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Addendum to Quality Account 2019/20
During the Trust’s internal review process and also as part of our auditor, Deloitte’s value for money report, we identified that our Quality Account 2019/20 did not completely meet the requirements as set out in the ‘Detailed requirements for quality reports 2019/20’ (NHS England and NHS Improvement, Feb 20). This relates specifically to missing sections on the core indicators and board assurance statements.   A retrospective review of the omissions was undertaken to identify if these items had been published elsewhere as part of the Trust’s annual reporting schedule, or if the information needed to be included in this addendum.  Items that should have been included in the Quality Account for 2019/20 that were omitted are listed on the table below, alongside a column that details where the information can be found. 
Core indicators: 
	Item omitted from report

	Where this information can be located for the reporting period: 

	Patients on CPA who were followed up within 7 days
	SWYPFT Integrated Performance reports can be found 
here


	Percentage of admissions to acute wards for which the Crisis Resolution Home treatment team acted as gatekeeper 

	SWYPFT Integrated Performance report can be found
here


	Readmission rates 
	Figures from 2019/20 have been included in the 2020/21 Quality Account, which is available on the Trust website https://www.southwestyorkshire.nhs.uk/  


	Patient experience of community mental health services indicator score with regards to a patients’ experience of contact with a health or social care worker during the reporting period. 

	Findings of this survey are reported to the Trust’s Clinical Governance and Clinical Safety Committee.  Performance figures from 2019/20 have been included in the 2020/21 Quality Account, which is available on the Trust website https://www.southwestyorkshire.nhs.uk/  


	The number and percentage of patient safety incidents that resulted in severe harm or death

	Reported in The Trust’s Annual incident report 2019/20:  



	Learning from deaths 

	Reported in SWYPFT Annual incident report 2019/20:
As above.






Statements of assurance 
	Item omitted from report

	Where this information can be located: 

	Review of services
	Not reported elsewhere. However, quality is monitored across 100% of our services via our publicly available Integrated Performance Reports for the time period, and within our local quality and governance processes. 


	Participation in clinical audit – national & audit
	Not reported elsewhere.  However, there were no audits in 2019/20, as the national audit programme was stood down in response to the COVID-19 pandemic.


	National confidential inquiry

	Not reported elsewhere, and this was stood down for 2019/20 as above.

	Participation in research
	The number of patients (and carers) receiving relevant health services provided or sub-contracted by South West Yorkshire Partnership NHS Foundation Trust in 2019/20 that were recruited during that period to participate in research approved by a research ethics committee was 416. 


	CQUIN 
	Not applicable – No CQUIN programme in 2019/20


	CQC 
	Reported on SWYPFT Trust website here 


	NHS number & general medical practitioner code validity
	South West Yorkshire NHS Foundation Trust submitted records during 2019/20 to the Secondary Uses Service for inclusion in the Hospital Episode Statistics which are included in the latest published data.  The percentage of records in the published data which included the patient’s valid NHS number was 99.8% for admitted patient care and 100% for outpatient care. The percentage of records in the published data which included the patient’s valid General Medical Practice Code was 100% for admitted patient care and 100% for outpatient care.  


	Data security and protection toolkit
	SWYPFT Annual Accounts & Reports 2019/20 – required detail can be found here 


	Clinical coding accuracy

	Not applicable to SWYPFT – not subject to clinical coding audit



Darryl Thompson
Director of Nursing, Quality & Professions
7 January 2022
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[bookmark: _Toc41997765]Executive Summary



This report provides an overview of all the incidents reported in the Trust during 2019/20. It also includes further analysis of Serious Incidents, and analysis of action themes arising from completed Serious Incident investigations submitted to commissioners for the period of 1 April 2019 to 31 March 2020 (data as at 03/04/2020).  



This report does not cover the work of the BDUs in terms of implementing the learning; a report on this will be available here separately.

[bookmark: _Toc483554882][bookmark: _Toc483569292][bookmark: _Toc483574601][bookmark: _Toc483914441][bookmark: _Toc484073140][bookmark: _Toc484443269][bookmark: _Toc513808283][bookmark: _Toc515456885][bookmark: _Toc515457416][bookmark: _Toc515616111][bookmark: _Toc10195734][bookmark: _Toc40861817][bookmark: _Toc40869959][bookmark: _Toc41997120][bookmark: _Toc41997289][bookmark: _Toc41997766][image: Frame Green.png][image: Frame Orange.png]





· 13206 incidents reported

· 4% increase in reporting on 2018/19

· 87% of incidents resulted in no/low harm

· 47 Serious incidents reported 

· No Never Events

· One homicide reported

· Serious Incidents account for 0.35% of reported incidents 

· High reporting rate with high proportion of no/low harm is   indicative of a positive safety culture1 
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The Trust reported 13206 incidents during the year; a slight increase on the previous year. A high level of incident reporting, particularly of less severe incidents is an indication of a strong safety culture (NPSA: Seven Steps to Patient Safety[footnoteRef:1]).  The distribution of these incidents is in line with an established reporting process showing a triangle with 87% of incidents resulting in no/low harm.  [1:  NPSA. (2004). Seven Steps to Patient Safety] 




There were 47 serious incidents reported during the year accounting for 0.35% of all incidents.   The highest overall category of serious incident is apparent suicide of service users in current contact with community teams (24) consistent with the figure in 2018/19 (23). 



No ‘Never Event’ incidents were reported by SWYPFT in 2019/2020. The last Never Event reported by the Trust was in 2010/11. Never Events is a list (DOH) of serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented.  



Further detailed analysis of all apparent suicides occurring in 2019/20 will be available in September 2020 in the apparent suicide report.  
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This incident management annual report focusses on incidents and serious incidents reported within the Trust during 2019/20. 



This report provides an overview of all incidents reported and does not include detail of specific incident types. Specialist advisors produce separate annual reporting for this purpose. The report does not cover incidents that are managed through other processes such as safeguarding (including Serious Case Reviews (now known as Safeguarding Child Practice Reviews), Domestic Homicide Reviews) or whistleblowing (staff survey).  The information is this report is high level, and further breakdown is possible on Datix. Further information can be provided on request.  



The patient safety support team will be preparing two further reports.  Firstly, we will prepare ‘Our Learning Journey’ report which will present the work of the BDUs in terms of implementing learning and learning from serious incident investigations.  At the present time (May 2020) this is delayed due to the impact of Covid -19. The second report to be prepared is the ‘Apparent Suicide Report’. This will be available in September 2020. 



The report does not include broader patient safety work which will be updated on separately when possible.



The report is structured into the following sections:  



Section 1 includes a summary of all reported incidents occurring from 1 April 2019 to 31 March 2020. It should be noted that this report provides only an overview; detailed reports are produced on a quarterly basis for Business Delivery Units and many specialist advisors run/analyse incident reports. 



Section 2 focusses on incidents reported as Serious Incidents during 2019/20. The first part looks at what these incidents were, and secondly provides more details on the different types of serious incidents that were reported. 



Section 3 sets out an analysis of the serious incident investigations that have been completed and sent to commissioners during 2019/20.  It includes an analysis of the themes arising from serious incident recommendations. 



Section 4 focusses on reported deaths in line with the Learning from health care deaths policy. It includes figures on deaths that were reported as serious incidents. 



Section 5 Overview of incident management plans for 2020/21. 
















[bookmark: _Toc41997768]Section 1 - Incident Reporting Analysis
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The Trust reported 13206 incidents of all severity during the year, a 2.7% increase on 2018/19 (12640).  The average number of incidents reported per financial year over a 3 year period is 12737 incidents.   
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· 13206 incidents reported

· 4% increase in reported incidents compared with 2018/19

· 87% of incidents resulted in no/low harm

· 47 Serious incidents reported (0.35% of  all incidents) 

· High reporting rate with high proportion of no/low  harm is indicative of a positive safety culture 
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Figure 1 below shows the pattern and number of incidents reported by quarter in the Trust over the last 3 financial years, and indicates the average is stable, with natural fluctuations each quarter. It should be noted that direct comparisons should be viewed with caution due to the changing profile of service provision.



[bookmark: _Toc10195983]Figure 1 Comparative number of incidents reported by financial quarter 2017/18 to 2019/20[image: ]



The distribution of these incidents in terms of severity is pyramid-shaped, with red incidents being fewest in number; and most incidents being graded green (87%) resulting in no/low harm, as illustrated in Figure 2. The proportion of no/low harm incidents has remained consistent with previous years. An organisation with a high reporting rate, particularly with a high proportion of no/low harm is indicative of a positive safety culture where staff are encouraged to report incidents and near misses.  
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Figure 2 Incidents reported by severity 2019/20Red 1% (not all recorded as SIs)



Total: 13206

8.5%

29.4%

57.9%

3.2%











Note: The red incidents in this chart are based on the date when the incident occurred, which is often different to the date it was reported on the Strategic Executive Information System (StEIS) as a Serious Incident (SI) figures use the date reported on StEIS. Not all Red incidents are reported as SIs.



Type and Category of incidents

All incidents are coded using a three tier method to enable detailed analysis.  ‘Type’ is the broadest grouping, with Type breaking into ‘categories’, and then onwards into ‘subcategories’. 



Figure 3 shows the top 10 highest reported categories of incidents across the Trust during 2019/20. During 2019/20 incidents were reported against 153 different categories of incident.  The top 10 categories account for 53% of all incidents reported, which is consistent the proportion in 2018/19. 
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Figure 3 Trust-wide Top 10 most frequently reported incident categories in year 2019/20
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‘Physical aggression/threat (no physical contact): by patient’ was the highest reported incident category in 2019/20 with a total of 1364 incidents, accounting for 10% of all incidents reported.  This is an increase on 2018/19 (1212) but this has remained the top reported category in both years. This includes incidents such as threatening behaviour against others or where physical violence was prevented. 

There are three other categories of violence and aggression related incidents appearing in the top 10; ‘Physical violence against staff by patient (where contact was made)’, ‘Verbal aggression/threat (no physical contact): by patient’, and ‘Inappropriate violent/aggressive behavior (not against person) by patient’.  All four categories have appeared in the top 10 in the last 3 years.  



In relation to incidents of violence and aggression, like 2018/19, we have continued to see an increase in acuity across certain areas. Some of these incidents also feed into the other sections of the report as contributing factors, e.g. Breach of smoke free policy and self-harm. This is due to a large increase in actual and attempted self-harm within areas and the need for staff’s intervention. The Reducing Restrictive Intervention Team continued to push the need for consistent and precise reporting of all incident of both physical and verbal aggression. The consistently improving reporting of verbal aggression is to be commended as this can be used by staff to identify changes or increasing levels of aggression with a service user’s presentation, and also show that there are many incidents (near misses) where staff have been confronted by an angry aggressive individual and through the de-escalation skills employed, have limited the incident to verbal aggression. During 2019/20, the Reducing Restrictive Physical Intervention (RRPI) team worked with the Datix team to further improve recording of incidents in-line with the National Data set.

The third highest category of incident is ‘Self harm (Actual)’ with ‘attempted self harm’ also appearing in the top 10. In 2019/20 there were 719 actual self harm incidents.  The figures for self-harm fluctuate through the year and numbers are closely affected by individual service user presentation. 



‘Pressure ulcer – category 2’ appears in the top 10. It should be noted that these are incidents that are generally identified by staff in the general community services and many are attributable to other agencies. The Datix system is used to capture the identification and actions taken by our staff. 



Patient falls appears in the top 10, as it has done in previous years. The reporting remains at a fairly consistent through the year, and is similar to previous years.



Breach of Smoke Free policy incidents have continued to reduce during 2019/20 compared with 2018/19.  



[bookmark: _Toc41997770]External Review



Reporting to National Reporting and Learning System 

The Trust captures the severity of all incidents locally on Datix using the risk matrix which scores incidents ranging from green through to red (see Figure 2). This includes actual and potential harm of all incidents and near misses (i.e. psychological harm, potential risks).  

The Trust uploads patient safety incidents[footnoteRef:2] (which are a subset of all incidents reported) from Datix to the National Reporting and Learning System (NRLS) on a weekly basis and has done so since 2004.  Local information on Datix is mapped to the national system in the background.  The National Reporting and Learning System shares patient safety incidents with the Care Quality Commission (CQC). The CQC may then contact the Trust to enquire further about specific incidents.  [2:   A patient safety incident is defined as any unintended or unexpected incident which could have or did lead to harm for one or more patients receiving NHS care.      
] 


Patient Safety incidents do not include non-clinical incidents, or where staff was the affected party (e.g. violence against staff incidents). These are not reportable to NRLS as the harm was not to a patient. The NRLS scores the actual degree of harm caused, as opposed to including potential harm as collected locally.  



The NHS Patient Safety Strategy [footnoteRef:3] published in July 2019 sets out plans for a new national reporting and learning system which will combine NRLS and the Strategic Executive Information System (for reporting serious incidents).  The launch date is awaited. [3:  https://improvement.nhs.uk/resources/patient-safety-strategy/] 




National Reporting and Learning System reports  

Patient Safety Incidents are uploaded to the National Reporting and Learning System (NRLS) when they have been through the internal management review and governance processes. This ensures that the data uploaded externally is as accurate as it can be. Data can also be refreshed if details change.  Incidents are exported to NRLS when these reviews have been completed, which results in a natural delay in uploading patient safety incidents to the NRLS. 



NHS Improvement publishes data from the NRLS system on a six monthly basis. These reports are designed to assist NHS trust boards to understand and improve their organisation’s patient safety culture and reporting of patient safety incidents to the NRLS. The reports have changed over time, but now encourage organisations to compare against themselves over periods of time, rather than with other organisations which may not be comparable for a number of reasons.



The published reports are added to the NRLS intranet page when released.






The latest NRLS Summary Report published in March 2020, covers the period 01 April 19 to 30 September 19 compares the Trust’s data for the same period in 2018. The areas compared are: 



Reporting culture and reporting patterns  

· No evidence of potential under-reporting

· Our reporting rate per 1,000 bed days remains consistent



Has the timeliness of your incident reporting improved?

· Our reporting timeliness improved in April 2019 to September

· 2019 compared with the previous year due to focussed quality improvement time on reviewing incidents internally. This improved the speed with which incidents were uploaded to NRLS. Further work to protect time for this continues.



Are you improving the accuracy with which you report degree of harm?

· There are some small variations in comparative data by degree of harm. The Patient Safety Support Team quality check local data against provisional data from NRLS on a monthly basis and amendments are made as needed. The actions recommended in the report are in place. 



Do you understand your most frequently reported incident types?

· The incident types reported on from the national system do not direct correlate with those collected locally. Work takes place every 3 years to confirm our mapped data with NHS Improvement. It is anticipated this will next be reviewed as part of the new national reporting system.



Have the care settings of your incidents changed?

· There are very small variations in comparative data by care setting but this would be as expected. 



In 2019/20, the Trust uploaded a total of 6278 patient safety incidents to the NRLS (at 22/4/20), compared with 5487 reported in 2018/19 Quality Accounts. 95% of the 6278 incidents resulted in no harm or low harm.  



The Trust reported a total of 53 severe harm and patient safety related death incidents in 2019/20, compared to 58 incidents in 2018/19.



In relation to the total number of incidents uploaded, the percentage of severe harm incidents has decreased to 0.38% when compared with 0.47% in 2018/19. The percentage number of patient safety related deaths (uploaded to NRLS) has continued to decrease to 0.46% when compared to previous years and last year which was 0.58%.



Internal Audit 

During Winter 2019/20, 360 Assurance undertook an internal audit of our incident reporting and associated processes. The Trust received Significant Assurance. A number of actions have been identified and an action plan is in development. The actions are summarised below and focus on clarifying:

· Responsibilities for completion of the degree of harm field and timeliness of reviewing incidents

· Policy terminology and definitions to ensure they align with Datix (egg closed date, near miss definition, Green1 (no harm) severity) 

· Investigation timescales for incidents of all grades, and where relevant, how we manage investigation extensions. 

· Level of performance information in Clinical Risk Reports for Operational Management Group



Royal College of Psychiatrists Serious Incident Review Accreditation Network (SIRAN) 

The Trust was been involved in the pilot of Serious Incident Investigation standards during 2018/19 and 2019/20. These have now been agreed and a network officially launched in January 2020. The next phase will involve a self-review process and a peer review visit which is anticipated to be around September 2020. We will need to upload evidence that supports our Serious Incident processes. 

[bookmark: _Toc41997771]Duty of Candour 

Duty of Candour applies to all patient safety incidents that result in moderate harm or above.  The Trust has been following the principles of Being Open since 2008 and had a policy in place since that time. The NHS contract includes Duty of Candour for patient safety incidents with moderate harm and above and the Trust has been reporting on this since April 2014. In November 2014 this was strengthened when this became a statutory CQC regulation[footnoteRef:4] to fulfil the Duty of Candour requirement.  [4:  Care Quality Commission. Duty of Candour guidance] 




Failure to comply with the contractual requirements could result in recovery of the cost of the episode of care or £10,000 if the cost of the episode of care is unknown (NHS Contract) and/or it is a criminal offence to fail to provide notification of a notifiable safety incident and/or to comply with the specific requirements of notification. On conviction a health service body would be liable to a potential fine of £2,500. 

The data contained in this section of the report was correct at the time of reporting (13/5/20). The data is extracted from a live system, and is subject to change. The degree of harm (moderate, severe or death) is initially recorded by the Patient Safety Support Team based upon the potential harm, and is subject to change as further information becomes available e.g. when actual injuries  or cause of death are confirmed. 



During 2019/20, there were 295 potentially applicable patient safety incidents (2.2% of all incidents reported). The number of patient safety incidents meeting the NRLS definition of moderate or severe harm or death steadily rose in 18/19, however has fallen slightly in 19/20 as shown in Figure 4. The percentage of Duty of Candour applicable incidents against the total number of incidents reported each quarter has remained fairly similar.  Some data is still subject to change.  



It should be noted that the figures included in this section of the report regarding Duty of Candour will not match the number of incidents reported to the National Reporting and Learning System (NRLS) as some incidents where Duty of Candour applies, are not reportable to NRLS, e.g. apparent suicide of a discharged community patient.   

Figure 4 Total number of patient safety incidents with moderate or severe harm or death between 2018/19 and 2019/20
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Figure 5 shows the degree of harm (moderate, severe or death) from patient safety incidents over a three year period. The average for each degree of harm has been added.

Figure 5 Duty of Candour applicable incidents by degree of harm and month 1/4/2018 – 31/3/2020[image: ]

Figure 6 shows the highest number of applicable incidents is in Barnsley General Community Services with 152 incidents. This is an increase of 2 in comparison to 2018/19. A high proportion of these were pressure ulcers, category 3 (moderate harm), and category 4 (severe harm).



Figure 6 Duty of Candour applicable incidents in 2019/20 by BDU and financial quarter

		

		Barnsley General Community 

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield

		Forensic Service

		Specialist Services

		Total



		19/20 Q1

		36

		2

		9

		8

		22

		1

		0

		78



		19/20 Q2

		36

		7

		7

		14

		11

		2

		1

		78



		19/20 Q3

		37

		4

		6

		7

		5

		0

		2

		61



		19/20 Q4

		43

		6

		5

		13

		9

		2

		0

		78



		Total

		152

		19

		27

		42

		47

		5

		3

		295





Compliance with Duty of Candour



Each BDU has an identified lead who is responsible for reviewing their BDU’s compliance with Duty of Candour. The Patient Safety Support Team provides data on a monthly basis to the Operational Management Group to support BDUs with monitoring their compliance with Duty of Candour. Figure 7 shows the monitoring position which breaks down as below: 

· In 77% of cases (228), a verbal conversation has happened with the patient and/or family within 10 days of the incident occurring or being identified (as per the contract).

· There were 20 cases where Duty of Candour was not completed but exception reasons were given (6%). The number of exceptions has stayed the same as in 2018/19 (6%).  

· There were three cases where Duty of Candour was underway.

· There were 44 (14%) cases where the Duty of Candour monitoring was not completed by the BDU, these could include possible breaches.



Figure 7 Duty of Candour compliance 2019/20

		

		Barnsley General Community 

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield

		Forensic Service

		Specialist Services

		Total



		Stage 1 Duty of Candour - underway

		1

		0

		0

		1

		0

		0

		0

		2



		Stage 1 Duty of Candour - awaiting further clarification from manager

		0

		0

		0

		0

		0

		0

		1

		1



		Stage 1 Duty of Candour - verbal apology completed within 10 days

		132

		10

		15

		30

		41

		0

		0

		228



		Stage 1 Duty of Candour verbal apology not given following MDT decision (exception)

		0

		1

		7

		1

		1

		0

		0

		10



		Stage 1 Duty of Candour - not completed (exception)

		0

		0

		2

		4

		4

		0

		0

		10



		Awaiting BDU monitoring

		19

		8

		3

		6

		1

		5

		2

		44



		Total

		152

		19

		27

		42

		47

		5

		3

		295







Exception reasons include verbal apology not being given following MDT decision due to clinical presentation or being detrimental to patient’s wellbeing. In other cases Duty of Candour was not possible with the patient as they were too unwell. In some cases, particular where patients had died, there were no family contact details known to enable us to make contact with family members. 
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Serious incidents are defined by NHS England as; 



“…events in health care where the potential for learning is so great, or the consequences to patients, families and corers, staff or organisations are so significant, that they warrant using additional resources to mount a comprehensive response. Serious incidents can extend beyond incidents which affect patients directly and include incidents which may indirectly impact patient safety or an organisation’s ability to deliver ongoing healthcare.” [footnoteRef:5]   [5:  NHS England. Serious Incident Framework. March 2015  ] 




There is no definitive list of events/incidents.  However, there is a definition in the Serious Incident Framework which sets out the circumstances in which a serious incident must be declared: 



Serious incidents are incidents requiring investigation and are defined as an incident that occurred in relation to NHS funded services and care resulting in one of the following:



· the unexpected or avoidable death of one or more patients, staff, visitors or members of the public;

· serious harm to one or more patients, staff, visitors or members of the public or where outcome requires life-saving intervention, major surgical/medical intervention, permanent harm or will shorten life expectancy or result in prolonged pain or psychological harm (this includes incidents graded under the NPSA definition of severe harm)

· a scenario that prevents, or threatens to prevent, a provider organisation’s ability to continue to deliver health care services, for example, actual or potential loss of personal/organisational information, damage to property, reputation or the environment.  IT failure or incidents in population programmes like screening and immunisation where harm potentially may extend to a larger population

· allegations of abuse  

· adverse media coverage or public concern for the organisation or the wider NHS one of the core set of Never Events[footnoteRef:6].   [6:  NHS Improvement. Never Event policy and framework 2018] 


[bookmark: _Toc515457434][bookmark: _Toc515616129][bookmark: _Toc41997774]Investigations

Investigations are initiated for all serious incidents in the Trust to identify any systems failure or other learning, using the principles of root cause and systems analysis. The Trust also undertakes a range of reviews to identify any themes or underlying reasons for any peaks.  Most serious incidents are graded amber or red on the Trust’s severity grading matrix, although not all amber/red incidents are classed as serious incidents and reported on the Strategic Executive Information System (StEIS). Some incidents are reported, investigated and later de-logged from StEIS following additional information. Conversely, some incidents are reported as Serious Incidents on StEIS after local investigation.

[bookmark: _Toc515457435][bookmark: _Toc515616130]
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During 2019/20, 47 Serious Incidents were reported to the relevant Clinical Commissioning Group (CCG) via the NHS England Strategic Executive Information System (StEIS).  This compares with 45 in 2018/19. 
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· 47 Serious incidents reported 

· Serious incidents account for 0.35% of all incidents 

· Highest incident category is ‘apparent suicide of service users in current contact with community teams’ (24)

· One homicide reported

· No Never Events
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No ‘Never Event’ incidents were reported by SWYPFT in 2019/2020. The last Never Event reported by the Trust was in 2010/11. Never Events is a list (DOH) of serious, largely preventable patient safety incidents where national safety alerts/procedures are in place to prevent occurrence.  These events should not occur if the available preventative measures have been implemented.  Examples of Never Events relevant to SWYPFT include failure to install functional collapsible shower or curtain rails in mental health settings; and in all settings, overdose of insulin due to abbreviations or incorrect device;   falls from poorly restricted windows; chest or neck entrapment in bed rails; scalding of patients; unintentional connection of a patient requiring oxygen to an air flowmeter. There is specific guidance for circumstances of each Never Event. 



Never Events[footnoteRef:7] are serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented.  There were no ‘never event’ incidents reported by SWYPFT in 2019/20.  The last Never Event reported by the Trust was in 2010/11. A revised list of Never Events came into effect on 1 February 2018. This is available on the Trust intranet.   [7:  NHS Improvement. Never Event policy and framework 2018] 




There was one homicide reported in 2019/20.
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Figures 8 and 9 below shows all serious incidents reported on StEIS between 1 April 2015 and 31 March 2020, with figure 8 showing breakdown by financial quarter. 



Figure 9 Breakdown of serious incidents reported each financial year by financial quarter 2015/16- 2019/20

		 

		2015/16

		2016/17

		2017/18

		2018/19

		2019/20



		Quarter 1

		18

		13

		15

		8

		12



		Quarter 2

		23

		13

		18

		9

		12



		Quarter 3

		15

		15

		26

		10

		8



		Quarter 4

		20

		23

		12

		17

		15



		Total

		76

		64

		71

		44

		47







Figure 8 Total number of Serious Incidents reported by financial year 2015/16 to 2019/20
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Figure 10 shows a breakdown of the 47 serious incidents reported during 2019/20 by the type of incident and month reported. 



[bookmark: _Toc10195996]Figure 10 Types of All Serious Incidents reported in 2019/20 by date reported on StEIS
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As in previous years, the highest type of serious incident is death of a service user (35) including death by apparent suicide or unexpected death. 



Figure 11 shows a breakdown of the reported serious incidents by category. The category of incident (a subset of ‘type’, as shown in Figure 10) provides more detail of what occurred.  It shows that apparent suicide of service users in current contact with community teams is the highest reported category with 24 (compared with 2018/19 [23]; 2017/18 [34]). There are a further five incidents relating to apparent suicide. These include three deaths where the patient was under the care of inpatient services at the time of death; two deaths where the service user was discharged from Intensive Home Base Treatment Team (IHBTT) at the time of their death.



[bookmark: _Toc10195997]Figure 11 Serious Incidents reported during 2019/20 by reported category
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As Figure 12 shows, during 2019/20, the area with the highest number of SIs reported was Kirklees with 15 serious incidents, the same as 2018/19. Fourteen of the 15 cases were death of service users.  Two were apparent suicides of inpatients on leave from wards (not the same ward) at the time of death; a third was an unexpected death of inpatient on leave from the ward.  Wakefield has also shown an increase with 11 serious incidents in 2019/20 compared with eight in 2018/19. Ten of Wakefield SIs were deaths. 



Forensics has had an increase in serious incidents with 7 reported across the service. This included three inpatient deaths, one of which was apparent suicide in hospital ward. In 2018/19 there were no serious incidents reported. This increase follows a change in Forensic commissioning reporting guidance and thresholds that was implemented in November 2019.  This has resulted in some amber incidents now being classed as serious incidents.  



Barnsley General Community has reported four SIs in 2019/20 which remains consistent with reporting figures in 2018/19.



A number of BDU’s have seen a reduction in the number of serious incidents reported compared with 2018/19 figures. Calderdale’s figure reduced from nine in 2018/19 to six in 2019/20. Barnsley Mental Health had four serious incidents in 2019/20 compared with 10 in 2018/19.



There were no serious incidents reported in CAMHS or Learning Disability services. 









[bookmark: _Toc10195998]Figure 12 2019/20 Reported Serious incidents by BDU and category 
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		Barnsley General Community 

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield

		Forensic Services

		Total



		Suicide (incl apparent) - community team care - current episode

		0

		3

		5

		7

		9

		0

		24



		Physical violence (contact made) against staff by patient

		0

		0

		0

		0

		1

		3

		4



		Death - cause of death unknown/ unexplained/ awaiting confirmation

		0

		0

		0

		3

		0

		0

		3



		Pressure Ulcer  - Category 3

		3

		0

		0

		0

		0

		0

		3



		Suicide (incl apparent) - inpatient care - current episode

		0

		0

		0

		2

		0

		1

		3



		Death - confirmed from physical/natural causes

		0

		0

		0

		0

		1

		1

		2



		Self harm (actual harm) with suicidal intent

		0

		1

		1

		0

		0

		0

		2



		Suicide (incl apparent) - community team care - discharged

		0

		0

		0

		2

		0

		0

		2



		Death - confirmed as accidental

		0

		0

		0

		0

		0

		1

		1



		Homicide by patient

		0

		0

		0

		1

		0

		0

		1



		Slip, trip or fall - patient

		1

		0

		0

		0

		0

		0

		1



		Substance misuse

		0

		0

		0

		0

		0

		1

		1



		Total

		4

		4

		6

		15

		11

		7

		47







Figure 13 shows all reported serious incidents by reporting team (primary involvement at time of the incident) and financial quarter. It should be noted that some incidents involve several other teams.



Figure 13 Serious Incidents reported by Team and financial quarter

		Team

		Q1 2019/20

		Q2 2019/20

		Q3 2019/20

		Q4 2019/20

		Total



		Enhanced Team South 2 - Kirklees

		1

		1

		0

		3

		5



		Assessment and Intensive Home Based Treatment Team / Crisis Team - Calderdale

		2

		1

		0

		1

		4



		Intensive Home Based Treatment Team (Kirklees)

		1

		2

		1

		0

		4



		Intensive Home Based Treatment Team (IHBTT) - Wakefield

		0

		1

		1

		1

		3



		Core Team West - Wakefield

		1

		1

		0

		0

		2



		Enhanced Team West - Kendray, Barnsley

		2

		0

		0

		0

		2



		Priestley Ward, Newton Lodge

		0

		0

		1

		1

		2



		Sandal Ward (Bretton Centre)

		0

		0

		0

		2

		2



		Appleton, Newton Lodge, Forensic BDU

		1

		0

		0

		0

		1



		Ashdale Ward (based at The Dales, Kirklees BDU)

		0

		0

		0

		1

		1



		Core Team - Calderdale

		0

		1

		0

		0

		1



		Core Team East - Wakefield

		0

		1

		0

		0

		1



		Core Team North - Kirklees

		0

		0

		1

		0

		1



		Criminal Justice Liaison Team, Barnsley

		0

		0

		1

		0

		1



		Early Intervention Service (Insight) - Kirklees

		1

		0

		0

		0

		1



		Enhanced Lower Valley Team - Calderdale

		0

		0

		1

		0

		1



		Enhanced Team East - Wakefield

		0

		0

		0

		1

		1



		Enhanced Team South 1 - Kirklees

		0

		1

		0

		0

		1



		Enhanced Team West - Wakefield

		0

		1

		0

		0

		1



		Hepworth Ward, Newton Lodge, Forensic

		0

		0

		0

		1

		1



		Team / continued

		Q1 2019/20

		Q2 2019/20

		Q3 2019/20

		Q4 2019/20

		Total



		Intensive Home Based Treatment Team (IHBTT) - Barnsley

		0

		1

		0

		0

		1



		Neighbourhood Team - North (Barnsley)

		0

		1

		0

		0

		1



		Neighbourhood Team - Penistone (Barnsley)

		1

		0

		0

		0

		1



		Neighbourhood Team - South (Barnsley)

		0

		0

		1

		0

		1



		Neuro Rehab Unit - Barnsley

		0

		0

		0

		1

		1



		Single Point of Access, (Wakefield)

		1

		0

		0

		0

		1



		Stanley Ward (Trinity 2)

		1

		0

		0

		0

		1



		Thornhill Ward (The Bretton Centre)

		0

		0

		1

		0

		1



		Ward 18, Priestley Unit

		0

		0

		0

		1

		1



		Ward 19 - Priestley Unit (OPS)

		0

		0

		0

		1

		1



		Total

		12

		12

		8

		15

		47







Demographic comparison of Serious Incidents reported



The numbers in Figure 12 must be considered by BDU population sizes and service configuration. 



Population

When serious incidents are viewed against population size (Figure 14) it shows a decrease in the number of serious incidents reported per 100,000 population in Barnsley and Calderdale. Kirklees has remained about the same rate, and Wakefield shows a small increase.  

[bookmark: _Toc10195999]Figure 14 BDU population estimates and serious incident figures (STEIS reported) per 100,000 population 

		Geographical district

		[bookmark: RANGE!B3]Population estimates Mid 2019 (ONS)

		Serious Incident figures per 100,000 population for 2018/19

(based on population figures from 2017)

		Serious Incident figures per 100,000 population for 2019/20*



		Barnsley

		245,199

		4.55

		3.26



		Calderdale

		210,082

		4.29

		2.86



		Kirklees

		438,727

		3.43

		3.41



		Wakefield

		345,038

		2.64

		3.18



		Total

		1,230,730

		3.57

		3.81





*7 Forensic SIs have been excluded from the geographical calculations but are included in the overall Trust wide total



[bookmark: _Toc515616132]Breakdown of all Serious Incidents 



Deaths (apparent suicides and unexpected deaths) 

Of the 47 serious incidents reported, 35 related to the death of a service user as mentioned earlier. Please note this is not all deaths that were reported on Datix and reviewed, only those reported on StEIS. 



Figure 15 shows the apparent category of death. This is extracted from Datix and was correct at the time of writing, based on information known at the time. This is subject to change as more information comes to light or inquest conclusions are received. Apparent suicide is based on the circumstances of death.



[bookmark: _Toc10196001]Figure 15 Breakdown of all deaths reported as SIs 2019/20 by category of death and BDU

		 

		Barnsley General Community Services

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield 

		Forensic Service

		Total



		Suicide (incl apparent) - community team care - current episode

		0

		3

		5

		7

		9

		0

		24



		Death - cause of death unknown/ unexplained/ awaiting confirmation

		0

		0

		0

		3

		0

		0

		3



		Suicide (incl apparent) - inpatient care - current episode

		0

		0

		0

		2

		0

		1

		3



		Death - confirmed from physical/natural causes

		0

		0

		0

		0

		1

		1

		2



		Suicide (incl apparent) - community team care - discharged

		0

		0

		0

		2

		0

		0

		2



		Death - confirmed as accidental

		0

		0

		0

		0

		0

		1

		1



		Total

		0

		3

		5

		14

		10

		3

		35







Death - confirmed from physical/natural causes 

Deaths of service users where the cause of death appears to be natural or physical cause would not usually be reported as Serious Incidents unless there were significant concerns about the care provided or it met external reporting requirements.  During 2019/20, there was one death which has since been confirmed from a physical cause (pneumonia). This was reported as a serious incident as it was the unexpected death of Forensic Services patient, which are reportable as serious incidents under their revised contract. 



There are a further two cases where the cause of death was not confirmed at the time of reporting the serious incident.  One related to a patient who died following a choking incident. The second was a patient who was found deceased in Scotland. The cause of death has since been received as being related to physical health. The investigation for both has continued. 



Death – other causes 

There were 3 serious incidents reported relating to the unexpected death of service users. This figure includes two unexpected deaths related to service users who died in house fires at home.  A third incident involved the death of an informal patient on leave from a ward. At the time of reporting cause of death was not known.  



It can take a significant amount of time for the cause of death to be identified through the coroner’s office. However, irrespective of the outcome, this does not prevent the investigation being completed. 



Apparent Suicide

Of the 35 deaths reported as serious incidents, 29 were apparent suicides. Three of these occurred whilst under the care of inpatient settings, one on a ward (Forensic low secure) and two whilst on leave from wards. Further detailed analysis of all apparent suicides in 2019/20 will be available in September 2020.  
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Violence and Aggression 

During 2019/20 there were four violence and aggression incidents, the same figure as 2018/19. All four incidents involved violence by patients against staff members using weapons. Three of the cases occurred in Forensic BDU (two in low secure, one in medium secure care) resulting in staff injuries. The fourth case occurred in an acute inpatient ward and also resulted in injuries to a staff member. 



Homicide by a service user

During 2019/20 there was one homicide by a service user reported as a serious incident. This incident involved a service user under the care of an Enhanced Team. The service user was charged in connection with the death of a member of the public following a stabbing. The investigation for this case was led by an externally appointed investigator on behalf of the Trust. The individual is awaiting trial. 



[bookmark: _Toc515457441][bookmark: _Toc515616136]Pressure ulcers

During 2019/20, a total of three category three pressure ulcers were reported as Serious Incidents on StEIS.  This compares with four in 2018/19. All were reported by Neighbourhood teams in Barnsley General Community Services. Two of the three patients affected were male.



[bookmark: _Toc515457443][bookmark: _Toc515616138]Self-harm/attempted suicide 

[bookmark: _Toc515457445][bookmark: _Toc515616139][bookmark: _Toc10108993][bookmark: _Toc10195763]During 2019/20 there were two serious self-harm incidents.  Both cases involved service users falling from bridges, resulting in significant injuries.  These occurred whilst under the care of different teams; Intensive Home Based Treatment Team in Calderdale and Enhanced Team West in Barnsley. 



[bookmark: _Toc515457448][bookmark: _Toc515616141]Inpatient fall 

During 2019/20 there was one incident where an inpatient in Neuro Rehabilitation unit in Barnsley fell, resulting in a fractured neck of femur. 



Substance misuse 

During 2019/20 there was one incident in Forensic medium secure services, where an inpatient was found to be unresponsive, suspected to have injected illegal substances.  After treatment, the patient returned to the ward the following day.






[bookmark: _Toc41997777]Section 3 - Findings from Serious Incident Investigations completed during 2019/20



This section of the report focusses on the 43 serious incident investigation reports were completed and submitted to the relevant commissioner during the period 1 April 2019 to 31 March 2020. Please note this is not the same data as those reported in this period (see Section 3) as investigations take a number of months to complete.  The term ‘completed’ is used in this section to describe this.  
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· 43 serious incident investigations completed

· 174 associated actions 

· All investigations include a recommendation to share learning 

· Top 3 action themes:

1) Staff education, training and supervision

2) Record keeping

3) Joint  between Risk Assessment and Communication
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[bookmark: _Toc41997778]Headline data 

Of the 43 serious incidents investigation reports completed and submitted to the relevant commissioner between 1 April 2019 and 31 March 2020, there were 174 actions made.  



A standard recommendation to share learning and the outcome of the investigation with staff involved and wider is now in place. All 43 serious incident reports completed had a recommendation to share learning. This increases the number of actions. 44 of the 174 actions were related to sharing learning.

 

[bookmark: _Toc10196002]One incident investigation can generate a high number of actions. The breakdown by BDU and team type is shown in figures 16 and 17.  



Figure 16 Breakdown of the number of Serious Incidents completed in 2019/20 per BDU, compared with the number of actions

		BDU

		Number of SIs completed

		Number of  SI actions



		Barnsley General Community Services

		5

		20



		Barnsley Mental Health

		6

		21



		Calderdale

		6

		26



		Kirklees

		15

		63



		Wakefield 

		9

		31



		Specialist Services 

		1

		6



		Forensic Services

		1

		7



		Total

		43

		174







[bookmark: _Toc10196003]Figure 17 Breakdown of the number of Serious Incidents completed in 2019/20 per team type, compared with the number of actions

		

		Number of SIs completed

		Number of SI actions



		Enhanced Pathway

		9

		26



		Core pathway

		8

		27



		Crisis/IHBTT  (Adult)

		8

		28



		District Nursing

		5

		20



		Acute Inpatients (Adult)

		4

		33



		Early Intervention Services

		2

		7



		136 Suite (Adult)

		1

		3



		Child and Adolescent Mental Health Services, Wakefield

		1

		6



		Dual Diagnosis (Adult)

		1

		4



		Inpatient Service (OPS)

		1

		4



		Forensic Learning Disability Inpatient units

		1

		7



		Mental Health Liaison Services

		1

		6



		Single Point of Access (SPA)

		1

		3



		Total

		43

		174







Over the last three years the highest numbers of actions have arisen from apparent suicide incidents. This correlates with this being the largest type of Serious Incident reported. During 2019/20 completed serious incident investigations for apparent suicides resulted in 120 actions (69%).



It is important to understand that in undertaking an investigation of an incident, the Trust takes the view that all areas for learning or improvement should be identified and lead to a recommendation being made. These are often care delivery issues, and not considered to have been the direct root cause of the incident.



A majority of the recommendations from serious incident investigations apply directly to the team or BDU involved. Each BDU lead investigator works closely working with the practice governance coaches and BDUs to produce a report on learning from recommendations where further information/breakdown about each BDU and the lessons learnt is presented. This is called ‘Our learning journey from incidents’.  This will be available separately. 



[bookmark: _Toc515457455][bookmark: _Toc515616147][bookmark: _Toc41997779]Categorisation of actions 

In order to analyse actions, each action is given a theme to capture the issue/theme that best matches from a pre-designed list of approximately 20 themes. We also try to add a sub-theme to group similar issues together. In an attempt to gain consistency, this is undertaken by the Lead Serious Incident Investigators. The recording of themes and sub-themes is subjective and isn’t always straightforward to identify which theme/sub-theme an action should be given. Some don’t easily fit into any one theme, and could be included under more than one.






[bookmark: _Toc10196004]Figure 18 Ordinal list of action themes from 2019/20 compared with position in 2018/19

		Top 6 Recommendation types

		2019/20

		2018/19



		F1 Staff education, training and supervision

		1st

		Joint 1st



		A5 Record keeping

		2nd

		Joint 1st



		A4 Risk assessment

		Joint 3rd

		Joint 3rd



		B1 Communication

		Joint 3rd

		5th 



		F2.1 Policy and procedure - in place but not adhered to

		5th

		Joint 3rd



		F4 Team service systems, roles and management

		6th joint

		Joint 3rd



		A2 Care delivery

		6th joint

		Not in top 6







The types of SIs completed in the year affects the action themes, for example, an Information governance serious incident, is more likely to have actions related to Organisational systems, increasing that figure. 



Figure 18 illustrates the ranking of the most common themes this year in comparison to last year.  The top 3 themes are the same as last year.  



The top 10 action themes have also been reviewed over the last five financial years for comparison. As shown in Figure 19, Record keeping and Staff education, training and supervision have remained the two commonest themes. 

[bookmark: _Toc10196005]

Figure 19 Top 10 action themes in the 5 years between 1/4/2015 and 31/3/20
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In 2019/20 the top three most common action themes were ‘Staff education, training and supervision’, ‘Record keeping’, and joint third ‘Risk assessment’ and ‘Communication’. These are generally consistent with top 3 themes in previous years. Below is a summary of some of the issues identified within these themes; where possible these have been grouped together (called subthemes). There is natural overlap between themes and subthemes.  

1) Staff education, training and supervision (#1):

Staff education, training and supervision has remained within the top 3 action themes in the last seven years.  During 2019/20, there were 20 actions relating to staff education, training and supervision. Where possible these have been grouped by broad sub-theme: 



		

		Barnsley General Community Services

		Barnsley Mental Health

		Kirklees

		Calderdale

		Forensic Service

		Specialist Services

		Total



		Physical health

		0

		0

		3

		0

		2

		0

		5



		Supervision

		0

		0

		1

		0

		1

		2

		4



		Risk assessment

		1

		1

		0

		1

		0

		0

		3



		Incident reporting 

		0

		0

		1

		1

		0

		0

		2



		MDT working

		0

		1

		0

		0

		0

		0

		1



		CPA policy

		0

		1

		0

		0

		0

		0

		1



		Training - other

		1

		0

		0

		0

		0

		0

		1



		Dual diagnosis

		0

		0

		0

		1

		0

		0

		1



		Care pathway

		1

		0

		0

		0

		0

		0

		1



		Support for staff

		0

		0

		1

		0

		0

		0

		1



		Total

		3

		3

		6

		3

		3

		2

		20







Below is a summary of the actions identified:  

		Physical health



		· Review the effectiveness of training programmes in building competence and confidence in carrying out resuscitation, and consider with Service Managers what further steps can be taken to ensure staff proficiency under pressure.



		· Ensure that staff have up to date awareness and knowledge of physical health problems that are known to shorten life expectancy for patients with long-term mental illnesses.



		· Ensure that staff are able to recognise the link between aspiration pneumonia and coughing when eating and drinking. 



		· Improve education and support to staff in understanding and managing risks associated with dysphagia, including ensuring dissemination of recent relevant guidance and prioritising relevant Trust training programmes on food and nutrition for attendance.



		· Consider what changes if any are needed to ensure first aid techniques available to staff are as effective as possible for all patients including bariatric patients.



		Risk assessment and formulation



		· The IHBTT should re-establish psychology led supervision sessions with a focus on risk formulation and understanding risk for individuals with a personality disorder and where non-suicidal self-injury and suicidal intentions are present.



		· Review the knowledge and skills of the Neighbourhood Nursing Service relating to the factors which affect the Waterlow score.



		· Caseload supervision should include checks of the current risk assessment and management plans recorded on the clinical system.



		Care pathway



		· Embed the moisture lesion pathway within the Neighbourhood Nursing Service by providing further training and support.



		Dual diagnosis



		· Provide training in dual diagnosis for clinical staff as per Trust policy.



		Supervision



		· The service should review the current procedures for the delivery of clinical supervision to ensure that they are robust.



		· The service needs to provide assurance that clinical supervision is being completed in line with Trust policy.



		· Improve the access staff have to on-going supervision and support when they are relying on the Mental Capacity Act for treatment and care of vulnerable patients, particularly where they are concerned that such patients are making unwise decisions.



		· The systems of clinical and management supervision on the ward require a review to ensure that both types of supervision meet the requirements of the policy. 



		Support for staff



		· The Occupational Health Department guidance for managers supporting staff following a critical incident should be reviewed to include advice to be followed immediately on the day of an incident including one-to-one support and for making arrangements for staff affected to go home where appropriate.



		CPA policy



		· Thorough handover to take place when transferring care. The meeting must fully involve the service user and all key individuals involved in the persons care as per Care Programme Approach and Care co-ordination policy and procedural guidance.



		MDT working



		· All new service users to the enhanced teams must be reviewed by medical staff as part of the multi-disciplinary assessment/review



		Training – other



		· Neighbourhood Nursing Service Employees (SWYPFT) involved in the incident will have knowledge, skills, and training reviewed and further training identified 



		Incident reporting system



		· Ward staff should ensure when allegations of abuse, or violence are made against staff during their working practice, that these are uploaded to the Datix system to enable the Trust to understand what may be going wrong and where, so that action can be taken to avoid this happening again and improve patient and staff safety.



		· The Team manager should ensure that staff are provided with initial support at the uploading of Datix incidents to ensure that tasks are not lost where additional advice and information is required.



		











2) Record keeping (#2):

Record keeping has remained within the top 3 action themes in the last six years.  There were 19 actions relating to record keeping. Where possible these have been grouped by broad sub-theme: 



		



		Barnsley Mental Health

		Calderdale

		Forensic Service

		Kirklees

		Wakefield

		Total



		Clinical decision making

		1

		0

		0

		1

		1

		3



		Communication with other agencies

		0

		1

		0

		0

		0

		1



		Contemporaneous recording

		2

		0

		0

		1

		3

		6



		Care plan

		0

		1

		1

		1

		0

		3



		Risk assessment

		0

		1

		0

		1

		0

		2



		Crisis/contingency plan

		0

		0

		0

		1

		0

		1



		MDT

		1

		0

		0

		1

		1

		3



		Total

		4

		3

		1

		6

		5

		19







Below is a summary of the actions identified:  

		Clinical decision making



		· During telephone consultations by the Intensive Home Based Treatment Team with the service user there was no clear documentation of an opinion on his capacity to consent to assessment and treatment, and how this decision provided a rationale for his capability to refuse.



		· Document all decisions for the deferment of treatment 



		· Where there is a difference in clinical opinion as to the acceptance of a referral from enhanced into the IHBTT the decision should be reviewed by the team consultant and senior practitioner/manager as part of the FACT meeting and full rationale/discussion documented within the clinical notes by both teams.



		Communication with other agencies



		· There is no uniform practice across the Trust for AMHP reports following assessment. Some AMHPS provide a hand written summary and some don't. This depends on the area.



		Contemporaneous recording



		· The Triage Nurse did not make an entry in the progress notes to say that the plan of contact between the Kirklees Intensive Home Based Treatment Team and the Acute Assessment Unit had been changed. This meant that the last entry in the progress notes was misleading because it said that the team would ring daily for an update on discharge plans. 



		· Services were contacted by family on two occasions, no recorded entry of calls made re concerns over deteriorating mental state. Service user had stated she was not consenting.



		· Document contact from service user’s family members expressing concern



		· Individual’s mental state to be recorded following each visit to clozapine clinic



		· All discussions and pertinent information must be recorded within the care record 



		· Changes regarding leave conditions should be recorded contemporaneously and must include informal service users. The practice of leaving these changes to night staff must stop immediately.



		Care plan



		· The initial plan of care was not transferred into a formal care plan and the care plan and crisis and contingency plan had not been provided to the service user.



		· Care plans need to ensure they are current, easy to follow, provide evidence of the patient's involvement, are being implemented, and are being reviewed if they are not meeting service users’ needs



		· Breach of operational CPA policy and procedure by the lack of the presence of a clear care plan to support CPA care delivery



		Risk assessment



		· The team should ensure that risk assessments are updated and accurate at the point of referral, when there are significant changes to risk and at least annually



		· Lack of risk assessment at the point of ward discharge, lack of risk assessment at the point of acceptance on to Core HCP Caseload, Lack of clarification on understanding risk factors in progress notes to support clinical decision making in to moving from 24 hour follow-up.
Inconsistencies in clinical communication of risk across teams.



		Crisis/contingency plan



		· A team response should be included in the actions in a Crisis Care Plan.



		MDT



		· When service users red, amber, green rating is changed within the IHBTT MDT meeting, the rationale for the grading change should be fully recorded within the electronic record.



		· Timely and comprehensive documentation including outcome of MDT case discussions and follow up arrangements. 



		· The team is recommended to ensure that multi-disciplinary clinical decision making and outcomes for care and treatment is recorded in the service user’s clinical notes.





3) Risk Assessment issues (joint #3):

Risk assessment issues have been in the top 6 in the last two years. There were 15 actions relating to risk assessment. These have been grouped by broad sub-theme: 



		

		Barnsley General Community Services

		Barnsley Mental Health

		Calderdale

		Kirklees

		Specialist Services

		Wakefield

		Total



		Monitoring compliance

		1

		0

		1

		4

		1

		1

		8



		Changes in risk 

		0

		1

		0

		1

		0

		1

		3



		Inadequate exploration of risk 

		0

		0

		1

		0

		0

		0

		1



		Transitions in care

		0

		0

		0

		0

		0

		1

		1



		Training

		1

		0

		0

		0

		0

		0

		1



		Record keeping

		0

		0

		0

		1

		0

		0

		1



		Total

		2

		1

		2

		6

		1

		3

		15







Below is a summary of the actions identified:  



		Changes in risk 



		· Risk assessments must be updated with any new relevant risk information with instances of increased risk or attempted harm being shared with the team via the morning meeting.



		The risk assessment was not updated to reflect reported incidents of self-harm
The family were not involved in care planning including risk assessment and formulation of risk
There was limited communication with the family at points of transition and when changes in the plan of care had been made



		· Ensuring risk assessments are updated when risks change



		Monitoring compliance



		· That the Trust considers how it could be assured through audit or other means, that risk assessment and management plans are effectively communicated and implemented when patient care is transferred.  



		· That the Trust considers through audit or other means how comprehensive, up to date and accurate risk assessment and management plans are with regard to physical or environmental problems, and whether these are fully implemented.



		· The service needs to provide assurance that all service users are discharged from the acute ward with a review of existing level two risk assessments having taken place. 
It is acknowledged that the Trust is currently reviewing all risk assessment processes.  It is recommended that this review makes reference to in-patient stays of short duration where it is not possible to convene a multi-disciplinary team to discuss and review level two risk assessments.



		· There must be a clinical audit on the ward (and possibly wider) to review the current state of risk assessments 



		· The service needs to provide assurance that risk assessments are being completed in line with Trust policy.



		· All services should ensure that level 2 risk assessments are updated in accordance to operational policy and procedure and that risk assessments are closed to future editing at the time of completion.



		· Monitoring of completion of Waterlow Risk assessments



		· Systems used to monitor completion of risk assessments and care plans (including crisis and contingency plan) remain up to date.



		Record keeping



		· The system of having risk assessment forms prepopulated with the last risk information should be reviewed in order to ensure the risk of inaccurate information being perpetuated is minimised and to ensure that there is a robust assessment of current risk.



		Training



		· Provide further  training to staff  members in Waterlow risk scoring   to ensure that staff members has an understanding of how Long term conditions (LTC) in can impact on Waterlow scores and decisions in the provision of pressure relieving equipment.

· Moisture Lesion Pathway: Ensuring at appropriate Risk assessments are carried out when pressure damage of any grade / treatment is identified.



		Transitions in care



		· Risk management plans should be completed prior to ward transfers and where possible personal behaviour support plans.



		Inadequate exploration of risk 



		· Where service users have overdosed on medications, the risk assessment should extend to understanding the origins of the medications and whether additional access to other medications is a considered risk. Reducing the access to additional means to self-poison/deliberately overdose should be considered a care action as part of the assessment.










4) Communication (joint #3):

Communication has been in the top 6 in the last two years. There were 15 actions relating to risk assessment. These have been grouped by broad sub-theme: 



		

		Barnsley General Community Services

		Calderdale

		Kirklees

		Wakefield

		Total



		Communication with other agencies

		0

		0

		1

		2

		3



		MDT 

		2

		0

		0

		0

		2



		Care delivery 

		0

		1

		0

		0

		1



		Communication - service contact details to patient

		0

		0

		0

		1

		1



		Communication between colleagues in team

		0

		1

		0

		0

		1



		Communication not completed following discharge 

		0

		0

		1

		0

		1



		Dual diagnosis

		0

		1

		0

		0

		1



		Record keeping

		0

		0

		0

		1

		1



		Team roles

		0

		0

		0

		1

		1



		Specialist advice

		0

		0

		0

		1

		1



		Poor sharing of information between services

		0

		0

		0

		1

		1



		Inadequate transfer of information between services, including discharge summaries from ward

		0

		1

		0

		0

		1



		Total

		2

		4

		2

		7

		15







Below is a summary of the actions identified:  

		Care delivery 



		· Where other agencies are involved the Intensive Home Based Treatment Team to ensure effective joint working with them is evidenced throughout a service user’s episode of care.



		Communication - service contact details to patient



		· Ensure service users are aware of how to contact the service whilst awaiting access to groups.  



		Communication between colleagues in team



		· Check that notifications go to an administrator/duty worker to ensure the message is picked up and actioned in a timely way



		Communication not completed following discharge 



		· The Intensive Home Based Treatment Team (IHBTT) needs to provide assurance that discharges from their service is being documented in line with Trust policy



		Communication with other agencies



		· The Psychiatric Liaison Team practitioners will ensure that when making a referral for a Mental Health Act assessment that they will call the Intensive Home Based Treatment team to advise them of this action.



		· Where partnership working is identified across other organisations, all efforts should be made to approach investigations jointly to optimise information sharing and learning 



		· The Intensive Home Based Treatment Team should seek to strengthen the connections with the external agencies for reduction in harmful alcohol use. A review of the tools in use in this area should be conducted and the team should seek to mirror the use of such tools when creating care actions and interventions for those people where alcohol misuse is identified.



		Dual diagnosis



		· Review links with Recovery Steps as per Trust’s Dual Diagnosis Policy



		Record keeping



		· Letter templates to be signed from a named professional to support effective engagement and provide a point of contact with the service. 



		Team roles



		· A written management/contingency plan should be provided to the acute trust department by the Psychiatric Liaison Team detailing onward referral, management of risks and the need to refer back where risks have changed



		Specialist advice



		· When the transfer/admission of a service user with a violent history occurs, where clinically indicated staff should as soon as possible seek advice from the Reducing Restrictive Practice and Interventions team on how to manage the service user.



		MDT 



		· Outcome of the learning event to include a plan of how the teams can  develop a MDT approach to care to ensure joint working and improved communication



		· The Patient Safety Strategy BDU action plan to include specific actions around MDT working and a flexible workforce to improve communication and patient experience



		· Poor sharing of information between services



		· The Single Point of Access team to discuss communication issues with the Turning Point Talking Therapies in the interface meeting.



		Inadequate transfer of information between services, including discharge summaries from ward



		· Medics discharge summaries should be opened and updated to reflect current patient presentation with a plan for ongoing treatments including medication arrangements and made available to General Practitioners within 24 hours as per operational policy and procedure.







[bookmark: _Toc515457456][bookmark: _Toc515616148][bookmark: _Toc41997780]Implementation of recommendations and actions

Work to ensure monitoring and implementation of all Serious Incident action plans continues through the Operational management group and BDU Serious incident meetings. 



BDUs ensure that recommendations and resulting actions are SMART and that evidence is collected against each action to demonstrate implementation. BDUs are asked to develop actions that will result in change when creating their plans.



Some Business Delivery Units hold regular learning lessons events that look at the themes of learning and have presentations on key topics. All BDUs are supported to hold these events and feedback from the events run have been very positive.  



A Trust wide event was held in June 2019 which brought the opportunity for BDUs to share their learning more widely. The Patient Safety Support Team share learning from serious incidents in the learning library by sharing Executive summaries. 



A common question asked is if investigations and recommendations change practice. This is difficult to answer. Over the number of years we have been analysing action themes, the top 6 themes have remained fairly similar. The type of incidents and teams involved will affect this. We are developing methods of thematic review through the Clinical Mortality Review Group which focuses attention on an individual theme to extract the common messages for particular incident types, with the intention to share these messages across the Trust. This work is being developed and will evolve over time beyond deaths. One challenge is not losing sight of the original incident and retaining the meaning behind the action.  



Anecdotally, we know the investigation process is valued by individuals and teams and we know the quality of reports is generally high from the Commissioners’ reviews and the Trust processes are well regarded. 



  




[bookmark: _Toc41997781]Section 4 Learning from healthcare deaths 



Introduction

Scrutiny of healthcare deaths has been high on the government’s agenda for some time. In line with the National Quality Board report published in 2017, the Trust has had Learning from Healthcare Deaths policy in place since September 2017 that sets out how we identify, report, investigate and learn from a patient’s death. The Trust has been reporting and publishing our data on our website since October 2017. 



Most people will be in receipt of care from the NHS at the time of their death and experience excellent care from the NHS for the weeks, months and years leading up to their death. However, for some people, their experience is different and they receive poor quality care for a number of reasons including system failure. 



The Five Year Forward View for Mental Health identified that people with severe and prolonged mental illness are at risk of dying on average 15 to 20 years earlier than other people. Therefore, it is important that organisations widen the scope of deaths which are reviewed in order to maximise learning. 



The Confidential Inquiry into premature deaths of people with learning disabilities showed a very similar picture in terms of early deaths. 



The Trust has worked collaboratively with other providers in the North of England to develop our approach. The Trust will review/investigate reportable deaths in line with the policy. We aim to work with families/carers of patients who have died as they offer an invaluable source of insight to learn lessons and improve services. 



All deaths that are in scope are reported to Trust Board each quarter.   The latest reports are published on the Trust website.   

Scope 

The Trust has systems that identify and capture the known deaths of its service users on its electronic patient administration system (PAS) and on its Datix system where the death requires reporting. 



The Trust introduced our Learning from healthcare deaths policy in 2017. Staff report deaths where there are concerns from family, clinical staff or through governance processes and where the Trust is the main provider of care. This is what we refer to as ‘in scope deaths’ (further details are available in the Learning from Healthcare Deaths policy). The policy has continued to be reviewed and updated to reflect national guidance. 



Learning from Healthcare Deaths reporting

During 2019/20, 3262 deaths (row one in Figure 20) were recorded on our clinical systems (figure correct at 15/5/20).  This figure relates to deaths of people who had any form of contact with the Trust within 180 days (approx. 6 months) prior to death, identified from our clinical systems through Business Intelligence software. This includes services such as end of life, district nursing and care home liaison services. Of note is that for a large number of cases, the Trust was not the main provider of care at the time of death.  









[bookmark: _Toc10195990]Figure 20 Summary of 2019/20 Annual Death reporting by financial quarter*

		

		Quarter 1
2019/20

		Quarter 2 
2019/20

		Quarter 3 
2019/20

		Quarter 4 
2019/20

		2019/20 total



		1) Total number of deaths reported on SWYPFT clinical systems where there has been system activity within 180 days of date of death

		778

		700

		902

		882

		3262



		2) Total number of deaths reported on Datix by staff (by reported date, not date of death) 

		74

		78

		95

		108

		355



		3) Total number of deaths reviewed 

		74

		78

		95

		108

		355



		4) Total Number of deaths which were in scope 

		63

		61

		80

		82

		286



		5) Total Number of deaths reported on Datix that were not in the Trust's scope 

		4

		15

		12

		21

		52



		6) Total Number of reported deaths which were rejected following review, as not reportable or duplicated.  

		7

		2

		3

		5

		17





*Data extracted from Business Intelligence Dashboards and Datix risk management systems. Data is refreshed each quarter so figures may differ from previous reports.     Data changes where records may have been amended or added within live systems. Dashboard format and content as agreed by Northern Alliance group



Not all these deaths were reportable as incidents on Datix.  Row 2 in Figure 20 shows that 355 deaths were reported on Datix in the year, with the quarterly breakdown. The yearly total is an increase on 2018/19 (307).  



All deaths reported on Datix are reviewed by the patient safety support team to ensure they meet the scope criteria. For 2019/20, 286 deaths were in scope and subject to one of the 3 levels of scrutiny the Trust has adopted in line with the National Quality Board guidance (figure 21): 



Figure 21 National Quality Board Levels of mortality scrutiny

		In scope deaths should be reviewed using one of the 3 levels of scrutiny: 



		Level 1

		Death Certification



		Details of the cause of death as certified by the attending doctor. 



		Level 2

		Case record review

		Includes:

(1) Managers 48 hour review (first stage case note review)

(2) Structured Judgement Review 



		Level 3

		Investigation

		Includes:

Service Level Investigation

Serious Incident Investigation (reported on STEIS)

Other reviews e.g. Learning Disability Review Programme (LeDeR), safeguarding.







Each quarter, there are a number of reported deaths that do not meet the Learning from Healthcare Deaths reporting criteria which receive no further review. These are not in scope and are not included in data report, although the record remains on Datix. 



For the purpose of this section, the date of reporting on Datix is used rather than the date of death. This is to ensure all deaths are systematically reviewed.  The figures may differ from other sections of the report. 










Figure 22 shows the 286 in scope deaths reported by the service areas.   



Figure 22 In scope deaths reported by financial quarter and service type

		

		Mental Health Community

		Mental Health Inpatient

		General Community

		General Community Inpatient

		Learning  Disability

		CAMHS and ADHD

		Forensic Services

		Total Number of Deaths reviewed



		Quarter 1

		45

		3

		3

		0

		12

		0

		0

		63



		Quarter 2

		40

		4

		3

		0

		14

		0

		0

		61



		Quarter 3

		65

		5

		0

		0

		9

		0

		1

		80



		Quarter 4

		61

		5

		3

		1

		11

		0

		1

		82



		Year total

		211

		17

		9

		1

		46

		0

		2

		286





The 286 in scope deaths were reviewed in line with the National Quality Board levels of scrutiny as outlined in Figure 21. Figure 23 shows the in scope deaths by financial quarter they were reported in, against the review level and process. Figures 24 and 25 show the deaths BDU and category.

[bookmark: _Toc10195992]Figure 23 Learning from Healthcare Deaths during 2019/20 by financial quarter and mortality review process

		Financial quarter

		Level 1

		Level 2

		Level 3

		Total



		

		Death certified

		Manager's 48 hour review 

		Structured Judgment Review (SJR)

		Service Level Investigation

		Serious Incident Investigation

		Learning Disability Mortality Review (LeDeR)

		Other investigation

		



		Quarter 1

		23

		8

		8

		0

		9

		14

		1

		63



		Quarter 2

		13

		15

		8

		1

		10

		14

		0

		61



		Quarter 3

		35

		16

		9

		2

		8

		8

		2

		80



		Quarter 4

		34

		16

		6

		1

		10

		13

		2

		82



		2019/20 total

		105

		55

		31

		4

		37

		49

		5

		286







Figure 24 Reported In scope deaths by financial quarter (date reported) and BDU 2019/20

		

		Barnsley General Community Services

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield

		Forensic Service

		Specialist Services

		Total



		19/20 Q1

		3

		8

		15

		14

		11

		0

		12

		63



		19/20 Q2

		3

		6

		11

		11

		16

		0

		14

		61



		19/20 Q3

		0

		11

		12

		26

		21

		1

		9

		80



		19/20 Q4

		4

		11

		8

		19

		28

		1

		11

		82



		Total

		10

		36

		46

		70

		76

		2

		46

		286







[bookmark: _Toc10195991]Figure 25 Reported deaths by category and BDU reported during 2019/20

		 

		Barnsley General Community Services

		Barnsley Mental Health

		Calderdale

		Kirklees

		Wakefield

		Forensic Service

		Specialist Services

		Total 



		Death - confirmed from physical/natural causes

		5

		18

		26

		34

		51

		1

		30

		165



		Death - cause of death unknown/ unexplained/ awaiting confirmation

		5

		10

		8

		14

		7

		0

		10

		54



		Suicide (incl apparent) - community team care - current episode

		0

		5

		6

		9

		13

		0

		1

		34



		Death - confirmed from infection

		0

		1

		0

		0

		3

		0

		5

		9



		Suicide (incl apparent) - community team care - discharged

		0

		0

		4

		4

		1

		0

		0

		9



		Death - confirmed related to substance misuse (drug and/or alcohol)

		0

		0

		2

		5

		1

		0

		0

		8



		Suicide (incl apparent) - inpatient care - current episode

		0

		0

		0

		2

		0

		1

		0

		3



		Death - confirmed as accidental

		0

		2

		0

		0

		0

		0

		0

		2



		Death of service user by homicide (alleged or actual)

		0

		0

		0

		2

		0

		0

		0

		2



		Total

		10

		36

		46

		70

		76

		2

		46

		286







Understanding the data around the deaths of our service users is a vital part of our commitment to learning from all deaths.  We will continue to develop this over time, for example by looking into some areas in greater detail and by talking to families about what is important to them.  We will also learn from developments nationally as these occur.  



Deaths reported as SIs 

Of the 286 in scope deaths reported on Datix between 1 April 2019 and 31 March 2020, 37 were reported as serious incidents. Three of these cases were later withdrawn as serious incidents after the investigation revealed that care was as it should have been and no learning was identified.  This is in agreement with commissioners.  

Please note this figure will not necessarily match those reported in the Serious Incident section of this report due to the use of different dates for different processes (Serious incident reporting uses date reported on STEIS; mortality uses date reported on Datix).

Apparent suicides

The apparent suicides will be reported on further in the Apparent Suicide annual report which will be available later in the year. The figures will be based on the live data, so may not match figures in this report. 



Learning from Deaths findings

Learning from deaths report is prepared quarterly and included in the Quarterly Incident reports.  On six monthly basis, an analysis report is prepared to consider our findings. 




[bookmark: _Toc26954486][bookmark: _Toc41997782]Section 5 - Key Actions and Areas for Development in 2020/21



Recent years have seen substantial developments in mortality processes, processes supporting the review, investigation, management and learning from incidents in the Trust along with the ongoing development of staff within the patient safety support team.  This provides a secure platform from which to develop further. 



Plans for 2020/21 include:

· Implementation of actions identified in a recent 360 Assurance report following an audit Incident reporting and associated processes. 

· Review of policies: 

· Incident Reporting and Management (including Serious Untoward Incidents) policy 

· Investigating and analysing incidents, complaints and claims to learn from experience policy. 

· There are two major changes anticipated arising from the NHS Patient Safety Strategy relating directly to Incident reporting and management. This will include:

· Work to connect Datix to the new Patient Safety Incident Management System (PSIMS) which will replace NRLS and StEIS systems. Timescales will be given by NHS Improvement.  

· Implementation of the new Patient Safety Incident Response Framework (PSIRF) which will replace the Serious Incident Framework. Full implementation is anticipated by July 2021.

· Work to realign Datix with new BDU structures. It is acknowledged that this work is outstanding from Q4 2019/20 but has been delayed during Covid 19 period. 

· Review operational interconnectivity within Patient Safety Support Team alongside strengthening governance arrangements with BDUs. 

· Partake in Royal College of Psychiatrists Serious Incident Review Accreditation Network (SIRAN), expected September 2020.
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