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« Key players
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1952 Establishment
of national Confidential Enquiry | 1999- Health Select Committee considers the

into Maternal Deaths handling of adverse incidents and occurrences in
1955  First guidance from the the NHS. The London Protocol

Ministry of Health to NHS 2000 - Department of Health report, An Organisation
hospitals on the reporting of with a Memory, estimates that 850,000 patients
accidents and untoward (around 1 in 10) admitted to NHS hospitals
occurrences (HM(55)66). encounter an adverse health event.

1961 Joint Memorandum by |2001 - Establishment of the National Patient Safety
the MDU, RCN, and National |Agency (NPSA)

Council of Nursing, 'Safeguards p,pjication of Kennedy Report into Children’s heart
against wrong operations-. surgery Bristol Royal Infirmary

1963 Joint Memorandum by | Department of Health report Building a Safer NHS
the MDU, RCN, and National | for Patients: Implementing An Organisation With A
Council of Nurses, 'Safeguards | Memory

against failure to remove swabs Establishment of the Shipman Inquiry.

etc., from patients’ 2002 - NPSA 1st patient safety alert, on preventing
1972 Guidance to hospitals on | accidental overdose of intravenous potassium.
the prevention of surgical 2003 - Establishment of National Reporti

) - porting and
accidents (HM(72)37) Learning System (NRLS)

2005 - NPSA alert and guidance on Being
Open: Communicating Patient Safety Incidents with
Patients and their Carers

2008 Mid Staffordshire Enquiry

NHS Patient Safety Timeline — C. Sirrs —

https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/patient-safety-timeline/

2009 Establishment of the CQC

2010 Francis Report into Mid Staffordshire
2012 NPSA abolished — fx transferred to NHSE
2013 Serious Incident Framework

2014 Duty of Candour legislation

2015 Morecombe investigation report

2016 establishment of NHSI

National Guardian Office and the Freedom to Speak —
up Guardian

2017 Establishment Healthcare Safety Investigation
Branch HSIB

2018 Gosport Report - prescription and administration
of drugs such as diamorphine

2019 Publication of the NHS Patient Safety Strategy
which includes the Patient Safety Incident Response
Framework (awaiting the implementation of the latter)

2020 Report of the Independent Inquiry into the Issues
Raised by Paterson

2020 First Do No Harm: The Report of the Independent
Medicines and Medical Devices Safety Review
(Cumberlege report)

2020 Interim Ockendon report into maternity services
at Shrewsbury and Telford Hospitals NHS

2021 Medical Examiner role


https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/patient-safety-timeline/
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Key Stakeholders

o

Patients and Healthcare
Staff providers

Professional/ CCG Clinical
Academic Commissioni
Bodies ng Groups

Care Quality
Commission



Patient Safety Incident — NHSE/NHSI

 “Patient safety incidents are any unintended or unexpectec

Incident

which could have, or did, lead to harm for one or more patients

receiving healthcare. Reporting them supports the NHS to

earn from

mistakes and to take action to keep patients safe”. Nationa
Safety Strategy 2019

Patient

 The number of incidents reported in England from April 2020 to

March 2021 was 2,109,057, and re(g)resent a decrease of 6
compared to April 2019 to March 2

6.1%
20 (2,246,622). Most incidents

are reported as causing no harm (69.3%) or low harm (27.1%).
Fewer than 4% of incidents reported caused higher degrees of harm.
gNHS NRLS national patient safety incident reports: commentary

ept 2021)



Reporting
Supporting

Investigating

k Learning



1
REPORT
BECAUSE

1 feel it is my
duty to do so

1 know what

1 value the . and how Lo
feedback . report incidents
rec 1 am rewardead .

for reporting : b .
Thers are . The patients The system is

i i have . anonymous and
policies for serouslhy harmed / confidential

reporting

1 learn from accessible

reporting » - 1'work in an
- arganisation that e
4 has a blame-free ‘ The process
culture 1value the af rf-pquLr_ing NRLS
There is a clear ) f importance of an incident
policy in place for patient safety is simple RESEARCH AND
incident DEVELOPMENT

reporting incidents
reporting

I do not fear NIHR Patient Safety Translational Research
el Centre at Imperial
College London and Imperial College
Healthcare NHS Trust



Reporting a Patient Safety Incident

Mostly electronic incident reporting in England which is
beneficial for timely reporting, data analysis and good
governance

Once this is submitted on the local incident management
system it will create an automatic email that is sent to various
leads resnonsihle for that area

DESCRIPTION:

An incident happened.

IMMEDIATE ACTION TAKEN:

This is what I did in the short term to solve the problem.

Use this link hitp: live/index.php?action=showuaincidentérecordid=123456 to view & approve it.




Incidents are triaged

All Incidents and Near Misses should be graded based on the actual
‘Level of Harm’, or ‘Potential Level of Harm’

The ratings in order of severity are:
GREEN > - - RED

Incident grading guides how incidents should be escalated,
resourced and investigated and also ensures the Trust meets its
reporting requirements (e.g. to NHS England, Commissioners, etc.)



Acts and/or omission occurring as part of NHS funded healthcare
(including in the community) that result in:

» Unexpected or avoidable death of one or more people

 Unexpected or avoidable injury to one or more people that has
resulted in serious harm

 Unexpected or avoidable injury to one or more people that
c requires further treatment by a healthcare professional in order
Se rl OUS to prevent the death of the service user; or serious harm

Incident

Actual or alleged abuse where... healthcare did not take
appropriate action/intervention to safeguard against such abuse
occurring; or where abuse occurred during the provision of NHS

F ramewo rk funded care

All Never Events

20 15 An incident (or series of incidents) that prevents, or threatens to
prevent, an organisation’s ability to continue to deliver an
acceptable quality of healthcare services, including (but not limited
to) the following screening, security, |G, activation of Major
Incident Plan etc.

Where there is loss of confidence in the service (i.e. prolonged
media coverage)
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Level of
Harm
Minor Harm

Moderate Harm

Major Harm

Death
& (directly caused)

Example

Defined as any event or circumstance resulting in extra
observation or minor treatment and caused minimal harm, to
one or more persons. E.g. Graze or small cut sustained

Semi-permanent harm (1 month — 1 year) including a return
to surgery, an unplanned re-admission, a prolonged episode
of care (4-15days), cancelling of treatment, or transfer to
another area such as intensive care as a result of an
incident, fractured wrist or pubic rami, prolonged period of
psychological trauma.

The suggested time scale for ‘prolonged’ is 28 days.

Permanent lessening of bodily functions; including sensory,
motor, physiologic or intellectual.

Long term incapacity/disability.

Increase length of stay >15 days.

Unexpected death as a result of an act or omission in the
context of health care delivery.



e A type of serious incident, that is
wholly preventable, where
guidance or safety
recommendations that provide
strong systematic protective
barriers are available at a
national level, and should have
been implemented by all
healthcare providers

Is the NGT correctly placed before you commence feeding?

What happened?

B0 year old lady admitted via ED at PRUH with diagnoses of acute kidney injury (AKI1)
and cellulitis | sepsis. Minimal oral intake so an NG tube was inserted. When pH testing
of the aspirate did not confirm comect position an =-ray was performed. The x-ray was
misinterpreted by a jumior doctor as showing MGT in the stomach. Feeding was
commenced.

The patient deteriorated owver the next 24 hours and was put onto an end of life care
pathmray and died shortly thereafter.

The chest x-ray was reporied the day afier her death — the NGT was reported as having
perforated the lung and the tip lay in the left posterior costophrenic recess .

What did the investigation find?

. The CT1 had received no formal training or assessment of competence with respect to
interpretation of NGT position with x-ray checks. There was no robust Trust-wide
training and competency programme which appeared to address this issue

. The CT1 reviewed x-ray in the early hours of Saturday moming. There was no out-of-

hours reporting of plain film x-ray at PRUH at the time. Therefore a potential safety net
(radiclogy reporting) was not available in this case




List of 15 current NE’s as per the Never Event
Framework 2018

Wrong site surgery

Overdose of insulin
due to abbreviations
or incorrect device

Chest or neck
entrapment in bed
rails

Wrong
implant/prosthesis

Overdose of
methotrexate for non-
cancer treatment

Transfusion or
transplantation of
ABO-incompatible

blood components or
organs

Retained foreign
object post procedure
Medication

Mis-selection of high
strength midazolam
during conscious
sedation

Misplaced naso- or
oro-gastric tubes

Mis-selection of a
strong potassium
solution

Failure to install
functional collapsible
shower or curtain
rails

Scalding of patients

Administration of
medication by the
wrong route

Falls from poorly
restricted windows

Unintentional
connection of a
patient requiring
oxygen to an air

flowmeter




Supporting patients and their family

Saying sorry and explaining what went wrong — Duty of Candour — Pflicht zur Offenheit

« Statutory duty effective from November 2014

» Applies when a notifiable incident has directly led to
moderate or severe harm or death and includes
psychological harm

o Candour requires that a conversation be held (as soon as
practicable) between patient or relative & their consultant
which includes:

o0 An apology;
o A factual account of what happened,;
o What further action will be taken (eg. Investigation
report)
* The conversation must be documented and followed up
In writing
» The patient/relative should be invited to contribute to the
review
* Findings must be shared with the patient/relative

o Candour Guardian as support but not standard



Local Staff Survey at NHS Trust 2019 — Duty of Candour

132 people responded, including 95 consultants.

« 117 of those had spoken to a patient or relative about an adverse incident where
there was moderate harm or more (a ‘candour case’).

« Of 132 respondents, only 5 felt that the initial Duty of Candour conversation had
‘not gone well’. And in general, patients and families were grateful for openness
and apology.

* In 11 cases, the patient or family were confused by the need for the meeting, and
in 2 they did not feel it was the right time for the conversation.

 When it came to sharing the outcome of investigations with patients/families,
feedback was generally positive. 6 People felt it had not gone well.

Overall the survey showed

good engagement with an awareness of the Duty of Candour; that we can reassure
clinicians that apology and openness is welcomed by patients and families the vast
majority of the time.



Supporting Staff

The six recognised stages associated with staff reaction in the

aftermath of an adverse event
Takingto ! a.n

someones the ! sfﬂhrﬂtm
irststep

towards help..

Chaos Intrusive Restoring Enduring the Obtaining Moving on
reflections personal inquisition emotional

integrity first aid

The Second Victim

‘ Wu, Dr Albert, John Hopkins University, Adverse Events and the Second Victim,
On-line Power Point Presentation.

Scott SD, Hirschinger LE, Cox KR, McCoig M, Brandt J, Hall LW. The natural
history of recovery for the healthcare provider “second victim” after adverse
patients. Qual Saf Health Care. 2009; 18(5):325-330.

NHS

Improvement
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ASSIST ME MODEL (a tool for managers and staff)

A ACKNOWLEDGE with empathy the event and the impact on the member of staff

S SORRY - express regret for their experience

S STORY - allow time and space for them to recount what happened using active listening skills/SHARE
personal experience

| INQUIRE — encourage questions/INFORMATION - provide answers/information

S SUPPORTS and SOLUTIONS (provide information on emotional and practical supports available)

T TRAVEL - providing continued support and reassurance going forward and throughout the
investigation/review process and open disclosure process

M MAINTAIN contact/MONITOR progress/MOVING forward
E END - reaching a stage of closure from the event./EVALUATE

staff-guide-supporting-staff-following-an-adverse-event.pdf

(hse.le)



https://www.hse.ie/eng/about/who/qid/other-quality-improvement-programmes/opendisclosure/staff-guide-supporting-staff-following-an-adverse-event.pdf
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Patient Identification
Name Bands

Evary child is required to
wear a patient 10 band at all

T
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y \ﬁ This is to keep them safe and
} 4 ensure that they receive only
ﬁ 3 'IJ the investigations,
'
o
- i

medication and interventions
that are intended for them,

You can expect;

- Your child’s name band to be checked before every
intervention.

- Two nurses to check your child's identity whaen thay are
givena drug.

Ward:

Month:

Friends and family — how are we doing

Monthly I_E!EE_l
Quality Update

If you do not see your child's identity being checked, please feel thal you
can chaflenge the stafl about this.

M you natice that your child is not wearing o name band please inform o
T OF (TSI SLAT 313 Ty Wil ISSU8 YOUT GRIKEWILH & new one.

Ask us if we’ve
checked ID

How are we improving patient experience

Themes of complaints and learning

Benchmark (%) | Score (%) Top three incident categories
Respect and dignity 54 . Ptis;u:e ul(:ls
licati Falls and wounds
Involvement in decisions BS P =—emms L e Som—mEme —tesmmeans
- ? o 1
Kindness and understanding 94 i i
I A 1
Controlling pain 93 4 :\ SR = S ik
L . o P Rk
Invelvement in discharge 75 kbt Siiored Wbl

‘What are we doing 10 preveri ‘What are we doing to prevent ‘What are we doing to prevent
presiure uf

° o (e

. e .

. = °
\_

Learning from incidents

Achievements and Greatix

Actions to address Care Group's top three risks




Feedback to whole
organisation re
national application
of learning and
feedback to
patient’s parents

National Safety
Alert

Sl reported and
investigated. Duty
of Candour
complied with

Lessons Learnt
identified and
recommendations
made

Learning shared
with national
medication safety
leads. NRLS
system searched
for similar incidents




Local Learning making a National Difference
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rapidly and wel absorbed causing sysbemic loKoiy. !

‘High sirength’ phenol s avaiable in diferent

preparatons:

s Bomles of bquefisd phenol B0%: (hypically Tl or
larger) these can be ordsned wia pharrmacy

deparimenis a5 an unlicensed phanmacy Soeoals
product’ or by chnical beams: dinscty from winolesakers.

&« [Phenol swab packs: these contaim an ampoule of
phenol B9%: wiih & oofon Dud applicator attached
{licensed as a medioal dewioe ).

Current prescrbing and supply data shows that the: main

use of ‘high stremgth’ quefisd phenol is in podiatry and

orthopsedic foot sungery jor desinoying Hhe nal mairoc.
This daia also suggesis some imiled use in other cinical

aneas winsre 11 s no longer necomimerced.

Review of modents identfied a report where iquefied
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Actions to be completed as Soon as
possible and no |ater than 28 Felb 2022

1. idemafy where bgueded phenol B is used
and updale procedurestguidsines 1o
substmses uns for 3 saler, sulable akematve.

2. Ensure chnical areas have stock of agre=d
saler allernalres and e emose ofEes ol

liquedied phenol 80% from chnical areas, and
update =30k Isis.

3. Amend elecionic presoribing systems o
ensure iquefied phenol B0 cannot be
presonbesd.

4. Amend current purchasing systems, and
irviroschueces conirols on purchasing, o
B L hqm-lglerﬂ BD'S: camnot be
purchassd inadvensnily via e phammaoy
depariment o any akernabive purchasimg
roirle.

FProfessional puedance includes:

Chamical ablation of nail matrinc The Royal
College of Podiatry®, Briish

Aszociation and Briish Sooety for Chidren's
Crihopasdic Surgery do nol support use of
bottkss of liquefied phenol B0% and advise use
of kcensed pheancl mpregnated swabs.
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Coloprociology Great Britain & irdand do naol
st e wse of bottkes: of Bquefisd phenol
B0% and atvise use of saier, suilablke
aRernalies.

Ansssthiosia of hympanic membrana: Brash
Sooiety of Criology do nol support e wse of
botii=s of liquefied phenol B0 and advise use
of safer, suRabls absrnabives.

Gepan il mcl lusoums infecticn: Brbish
Azzocafon for Sexnual Healh and HIWY does nod
st e wse of phenol




Pros and Cons of Current System

e Improved culture around openness
and transparency

« High reporting of incidents

e Infrastructure in place to support
the process

« Embedded in the system
* National learning shared

» Adverse events occur in up to 10% of all acute

admissions in all modern health systems, and
this rate has not altered for more than 50 years

Braithwaite, J., Wears, R. and Hollnagel, E. (2015), Resilient health care: turning
patient safety on its head. International Journal for Quality in Health Care, 27, 418—
420

Resource intensive

Quantity v Quality

Investigations linked to harm too often
Blurred lines re remit and other investigations
None standardised training



Patient Safetv Strateav 2019

“Safer Culture, Safer Systems, Safer Patients”

Patient Safety

Patient Safety Medical
Incident

Response

Framework

Examiner

System

New reporting Insight from

clinical
negligence
claims

Measurement




Patient Safety Strategy 2019

“Safer Culture, Safer Systems, Safer Patients”

Patient
Safety

Patient Spec:allsts
Safety Safety | and
Education Safety Il
Patient Independent
safety - - sector
partners




Patient Safety Strategy 2019

“Safer Culture, Safer Systems, Safer Patients”

The Maternity
Patient Safety and Safety and
Improvement Learning Disability
Programme

The National
Patient Safety and Antimicrobial
Improvement resistance and
Programme healthcare
associated
infections

Continuous Improvement Reseafch.and
Improvement Innovation




Patient Safety Incident Response Framework

» Currently being rolled out in pilot sites

* Organisations should base their annual budget for PSlIs on their anticipated level of investigation activity but build flexibilit
into this because some demand-led/reactive activity will continue. However, their PSIRPs must base and déscribe the planned PSII
activity on past incident reporting data. Organisations should agree their PSIRP with their lead commissioner and monitor it annually.

. Wherte a? incident is of a relatively well understood type — resources are better directed at improvement rather than repeat
investigation.

* Where the systems-based, interconnected contributory and causal factors of an incident are still not well understood, a PSII
may be needed to fully understand why it occurred.

* Organisational leaders also must determine which categories of incident are priorities locally and require a PSII._TheX should do
this by reviewing_past incident data (from the last three to five years where available) to identify thoSe incidents representing the most
significant risks. This list must be set out in the PSIRP, reviewed every two years and adapted as new risks emerge or diminish locally.

* Organisations must also initiate a PSIl for incidents which signify an unexpected level of risk and/or potential for learning and
improvement but fall outside the predetermined national and local priorities. These will be determined on a case-by case basis by
key members of the_Ipatlent safety team or equivalent responsible for reviewing patient safety incident reports and initiating relevant action
through PSII leads. This process must not become a bureaucratic and burdensome panel assessment of each incident report. Instead,
staff trained and experienced in patient safety should be empowered to determine the most appropriate action based on the available
evidence, including that from clinical and patient/family/carer input.



DIFFERENCE TO SI FRAMEWORK

Investigator expertise, experience, time and authority: the framework clarifies that investigations must be led
by those trained and experienced in patient safety incident investigation (PSll), with the authority to act
autonomously and with dedicated time and resource.

Investigation timeframe: timeframes are more flexible and set in consultation with the patient and/or family.
They should average three months and never exceed six.

Terminology: ‘systems-based PSII’ replaces the term root cause analysis (RCA). A systems-based approach
means breaking down a complex arrangement into simple units to assist understanding of the complexity,
interactive nature and interdependence of the various external and internal factors.

Governance and oversight: this is strengthened, with commissioners and local system leaders assuring plans
and co-ordinating investigations spanning multiple settings. Provider boards now sign off PSII quality and safety
improvements.




Training for Lead Investigators

Attended a theory and practical PSII training course
which:

— follows and promotes this PSIRF or its predecessor, the
Serious Incident Framework

— runs for a minimum of two days
— follows and endorses current NHS PSII guidance

— teaches recognised good practice approach(es) to
systems-based PSlls

— includes modules on human factors, just culture and
Duty of Candour

— covers effective improvement/solution generation and
implementation

— promotes the use of NHS PSII tools and templates

Should have conducted a full PSII within 12 months of
training

Should consider completing advanced training within
three years of the initial two-day course to advance their
skills in the above and in complex safety investigations
spanning different care or organisational boundaries;
engaging patients and staff in PSIIs; incident analysis;
improvement science;25 and PSII report

Training for those overseeing, supervising or
reviewing PSllIs
Attended a theory and practical PSII training course which:

— follows and promotes this PSIRF or its predecessor, the
Serious Incident Framework

— follows and endorses current NHS PSII guidance
— runs for a minimum of two-days

— teaches recognised, good practice approach(es) to
systems-based PSII

—includes modules on human factors, just culture, Duty of
Candour and ‘being open’

— covers effective improvement/solution generation and
implementation

— promotes the use of NHS PSII tools and templates
* attended a one-day PSII oversight course

« attended training in coaching, feedback and delivery of
learning

» conducted a full PSII within 12 months of training

« considered completing advanced training within three years
of the initial twoday course to advance their skills in the
above, complex PSlls spanning different care or
organisational boundaries; engaging patients and staff in
investigations; incident analysis; improvement science and
PSII reports




The end — Q&A?

With thanks
Lorraine
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