there is no leaflet. The DCU team will work with the urology specialist nurse to resolve this.

•	It has allowed us to have confidence in our practice. There was no negligent cause.





Action taken:



1.	That Mitomycin is prescribed by the surgeon on the Anaesthetic chart if the patient is a day case and signed with the time given once administered. 

2.	The catheter will not be removed in recovery and the recovery nurse will hand over to the ward nurse within the DCU all information pertaining to the care of the Mitomycin.

3.	 The policy will be reviewed and updated if required.

4.	 The recovery nurse must confirm instructions with the surgeon if post operative instructions are not clear. The rep has instructed it is suitable to remove the catheter after one hour if the patient has no issues with incontinence and has full cognitive awareness and with capacity. This will be reflected in the policy

5.	 Male and female patients should be encouraged to void post catheter removal and sit on the toilet with legs slightly apart so as not to dribble onto skin and cleanse the area if gets wet with soap and water. 

6.	More regular updates from the urology nurse specialist this will be arranged between the two departments. 

7.	 Written Information given pre op to the patients who may require this drug peri operatively.

		Ashcombe Birth Centre		No		Labour or Delivery		Labour assisted by forceps 		1) This incident should be used for ongoing training and reflective practice with regard to 

•	questioning existing plans  

•	raising the level of plans of care 



2) Record keeping and recording rationale for decisions when the patient was outside normal care was slightly minimal at times. However it is clear from midwives’ statements and comments that they did consider the plan and history in deciding how to continue care.  (It is always easy to suggest fuller documentation when an adverse outcome has occurred and this is a lesser point).



3) The Bladder Care guideline will be reviewed to consider whether there should be a quicker move to measuring residual volume



		Cancer Services		No		Diagnosis, failed or delayed		Diagnosis - other		More detail required in SOP regarding communication with GPs/CCGs.

		Office		No		Patient Information (records, documents, test results, scans)		Patient's case notes or records		Lessons learnt:



1.	Improve communication to ensure relevant people are aware of the failure, the actions taking place and the expected date for the convertor to be working.

2.	Understand the contractual requirements for fixing the convertor.

3.	Improve process for identifying problems with the convertor.

		Uphill Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learnt:



•	Need to encourage members of public to inform staff of any spillages.

•	Staff to immediately put up yellow hazard signs before clearing the floor.



Action taken:



•	All staff to be more vigilant.

•	Identify possible risks and act quickly in accordance with health and safety.

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Infection control		Doctor’s handover sheets to be more explicit and incorporate MRSA status allowing a knowledgeable decision to be made regarding appropriate treatment.

Ward safety briefing to inform others when rescreening is due to ensure timely results.

Mandatory updates to be reviewed and validation of learning gained to provide evidence that staff are aware of the screening process. 

Instructions from Case conferences to be explicit and a process in place to ensure message is succinct.

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	Good assessment and evaluation of existing pressure damage would have minimised the risk of further tissue deterioration.

•	Safe discharge planning would have supported the patient in their own home and should have avoided the need for readmission with sepsis.



		Emergency Department		No		Consent, Confidentiality or Communication		Communication between staff, teams or departments		•	Prior Planning Prevents Poor Performance

•	It is imperative that the trust has in place through the Divisions / Departments, arrangements for reviewing and agreeing the implementation of National Guidance on Operational Disease Outbreak Response Measures.

		ITU		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Alternate nostril and clearly mark which nostril NG tube is placed in.

		Medical Secretaries Office		No		Patient Information (records, documents, test results, scans)		Information - other		•	Communication failure by individuals can impact on the Trust in so far as the Trust reputation may be damaged and the services available to women may be affected. 

•	Informal and unregulated processes are subject to failure. It is strongly recommended that the electronic submission process for HSA4 is adopted. This will ensure the surgeons have direct control over the HSA4 submission.

		The Stroke Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Nil re pressure ulcer - HAPU but unavoidable

		Haematology Dept		No		Treatment, procedure		Transfusion of Blood related problem		There is poor practice for blood sampling within the Trust

Important that staff are regularly assessed on blood collection

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Pressure damage should have been photographed in ED and MAU, this would have provided accurate assessment of pressure damage, acurate assessment at dressing changes should be recorded.

		Radiology		Yes		Clinical assessment (investigations, images and lab tests)		Images for diagnosis (scan / x-ray)		There must be a mechanism in the procedure room for checking the procedure to be performed on the patient.





		Drove Road (Childrens Services)		No		Clinical assessment (investigations, images and lab tests)		Administration of assessment		•	A clear mental health care pathway is needed in order to guide ED staff to the correct agencies/services depending on the patient’s age and the day/time.

•	More work is needed to ensure staff in non-acute settings are equipped with the necessary skills and tools to provide quick and efficient basic life support.



		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other		•	A clear mental health care pathway is needed in order to guide ED staff to the correct  agencies/services depending on the patients age and the day/time.

•	More work is needed to ensure staff in non-acute settings are equipped with the necessary skills and tools to provide quick and efficient basic life support.



		The Barn - Clevedon		No		Abusive, violent, disruptive or self-harming behaviour		Self harm in primary care, or not during 24-hour care		•	A clear mental health care pathway is needed in order to guide ED staff to the correct agencies/services depending on the patient’s age and the day/time.

•	More work is needed to ensure staff in non-acute settings are equipped with the necessary skills and tools to provide quick and efficient basic life support.



		Endoscopy		No		Implementation of care or ongoing monitoring/review		Infection control		Take time even in a busy environment.

Prioritise delegation and tasks 

Regular review of SOPS valuable

Communication invaluable

		Emergency Department		No		Consent, Confidentiality or Communication		Communication between staff, teams or departments

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		To check under dressings when repositioning patients and state the grading when visualised.



Some patients may need repositioning more often however this patient was end of life and staff endeavoured to keep him comfortable.



		Emergency Department		No		Implementation of care or ongoing monitoring/review		Implementation of care or ongoing monitoring - other

		Emergency Department		No		Abusive, violent, disruptive or self-harming behaviour		Self harm in primary care, or not during 24-hour care		•	Timely mental health assessment to be undertaken by Emergency department

		Surgical Assessment Unit		No		Abusive, violent, disruptive or self-harming behaviour		Self harm in primary care, or not during 24-hour care		Effective assessment of DSH patients in ED and use of current Mental Health Matrix identifies risk and plan for further care.

Clear handover of risk between departments alerts staff of risk and enables them to skill mix appropriately and plan for care and supervision.

 Effective risk assessment on arrival of all deliberate self-harm patients would prevent nurses leaving patients unattended.

		Radiology		Yes		Treatment, procedure		Breast		Improved availability of all the relevant information regarding the imaging and screening assessments of the patient.  

No procedure should be carried out unless this has been reviewed and is available at the time of the procedure.



		Surgical Assessment Unit		No		Abusive, violent, disruptive or self-harming behaviour		Self-harm during 24-hour care		Patient assessed as high risk of further deliberate self-harm not transferred to a mental health bed within a suitable time frame leading to increasinlgy difficult behaviour to manage.

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Infection control

		Steepholm Ward		No		Abusive, violent, disruptive or self-harming behaviour		Abuse - other		Irritable Bowel Disease (IBD) patients that need surgery are joint care patients. The time prior to surgery should be used to gain a holistic view of the patient and this transmitted to the surgery team to aid in post-operative management.

		Emergency Department		No		Implementation of care or ongoing monitoring/review		Possible delay or failure to Monitor  		•	Health professionals who request blood test should always follow up the results, hand them over  and document them appropriately 

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		This is at least the 3rd investigation for grade 3 & 4 pressure ulcers where assessment prior to discharge has been poor and the Trust has been unable to challenge the community assessment and has to accept responsibility for hospital acquired pressure ulcer.





		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Investigation reviwwd 4/2/15 - conlcuded that this pressure ulcer was Avoidable

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		SIRI concluded that pressure ulcer was unavoidable due to complexity of care and patient non compliance.

		Medical Assessment Unit 		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Accident, unpreventable

		Hospital (inside)		No		Implementation of care or ongoing monitoring/review		Infection control		•	Ward based training around importance of accurate outbreak documentation

•	Further ward based hand hygiene training using the Glo box and utilising the link practitioners to deliver this

•	Audits of practice against the Standard Precautions policy by the end of February 2015

•	Confirmation of air flows in all ward areas required as soon as possible – no individual bays to be closed until we have assurance around this

•	More detailed outbreak record keeping by the Infection Prevention and Control Nurses – an automated surveillance system would improve this

•	Outbreak meeting decisions to be communicated promptly

•	Process of obtaining results from Sunquest ICE to be reviewed

•	CCG to be proactive in their approach when levels of gastroenteritis rise in the community

•	Business case to be submitted by the Housekeeping Manager to develop a separate ‘Deep Clean Team’ to be available 24/7



		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		As attached SIRI

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Investigation reviewed 4/2/15 - Avoidable Grade 3

		Harptree Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Although we did refer to dietician, a  patient with a breakdown of skin,  should have been referred  sooner to ensure the patient was receiving good nutritional support,( this lady did not score on her must assessment)
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		All SIRI's and never events reported in 2013.  Due to the minimal number of ‘Never Events reported, specific months  for each of these events will not be released under Section 40 (3(a(ii)) and Section 41(1(b) of the Freedom of Information Act 2000, as releasing this information may lead to the undue stress of families and patients as this information may still lead to patients being identified.









		Location (type)		Was the incident a Never Event?		Type of incident		Detail		Lessons learned

		Ashcombe Birth Centre		No		Infrastructure or resources (staffing, facilities, environment)		Adverse events that affect staffing levels		Supervisor of Midwives continue to follow Operational Management guidelines 



Appropriate closure protocol followed

		Harptree West		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		East Brent		No		Patient Information (records, documents, test results, scans)		Patient's case notes or records		1.	Any review of admin needs to begin with a review of the processes with the view to streamlining, eliminating duplication and using IT systems as much as possible.

2.	Only once these system changes been identified and implemented, can a view be taken on the capacity required for delivery.

3.	Management prioritization of workload to address backlog must not be done at expense of key secretarial tasks – this is a responsibility of both managers and the secretaries

4.	Staff engagement needs to be addressed.

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Nursing staff to be more vigilant in maintaining regular pressure area care. That staff need to document every assessment of pressure areas during hospital stay. To ensure SSkin bundle is documented for every day.

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Pressure ulcer risk assessment must be completed at least every 72 hours or earlier if there is any deterioration



Turns consistent with preventing pressure damage to be maintained and documented in accordance with pressure ulcer prevention methods at Weston Area Health Trust

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Adherence to protocol regarding frequency of pressure ulcer risk assessment.

Consideration of the use of supplementary NG feeding in patients with poor nutritional intake already at high risk of developing pressure ulcers due to co-existing factors such as anaemia, fatigue, low body weight.

Consideration of use of special dynamic mattress for low body weight.

Accurate evaluation of care planning documentation.

		Waterside Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Patients who are independent with personal care are still potentially at risk of developing pressure ulcers. 

Ward sister to raise awareness of pressure ulcer incidents with team to develop a zero tolerance to hospital acquired pressure ulcers in this clinical area.

Once identified as ‘at risk’; turns consistent with preventing pressure damage need to be maintained and documented in line with pressure ulcer prevention methods at WAHT.

Temporary nursing staff need a comprehensive local induction prior to starting their shift.

		Harptree West		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		To continue to build on the good work being undertaken in this ward in relation to documentation and communication between staff.

		Waterside Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Awareness of pressure ulcer risks needs to be raised with nursing team to develop a zero tolerance to hospital acquired pressure ulcers in this clinical area.

Once identified as ‘at risk’; turns consistent with preventing pressure damage need to be maintained and documented in line with pressure ulcer prevention methods at WAHT.

All patients with reduced mobility are at risk of developing pressure ulcers.

With leg troughs insitu this patient would not have acquired pressure damage to her heels.

		Uphill Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		•	All documentation must be completed as required by hospital policy.

•	SSKIN bundle and wound care plan must be in place and Datix must be completed for all pressure ulcers.



		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Improve documentation regarding preventative measures re brace

Improve care planning for patients wearing range of movement brace who has limited mobility

		Office		No		Consent, Confidentiality or Communication		Communication with the patient (other than consent issues)		Lessons learned

The Trust must develop a procedure to ensure policies reflect current NHS guidance.

Staff need to be made aware of current guidance

Policies relating to pregnant women must include all who access the service, whether they are booked in or not

Non partisan interpreters must be used in these situations



Recommendations

•	Amend the WAHT Overseas Visitors Policy to reflect the guidance published by the NHS concerning pregnancy and ensure staff are aware of the change.

•	Ensure pregnant women not qualifying for free NHS treatment are informed they could still be liable for payment but that they will receive all care in the interim

•	If the pregnant woman is from the EU or EEA then the staff member performing the stage 2 interview makes her aware of the importance of getting an EHIC card, so costs can be reimbursed.

•	Review the current process of interviewing people who may be liable for charging. 

•	Ensure all interviews with non English speakers are conducted through a recognised interpreting service; do not use friends and relatives except in emergency situations.

•	Have information leaflets to hand in a range of relevant languages.  UHB has leaflets in various languages specifically dealing with payment charging during pregnancy and reflecting NHS guidelines which could be adapted. 

•	Ensure all midwives know that the policy on Ashcombe regarding criteria for midwives escorting patients on transfers must relate to pregnant women being transferred from ED.

•	Amend the current policy on Ashcombe regarding non-attendance at appointments to include all women attempting to access the service, not just those already “booked in”.







		Ashcombe Birth Centre				Infrastructure or resources (staffing, facilities, environment)		Adverse events that affect staffing levels		10.0	Conclusion

(including summary of factors that led to the incident)

This was a rare occasion where many unpredictable factors coincided. The sickness issues have improved since this incident but can never be controlled or predicted completely.  

 

11.0 	Recommendations

11.1 Changes have already been made by fresh management, following a  risk assessment. When similar situations have arisen subsequent to this incident, the on call system has been adjusted to allow for one midwife to cover the unit with an on call attend any birth.

11.2 A consultation process has begun to increase the integration between unit & community midwives. The aim is for more the flexibility between oncall midwives for home and birth centre births. 

11.3 There should be discussion with commissioners to clarify what constitutes SI investigation

		Emergency Department		No		Diagnosis, failed or delayed		Some other medical condition 

		Seashore Centre		No		Access, Appointment, Admission, Transfer, Discharge		Transfer

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned

Consistent turns and documentation in accordance with Weston Area NHS Trust pressure ulcer prevention policy

MUST, turn charts and all prevention to be documented



Recommendations

The Clinical staff on receiving patients from another area to ensure that skin assessment carried out on admission to ward. 

Documentation to be improved. Recently changed and improved.

		Speech & Lauguage Therapy Weston		No		Consent, Confidentiality or Communication		Confidentiality of information		Lessons learned

Individuals should put into practice the learning they have gained from attending Information Governance training and adhere to professional standards particularly with regards to maintaining confidentiality



There should be departmental level procedures and guidelines for the capture, storage and utilisation of electronic data



There needs to be a local policy for gaining patient consent for information to be stored digitally



IT should check and sign off all devices being used for electronically recording patient data to ensure they are suitable for use



Recommendations

That IT be informed of the usage of the iPod in S&L

That there is a departmental policy in the use of the iPod

That there is a procedure to gain consent from patients when storing data on electronic devices

That the staff member ensures their Information Governance training is updated

A separate investigation is ongoing to establish if disciplinary proceedings need to take place

		Berrow Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Emergency Department		No		Access, Appointment, Admission, Transfer, Discharge		Admission		Root causes



•	The gridlock in availability of beds occurred directly after the four day Easter bank holiday in April.

•	Low discharges over the bank holiday weekend combined with high demand for beds, resulted in large delays.  

•	8 elective patients admitted on the Tuesday after Bank Holiday

•	It was noted on Tuesday 2nd April that there appeared to be few senior managers on site that day.

•	It was not possible to divert any of our patients to other hospitals since their position was similar to ours.

•	No extra personnel available to assist with issues that arise whilst in Black escalation, such as managing staffing shortages, assisting with ED corridor queues, facilitating TTO writing.  

•	It appears that our Community partners were only advised of our bed shortages when queues had began to form in ED.  This suggests that this notification was not sent out early enough.



Recommendations



•	Reduce elective admissions directly after long bank holiday weekends

•	Ensure better discharge plans are in place to support greater discharging over the weekend, such as extra discharging doctors, discharge team on site, Sunday pharmacy opening, 

•	Ensure senior management on site directly after bank holiday weekends to support maximum patient flow.

•	Draft extra personnel from other areas in the hospital similar to that of “Bouncing back to green”.



•	7 day working is key to avoiding delays that occur over long bank holiday weekends.



•	Ensure CSM’s and duty managers notify the Community health teams earlier in order to gain their assistance in expediting any delays within our hospital.

		Ambulatory Centre (OVERFLOW)		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Grading of Pressure Ulcers, need to be reassessed.

Updates on Pressure area training for trained staff

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned

Skin assessment should be undertaken and documented on all transfers to and from clinical areas.

Documentation must be clear, concise, legible, accurate, dated, timed and signed.



Recommendations

•	That Clinical Staff carry out skin assessments on receiving and prior to transferring patient’s to other clinical areas.

•	That staff adhere to the Trust’s policies and protocols regarding completion and reporting using the Datix Incident Form, and that they do this accurately and in a timely manner.

•	Trustwide documentation has altered which will hopefully ensure staff are generating patient centered Care Plans specific to the needs of the individual and will evaluate throughout the course of the day to provide a timeline of events in care delivery.

		Harptree Ward		Np		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned



Staff to have further bibap training

Recommendations



After discussions with the ITU nurse, patients have breaks in their treatment to allow for mouth care / fluids and this should happen every 2-3 hrs

Bi pap representative to be contacted to arrange for an update in training re: tightness of mask

Care guides in the use of pressure area prevention to be amended in line with the Royal Marsden guidelines

		Emergency Department		No		Diagnosis, failed or delayed		Some other medical condition 		Lessons learned



1)	All patients arriving by ambulance should be fully triaged before being sent to the waiting room. 



2)	All patients arriving in the Emergency Department (and especially at night) should be triaged expeditiously after arrival.  Currently night-time staffing levels mean that triage often becomes overwhelmed or completely dysfunctional as a result.  This is what occurred on the evening of patient’s attendance and it contributed significantly to the subsequent chain of events.  Immediate attention should be given to re-assessing the nursing staff requirements for the Emergency Department overnight.



3)	A trauma call should be initiated for any patient meeting the criteria for such a call to be made (as patient did).  The criteria for Trauma Team call-out needs to be repromulgated and posted clearly in the Emergency Department.



4)	At times when an Emergency Department Consultant is not in the department, the Staff Grade doctor needs to take the lead on identifying which patients meet the criteria for a Trauma Team call-out.



5)	The duty Staff Grade who was on duty on the evening concerned needs to have specific feedback provided by her mentor.  Additional training in chest drain insertion needs to be arranged for this individual as a matter of urgency.



6)	The duty Emergency Department Consultant was not called for advice at any point (partly because a trauma call was not initiated).  In addition, due to the prolonged working hours of the Consultant on duty on the weekend in question (due to medical staff shortages) staff felt reluctant to call for advice overnight, as they were aware that the duty Emergency Department Consultant had stayed very late on the preceding evening).  



7)	The Surgical SHO on duty should have involved his senior team members at any earlier point than he did; had this happened, it would probably had led to a more rapid identification of KV’s other injuries apart from her pneumothorax.



8)   The trauma care equipment stocks must be checked every day and shortages replaced.



Recommendations



1)	All patients arriving by ambulance must be fully triaged before being sent to the minor end or to the waiting room.



2)	Triage should take place in the Emergency Department 24 / 7.  It must be done expeditiously.  Staffing levels are currently precluding this from happening.  An urgent review of this is required.



3)	A re-brief of the criteria for Trauma Team call-out is required.



4)    Specific individuals need further focussed Suggest review of ATLS training across the ED medical workforce. All consultants and middle grade doctors should have this training. If gaps are present or training is out of date then a schedule for addressing training courses needs to drawn up.





5)  ED equipment stocks must be checked daily (even at weekends).





		The Stroke Unit		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned

All preventative measures were in place



Recommendations

Consistent repositioning as indicated on repositioning charts

Early detection of deteriorating pressure sores and immediate action

		Emergency Department		No		Diagnosis, failed or delayed		Diagnosis - other		Lessons learned

There is a separate SI regarding 12 hour breaches following this Easter weekend which with other suggestions includes that extra personnel are needed in ED when in black escalation which would be appropriate in this case.

There needs to be an arrangement for oncology patients to have direct access to MRI services either at Weston or Bristol on weekends



All staff in ED need to have good knowledge of the MSCC policy 



Recommendations

That the feasibility of providing a weekend MRI service at Weston General Hospital is investigated.

To assist in reducing demand on ED Implementing some actions from the SI re 12 hour breaches for this weekend which include:

Robust discharging measures for bank holiday weekends E.g. extra discharging Doctors, discharge team on site, and additional Clinical Site Manager for managing delays.

Ensure key senior management on site to maximize patient flow and expedite blockages.

Ensure extra staff available if required to expedite blockages

Early identification of bed shortages to community partners so that more community assistance is available

There should be training in the MSCC policy for all ED staff

		Brent Knoll Office		No		Consent, Confidentiality or Communication		Consent, Confidentiality or Communication  -  other

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Infection control

		Uphill Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learned

No direct lessons to be taken from the incident.



Recommendations

The ward Sister will share the findings of this report with the ward staff via the communication book.

The CUBAN handover should be thorough and given to staff coming on to all shifts. It should highlight all patients, who are at risk, by name.

		Rowan Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned



Accurate documentation of preventative measures in place and documentation in a timely manner in line with trust policies and procedures.

Correct usage of documentation and evaluations 

Pressure area checks by receiving ward in a timely manner

Usage of preventative pressure ulcer equipment



Recommendations



Reiterate the importance of calculating MUST scores correctly and RN to counter sign documentation if carried out by a untrained nurse

Using preventive pressure ulcer equipment

Skin checks when receiving a patient from another ward

Correct evaluation of wound assessments and documentation

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons learned

Accurate documentation of preventative measures in place and the individual’s compliance with this to be documented in a timely manner in line with Trust Policies and procedures.  These records in this instance do reflect that the individual was not always engaging with staff regarding his care despite the risks being explained to him.  Individual has capacity to make these informed decisions, documentation supports this.

Handover sheets to be used to identify pressure ulcers





Recommendations

Staff to consistently document patient non compliance.  

Ensure SBAR  handover sheets are used trust wide

		Steepholm Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions		Lessons learned

Provide individualized care plan for all staff to follow, identifying key safety needs.  Move patient to visible bed space and assign member of staff to monitor for safety.  Put findings from risk assessment into action as soon as possible. Date all risk assessments to validate actions required.



Recommendations

The Nurse admitting the patient must write an individualised care plan outlining immediate health and safety needs identified from risk assessments carried out.  The care plan is to be developed as further safety needs arise.  Handover sheets are to include the detail of the fall. Falls prevention methods are to be taken immediately following a fall, including reassessing bed position on the ward.

		Cheddar Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Kewstoke Ward		No		Medication		Medication error during the prescription process 		Review the current drug chart to include tinzaparin routinely 

Case to be discussed at VTE group

Training for the Junior Doctors 

Reflection for the individual Doctor involved 



Emergency and Urgent Care Governance meeting 

Junior Doctor training 

 Ward meeting

		Steepholm Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Berrow Ward		No		Implementation of care or ongoing monitoring/review		Infection control

		Hospital (outside)		No		Consent, Confidentiality or Communication		Confidentiality of information		Handover sheets contain confidential information and are currently printed randomly and not treated as confidentially as they should be. 

If another incident like this occurs the waste management company should be asked to return the handover sheet so that it can be examined to see if it can be traced to an individual member of staff and also so we have assurance that it is disposed of correctly.

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Improvement of the documentation of the actual pressure ulcer on datix and in notes. 

Regular turns – increase at times of acute illness. 

Minimum 2 hourly – RN’s to identify how frequently we should be turning and documentation should reflect this information. 

Improve what is written on the turn chart

		ITU		No		Medication		Administration or supply of a medicine from a clinical area

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Relieve pressure from catheter tube. Education/up date on catheter care.

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Nurses in charge must ensure that the turns are being carried out at regular intervals to prevent pressure damage.

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		More efficient change of position may have prevented this deterioration. I am not sure whether staff asked the patient whether he wanted to be moved then when he refused left him for another 4 hours. Staff to be reminded to return to the patient if they had refused previously.



Better documentation regarding the sores and the identification of them.



When it has been documented as 2 hourly change of position this needs to be adhered to and if the patient refuses then this needs to be documented each time.



2 nurses to grade the sores on admission to MAU.

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Lessons Learned?

	

Dressings to be taken down and heels checked on admission to MAU

Lesson learnt:



Dressings to be taken down and heels checked on admission to MAU



Action taken:



This incident and learning will be shared with the nurses on MAU.



This incident and learning to be shared with Kewstoke and ED staff.

		Kewstoke Ward		No		Accident that may result in personal injury		Slips, trips, falls and collisions

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Infection control

		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer		Bariatric patient - bariatric bed not sourced initially

Patient laid on wrinkle on dressing gown which led to ulcer on buttocks

Patient story to be brought to staff away day

10 minute microteaching sessions for Kewstoke to be implemented by TVNs



		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Medical Assessment Unit 		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Medical Assessment Unit 		No		Clinical assessment (investigations, images and lab tests)		Assessment - other		Lessons Learned



That the nurses on ward are not aware that a patient receiving treatment for hyperkalaemia are susceptible to hypoglycaemia and therefore require monitoring to detect a hypoglycaemic event before it occurs.  



That the trust does not have its own policy/guideline for the treatment of hyperkalaemia.



Recommendations



	•	The guideline is circulated to all the nurses on MAU and a paper version is displayed on the unit until the following 2 recommendations are completed.  



•	The Clinical Guidelines are replicated into Weston Specific guidelines and uploaded to the document management system so all users can find and adhere to them easily.



•	A care guide is produced for all nurses to advise them how to look after patients who receive treatment for hyperkalaemia.



•	The skill mix on the unit at the time was appropriate as assessed against the Association of UK University Hospital (AUKUH )staffing model (which refers to safer nursing care) and the acuity of the patients was no different than normal.

		Theatre		Yes		Treatment, procedure		Upper female genital tract

		Harptree Ward		No		Medication		Medication error during the prescription process 		That the diabetes protocols have not been updated to meet national guidance.



That nurses and doctors knowledge of insulin is lacking within the trust.  



Recommendations



	•	The insulin prescription chart is updated to meet current national guidelines 



•	The nurses on Harptree receive training on insulin and hypoglycaemia management.



•	The junior doctors receive training on the safe prescribing of insulin.



•	The hypoglycaemia care guide is updated to reflect national guidance.



•	All registered nurses undertake the safer administration of insulin e learning package



•	Regular medication prescribing and administration audits to be undertaken to ensure compliance with good practice.



•	Discharge planning issues i.e. medication not being checked by pharmacy



		ITU		No		Treatment, procedure		Connected with the management of operations / treatment		Lessons learnt:



Protocols on the intranet that become out of date are  not removed until suitable replacement added

Na+ to be recorded on ITU admission sheet 



		Kewstoke Ward		No		Implementation of care or ongoing monitoring/review		Pressure sore / decubitus ulcer

		Hutton Ward		No		Implementation of care or ongoing monitoring/review		Infection control		•	Nursing staff need to isolate within 2 hours of onset of potentially infectious diarrhoea and send stool specimen as soon as possible

•	Trust antibiotic guidance must be followed

•	Knowledge of previous antibiotic history is crucial and may predispose high risk patients to Clostridium difficile infection

•	Frail, elderly patients can become overloaded if intravenous fluids are not administered at the correct rate

•	Dipstick of catheter urine is not indicated. CSUs should be sent only if patient systemically unwell with symptoms suggestive of CAUTI
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