Patient Safety Report
Annual Headlines 2018/19
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2018/19 saw an increase of 9% in the number of Patient Safety Incidents being
reported compared to 2017/18.
The increase in the number of incidents is reflected across the board with the
exception of the Corporate Directorates who saw a decrease of 13%.
A total of 24,337 Patient Safety Incidents have been recorded for 2018/19 of
which 265 (1.1%) caused Moderate or Major Harm (including death) to patients.

Number of Patient Safety Incidents occurring in 2018/19
Recorded number of Patient Safety Incidents by CMG
Comparison between financial years - 2017/18 and 2018/19
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Clinical Management Groups (CMGs) and Corporate Directorates
CMG 1 (CHUGGS): Cancer, Haematology, Urology, Gastroenterology & Surgery
CMG 2 (RRCV):
Renal, Respiratory, Cardiac & Vascular
CMG 3 (ESM):
Emergency & Specialist Medicine
CMG 4 (ITAPS):
Intensive Care, Theatres, Anaesthesia, Pain Management & Sleep
CMG 5 (MSK&SS): Musculoskeletal & Specialist Surgery
CMG 6 (CSI):
Clinical Support & Imaging
CMG 7 (W&C):
Women’s and Children’s
The Alliance:
Community Hospitals
Corporate Directorates

Levels of Harm of Patient
Safety Incidents in 2018/19
Of the 24,337
recorded patient
safety
incidents for
2018/19 a
total of
20,046 (82%)
did not cause
any actual
harm to patients.
The Trust continues to
record a large number of incidents but
the actual harm to patients was seen in
less than 1.1% of incidents.

Recorded Patient Safety Incidents
by Consequence in 2018/19
(Excluding rejected incidents)
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QUALITY

As a trust we are open and honest
about incidents that have occurred
and been investigated on behalf of
our patients and feel that this data
should be shared openly.

No Harm
Minor Harm
Moderate Harm
Major Harm/Death (0.2%)

Sign up to safety
In September 2014 Leicester’s Hospitals signed up
to the national ‘Sign Up to Safety’ campaign.
The aim of the campaign was to strengthen patient
safety in the NHS and make it the safest healthcare
system in the world.

As part of this continued improvement, we will:

Although this campaign comes to an end in March
2019, we have pledged to continue this work by
including our patient safety improvement plan
within our quality improvement plans for 2019/20.

• Collaborate with others to share learning
and good practice

• Put patient safety first
• Focus on continuous learning
• Be honest and transparent

• Be supportive and help people understand
why things go wrong

Implementation of Sign up to safety improvement priorities 2017/18
In 2017/18 our ‘Sign up to
Safety’ safety improvement
priorities were aimed at
improving the recognition,
escalation and on-going
management of the
deteriorating patient.

In 2018/19, as part of the continuation of the ‘Sign up to Safety’
campaign we:
• Embedded a team with the
emergency department, dedicated to
the recognition and management of
sepsis. This team continues to provide
training and support to both the
emergency department and across all
three sites
• Used the ‘The Little Voice Inside’
obstetric training package (TED) to
share best practice and improve
patient safety.
• Continued to develop our patient
safety portal, responding to feedback
and the learning needs of our
stakeholders

• Continued to monitor and
disseminate the human factors and
ergonomics e-learning modules.
These provide a more in-depth
understanding of human factors and
the part this plays in adverse events
• Embedded the roll-out of electronic
observations across all specialities,
whilst also implementing new clinical
pathways and observation tools
Going forward our Sign up to Safety
patient safety improvement plan will
be fully integrated into our dedicated
Patient Safety improvement work
within our Becoming the Best Quality
Priorities.

Serious Incidents escalated by CMG in 2018/19

Actions from
Never Events
• Every new Never Event is
presented at the monthly
Chief Executive briefings
• Never Event safety information
is included in all Staff Induction
sessions
• If the Trust has a never event
then the Director on Call will
meet with the relevant
department and its senior
management team to
understand the incident and
agree immediate actions

2018/19 saw a 26% decrease in the total number of Serious Incidents (SIs)
escalated compared to 2017/18 with the majority occurring in CMGs 3 & 7.
We escalated 30 SIs in 2018/19.

Number of Serious Incidents escalated by CMG Comparison
between financial years - 2017/18 and 2018/19
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Reported Never Events in 2018/19 & identified learning
Never Events are serious, largely preventable, patient safety incidents that should not occur if the available, preventative
measures have been implemented by healthcare providers.
In 2018/19 Eight Never Events were escalated for the Trust – this is the same number that was escalated in 2017/18.

Wrong Site Surgery

Lessons learned

Lessons learned

Lessons learned

Lessons learned

A checklist was being used
that did not contain the ‘time
out moment’. The ‘time out
moment’ was not embedded
into the dept. The service did
not have an up to date LocSSIP
in use. Good practice noted of
the interpreter being present
for the consent process.

The operating surgeon was not
present for the ‘sign in’ during
the safer surgery checklist. The
‘time out’ moment in the safer
surgery checklist did not have
the full attention of all staff when
it was read out. The surgical site
marking process within
Ophthalmology is inconsistent
and requires review. The white
board used in theatre to record
the intended procedure was not
completed by the surgeon as is
usual practice. The consent
process for Ophthalmology
procedures is variable and
requires review. Staff require
time between sessions to avoid
cognitive overload.

We should encourage the use
of professional language and
positive confirmation when
giving and receiving
instructions and embed the
‘traffic light’ reprinting process
when list order changes. We
should undertake team based
training to develop the
non-technical skills of team
working, leadership,
communication, situation
awareness, task management
and decision making, as well
as to set standards for safe
practice.

We should review consent
process for Interventional
Radiology (IR). The ‘time out’
moment in the safer surgery
checklist did not have the full
attention of all staff within the
procedure room when it was
read out. Clear leadership was
not evident during the checking
in the procedure room. The
staff were not conversant with
the ‘Stop the Line’ campaign.

Wrong Site Surgery

Wrong Implant/Prosthesis

Patient put on medical air
and not oxygen

Lessons learned

Lessons learned

Lessons learned

Lessons learned

We should review consent
process for Interventional
Radiology (IR). The ‘time out’
moment in the safer surgery
checklist did not have the full
attention of all staff within the
procedure room when it was
read out. Clear leadership was
not evident during the checking
in the procedure room. The
staff were not conversant with
the ‘Stop the Line’ campaign.

We need to follow policy and
procedure when searching on
HISS for a patient using the
NHS number and a 3 point
identity check. We need to
follow policy and procedure
when amending information
on HISS. We need to follow all
aspects of the checking
process in endoscopy when
admitting the patient for
cystoscopy.

The prosthesis checking was
not undertaken by the
operating surgeon in line with
UHL policy. The ‘time out’
moment should take place
prior to prosthesis being
implanted. We need to review
the layout of our prosthesis
store rooms taking human
factors into account for any
redesign.

Air flow meters should have
been removed from immediate
access within all areas of the
Trust. These have all been
removed now as a result of this
incident.

Reducing avoidable
harm to patients
In actual numbers there has been a
3% increase in the recorded Moderate
plus harm incidents compared to
2017/18 but this is alongside a 9%
increase in the number of Patient
Safety Incidents recorded overall.
Despite the increase in the number of
Moderate plus harm patient safety
incidents the percentage of incidents
recorded as harm has actually
remained the same.

Moderate & Major Harm Patient Safety Incidents as a percentage
of the total number of Patient Safety Incidents recorded by
Financial year - April 2013 to March 2019
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Learning from Patient Safety Incidents
Adverse
Events Committee
Teaching
RCAs used for trainees
teaching and undergraduate
learning. Doctor/nurse
induction. RCA themes skills
within simulation training.

Check key actions are aligned
with Trust programmes of work.
Triangulate data and build
themes and actions into
Quality Priorities.

Regional
Collaboratives
Shared learning with
other organisations
e.g. EMPSLN/EMPSC.

Patient Safety
Portal
Safety messages and
learning bulletins from SIs.
Staff to use for handover key
messages/huddles.

Local Learning

Patient
Safety
Incidents

National Reporting
and Learning System

Safety Huddles, Lightening
Learning, briefs/debriefs,
CMG dept bulletins/
newsletters

Safety Grand Rounds
Share RCA reports and
learning with Clinicians.

Able to access
and learn from data.

Use of Patient
Stories

Dissemination
through Animation

Patient stories
taken to Trust Board.
Focus on impact on
Patient/Family.

Safety videos using
RCA key learning.
Short, focused safety
messages.

2018/19 Central Alerting System

!

National patient safety alerts, MHRA medical device alerts,
important public health messages and other critical safety
information and guidance are issued to NHS Trusts via the
national Central Alerting System (CAS). This is a web-based
system that provides a mechanism for healthcare
organisations to confirm that actions to comply
with national alerts have been taken within
specified timescales.

At UHL we consistently achieve a
high level of compliance and
report progress at an executive
level and local level, as well as
in the quality and
performance report on a
monthly basis.

Within Leicester’s Hospitals there is a robust accountability
structure to manage PSAs. The Chief Nurse and Medical
Director oversee management and implementation of
PSAs alerts, including allocating a senior lead to take
forward actions and to receive regular progress updates
and closure information. Heads of Nursing take an active
role in the local management of alerts and broadcasts are
reported through established governance arrangements to
the executive team and Trust Board for corporate oversight
of compliance. During 2018/19 UHL received 9 patient
safety alerts, described in the table.

No alert breached during 2018/19. Compliance with PSAs
is overseen by the Executive Team.
Following an appraisal of the Trust’s process to manage
alerts, a new panel consisting of the Director of Safety and
Risk, Medical Directors & Chief Nurses teams, Risk Manager,
Patient Safety Manager and H&S / Estates Managers meet
to monitor progress and scrutinise the effectiveness of the
proposed action plans. Further work to measure
effectiveness of the management controls is planned for
2019/20.

Alert Titles

Alert

Description

NHS/PSA/W/2018/002 Warning alert - Risk of death or severe harm from inadvertent intravenous administration
of solid organ perfusion fluids - closed 31/05/19

NHS/PSA/RE/2018/003 Resources alert - Resource to support safe adoption of the revised National Early Warning
Score (NEWS2) - closed 25/05/18

NHS/PSA/RE/2018/004 Resources alert - Resources to support safer modification of food and drink - due 19/20
NHS/PSA/RE/2018/005 Resources alert - Resources to support safer bowel care for patients at risk of autonomic
dysreflexia - closed 25/01/19

NHS/PSA/RE/2018/006 Resources alert - Resources to support safe and timely management of hyperkalaemia
(high level of potassium in the blood) - due 2019/20

NHS/PSA/2018/RE/007 Resources alert - Management of life threatening bleeds from arteriovenous fistulae and
grafts - due 2019/20

NHS/PSA/RE/2018/008 Resources alert - Safer temporary identification criteria for unknown or unidentified
patients - due 2019/20

NHS/PSA/W/2018/009 Warning alert - Risk of harm from inappropriate placement of pulse oximeter probes due 19/20

PSA-D-2019-001

Directive alert - Wrong selection of orthopaedic fracture fixation plates - due 2019/20

Medical Device Safety Officer
The Medical Device Safety Officer position has
implemented a number of local actions to support
compliance with the Medicines and Healthcare products
Regulatory Agency (MHRA) and NHS England /
Improvement national framework, including implementing
the role of the Medical Device Safety Officer (MDSO) and
establishing a Medical Devices Safety Group, with clinical,
risk management and medical physics representation.

Work programmes continue within the Trust to improve
data quality in relation to medical device incident reports,
subsequently enabling more effective data analysis to
provide early indications of prevalent incident trends and
opportunity to develop treatment plans to improve patient
safety.

Our Quality Plans for The Future 2019/20
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Our Quality Priorities for 2019 – 2021/2022:
• Embedding safe and effective care
in every ward by introducing a Trust
wide assessment and accreditation
framework

• Consistently implementing the safest
practice for invasive procedures,
with a focus on consent, NatSSIPS
and the Five Steps to Safer Surgery;
and we will improve our learning
when things go wrong

• Implementing safe and timely
discharge for all patients in our care,
7 days a week, by embedding safer
discharge processes and eliminating
avoidable delays.

Our Quality Improvement Plan:
Our quality improvement plan takes account of both local and national priorities, incorporating patient experience,
clinical effectiveness and safety. Further, we have triangulated harms and clinical outcomes data, patient complaints
and GP concerns to identify the most pressing issues for improvement.
Assessment
of delivery
2018/19

Triangulation
of complaints,
risk, safety
data

Mapped to
19/20 planning
guidance

Mapped to
NHS 10 Year
Plan

Mapped
to National
Patient Safety
Strategy

Patient,
staff,
stakeholder
groups

Shortlist

Patient Safety & Quality Improvement at Leicester’s Hospitals
UHL’s Becoming the Best Strategy seeks to learn
from trusts which have shown significant and
sustained improvement. Its goal is to enable us
to deliver Caring at its Best to every patient,
every time and thus be judged to be an
outstanding organisation. Building on our
strengths whilst also addressing what we need
to do better, or differently, our Becoming the Best
Strategy is designed to be a comprehensive,
evidence-based approach, capable of
transforming our organisation.

The development of our Becoming the Best Strategy has
involved a wide range of people within the trust,
particularly those with quality improvement and
organisational development expertise. It has also had
extensive input through Trust Board Thinking Days and
through our Leadership and Consultant conferences.
Our Becoming the Best Strategy sets out our
improvement methodology and our priorities for
improvement; a “unified programme” approach will mean
a single programme incorporating all the key things that
we need to do using the overall approach set out in this
strategy. It reframes our approach into one of constant
learning and improvement and ensures that quality
improvement is our organising principle.
The success of our Becoming the Best Strategy will
depend on a complete commitment from the top level
of the organisation to the approach set out in our
Becoming the Best Strategy. This includes visible
championing of the approach and changing the way in
which we do things. It also depends on creating the head
space for everyone to talk about how best to pursue this
ambition.
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‘Becoming the Best’ provides a framework for conversations
across the Trust. These conversations will be important in
harnessing the collective expertise of everyone in our
organisation, not least because it is most often the people doing
the job who know best about how to improve it.

