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PURPOSE OF THE REPORT: 

To highlight the main learning points identified from serious incidents closed in the calendar year 
(Dec 2010 – Nov 2011) 
 

 
KEY POINTS: 

• Background 
• Main learning topics emerging 
• The links between incidents and ward based developments  
• Investigation Study day  

 
IMPLICATIONS2

Achieve Clinical Excellence Improving the quality of care given patients 
Be Patient Focused Part of ongoing monitoring of key Healthcare Governance indicators. 
Engaged Staff Staff taking control of managing patient safety and developing new 

solutions 
 
RECOMMENDATION(S): 

The Healthcare Governance Committee is asked to note the contents of this report. 
 

 
APPROVAL PROCESS 

Meeting Presented Approved Date 
    
    
    
    
 
1 Status: A = Approval 
 A* = Approval & Requiring Board Approval 
 D = Debate 
 N = Note 
 

2 Against the three pillars (aims) of the STH Corporate Strategy 2008-2012 
 

 
 
 
 
 
 
 



Learning from Incidents - Overview 
 
 
Introduction 
 
This report details the key lessons learned from both serious and multiple incidents which 
have required the involvement and input from the Patient & Healthcare Governance team 
 
The Healthcare Governance Committee will be aware from other reports that the number of 
patient safety incidents reported is on an increasing trend. The majority of incidents 
occurring within the Trust are managed by directorates through their own governance 
mechanisms. The Safety and Risk Management Board provides risk leads with the 
opportunity to share their incidents in an open forum, to seek advice from peers and also to 
learn from the actions taken within departments to resolve particular issues/problems. 
 
 
The key elements of this report include lessons learned from the following incidents:- 
 

Retained swabs 
 Failure to escalate patients 

Care of elderly orthopaedic patients  
 Patients who fall 
 
Retained swabs 
 
During the twelve months to November 2010 there were 2 retained swab incidents both of 
which were reported to the Commissioners and both were determined to be ‘Never Events’ 
as defined by the Department of Health. These had been the first incidents of this type to 
have occurred within the Trust for a significant number of years. In April 2011 the 
Department of Health added to the list of ‘never events’ and it was determined that should 
any swabs be retained following a vaginal delivery these too should be categorised as ‘never 
events’  
 
In 2011 swabs were retained following two vaginal deliveries within Jessop wing and a 
number of actions were developed which included 
 

• A change in the documentation used during the delivery to record the number of 
swabs used 

• Identification of a number of materials which were included in the delivery packs 
which had the potential to be retained i.e. cotton wool balls, swabs of different sizes, 
surgical tampons etc. All these were rationalised and now only one large swab is 
used. This allows staff to more easily identify and count this one item during the 
procedure 

• A significant amount of re education has being undertaken with both 
nursing/midwifery staff and also the medical staff and new guidelines have been 
written and circulated to individual members of staff 

• The changes have being fully supported by the senior managers within the obstetrics 
& gynaecology directorate 

 
Whilst no further incidents have been reported the governance/risk team within the 
directorate have developed an audit tool to measure compliance with the guidelines. This 
audit will take place at the beginning of the new year 
 
 
 
 
 



Failure to Escalate Patients 
 
There has continued to be a number of incidents of patients whose deterioration has not 
been identified or acted upon appropriately. Whilst the implementation of the Deteriorating 
Patient workstream project continues to make inroads in to the care on cohort wards there 
have been problems on some of the other wards. These wards have, following investigations 
of inquests and incidents, contacted the Patient Safety Coordinator to ask to become 
involved in the next wave of implementation. The implementation requires considerable input 
in relation to training, monitoring and the supply of compliance data. An electronic database 
for ward staff to input their own audits has been developed and this will also enable each 
individual ward to manage their own data as well as comparing progress across wards by 
the central team. 
 
Feedback sessions have been held with staff who have been using the current pathway and 
the medical staff have found some of the documentation limiting when recording the 
treatment and management plans. As a result of this the 3 latest wards to join the 
workstream will be piloting the use of a large prompt sticker to be added to the notes 
 
Care of Elderly Orthopaedic Patients  
 
Earlier in the year issues were identified following incidents and complaints within the ortho-
geriatric service. A review of a wide range of data  (incidents, complaints, M&M statistics, 
audit data etc) was undertaken by the Deputy Chief Nurse. This resulted in a comprehensive 
action plan which is currently being implemented. The main action points include 
 

• Ward environment changes 
• Changes to the content of care pathways 
• Organisation of care on the wards to improve the continuity of care, the 

involvement of families and relatives, nutrition, and links with other care 
teams e.g. tissue viability 

• Review of skill mix and staffing levels 
 
This significant review continues to be implemented by the directorate with members of the 
Trust Executive Group monitoring the process 
 
Patient Falls 
 
As stated previously in other reports the most common type of incident occurring not only 
within STH but also across all acute trusts relates to patient falls. Over the last year falls 
have resulted in a significant number of fractures and also have been the subject of 
coroner’s inquests. 
 
Four wards within the Robert Hadfield Building continue to develop a framework which it is 
hoped will be able to be shared with other wards. The interventions being trialled include 
 

 Appropriate well fitting footwear 
 Sat in the correct height chair 
 Bed at the lowest level  
 Everything the patient may require in reach e.g. call bell, walking aid, table 

etc.  
 Patients continence needs been taken care of 

 
The wards are measuring patients against this criteria to monitor their compliance and it is 
anticipated that as this improves it will be reflected in a reduction in falls. The significant 
difficulty faced by these wards is that admission of a single patient who sustains multiple falls 
within a short period of time can skew the data.  
 



The current data shows that the wards compliance with care identified above is increasing 
and whilst the level of falls appeared to be decreasing it is still not possible to statistically 
prove that a change has been made. In October the wards commenced ‘Intentional 
Rounding’ which is a formal checklist which is completed 2 hourly with specific questions, it 
aims to reduce variation in practice and is anticipated that the implementation of this tool will 
assist with reducing the number of falls. 
 
STH is also working with both Rotherham and Doncaster Trusts to share learning and 
improvements. This has resulted a summit being planned for approximately 10 members of 
staff from each organisation which is due to take place in early 2012. 
 
 
Incident Investigation & Report Writing 
 
The weekly Serious Untoward Incident Group considers and monitors the management of 
any serious incidents which have occurred within the Trust. Part of the role is to ensure that 
any investigation report considers the full range of issues from an incident and that the 
action plans reflect these issues. The group were concerned that incident reports received 
were of varying quality and often the action plans were not robust enough. As a result of this 
a study day has been held for staff with risk management responsibilities which included a 
variety of speakers including input from DAC Beachcrofts 
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