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Key points Purpose: 
1. This paper provides an overview of the work of and outcomes from the 

organisational learning response system 
To note and gain 
assurance 

 
Executive Summary: 
 
During the latter part of 2016/17 the Trust identified the need for a knowledge management 
framework to support learning from ‘precursor events’ (which can be complaints, incidents, claims, 
inquests, mortality reviews, tacit knowledge and experience of staff etc.). As a result an 
organisational learning response system was developed, and has been presented in a specific 
paper to this Committee. This paper provides an overview of the learning generated through the 
system, its precursor ‘incident’, the learning itself and the modality used to disseminate it across 
the Trust. Due to the implementation of the system within year, this report covers Quarters 1 and 
22017/18. 
 
Much of the work of the Trust during Quarter 2 was focused on the safe implementation of the 
Electronic Patient Record. There is a huge amount of organisational learning that has been 
generated from the implementation and go live processes. This learning is subject to a separate 
review and presentation within the organisation and provides useful focus especially in relation to 
staff enagement and leadership. 
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Financial implications:  
Yes – Income & Expenditure 
 
Regulatory relevance: 
 
Monitor: Risk Assessment Framework 

Quality Governance Framework 
Code of Governance  

 
Equality 
Impact / 
Implications: 

      
 
Is there likely to be any impact on any of the protected characteristics? 
(Age, Disability, Gender, Gender Reassignment, Pregnancy and Maternity, Race, 
Religion or Belief, Sexual Orientation, Health Inequalities, Human Rights) 
Yes ☐   No ☒ 
If yes, what is the mitigation against this? 

 
Other:  
 

Strategic 
Objective: 
Reference to 
Strategic 
Objective(s) 
this paper 
relates to 

To provide outstanding care for patients 
To deliver our financial plan and key performance targets 
To be in the top 20% of NHS employers 
To be a continually learning organisation 
To collaborate effectively with local and regional partners 
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1. Introduction 
 
This report has been prepared to provide a tangible output from the Trust’s organisation learning 
response system during 2017/18. The system is designed to process information from multiple 
sources, identify opportunities for learning from ‘precursor incidents’ identified within the 
information processed, develop an agreed modality for that learning to be shared, share the 
learning and test and assure the effectiveness of the methods used. 
 
The report does not purport to include all organisational learning across the Trust during the 
specified time period for a number of reasons: 

• One of the principles of the learning and response system is the absolute recognition that 
most organisational learning is informal, and the system should serve to strengthen that 
learning, not try to measure it. 

• The learning and response system is new and evolving. 
• It is designed to provide a pen portrait of learning, other learning is routinely described in 

reports and papers presented throughout the Trust. 
 
For the purposes of this report learning and learning outcomes are presented in relation to the risk 
associated with the precursor event that was identified within the system.  
1: precursor events where there was significant concern 
2: precursor events where there was concern 
3: precursor events where there were opportunities for change and improvement 
4: precursor events where good practice in learning was identified 
 
To support the assurance examples of how learning was disseminated or actioned are provided. 
These examples take the form of alerts, safety information dissemination, information about action 
taken and descriptions of local improvement actions.   To improve the rigour of this report as the 
organisational learning and 
response system is strengthens 
and gains momentum different 
strategies will be used to identify 
key elements of organisational 
learning.  
 
The Trust now has a dedicated 
intranet site for 
Learning, http://nww.bradfordhospit
als.int/departments/Learning/Page
s/Learning-Home-Page.aspx 
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1. Precursor event: Significant Concern 
Learning question Source Mechanism Action Learning outcome 
How do we inform all relevant 
staff of the immediate learning 
from an incident relating to a 
medication error? 

There was a serious incident 
and a significant profile of no 
harm incidents relating to 
medication incidents 

Incident 
performance 
management 
group, trend 
analysis 

This issue was 
escalated to QuOC 
as a significant 
concern 

A rapid response alert was published (see 
Appendix 1) and a programme of work initiated 
with the Medicines Safety Group to address the 
identification of high impact learning relating to 
medicines incidents. 

How do we identify and 
implement immediate learning 
from a Never Event that 
involved the insertion of a wrong 
strength intra-ocular lens? 

Never event QuOC An immediate 
focus group with 
staff involved was 
convened by the 
Medical Director 

A range of immediate actions were identified as a 
result and improvements and safety solutions 
were put into place with an immediate effect. 
 

How do we ensure that the 
pathways for the management 
of screening samples through 
the new pathology service are 
effective? 

Serious incident QuOC Sample 
walkthrough and 
risk assessment 

It is key that governance and administration 
processes are fully mapped out and understood 
when services change. 

How do we inform all relevant 
staff of the immediate steps they 
need to take to prevent a bogus 
health care professional 
entering our wards and seeking 
drugs? 

There was a serious incident 
involving the a bogus health 
care professional accessing 
our wards and potentially 
stealing drugs 

QuOC This issue was 
escalated to QuOC 
as a significant 
concern 

A rapid response alert was published (see 
Appendix 1) and a dissemination process using 
face to face contact with key staff across the 
Trust. 

How do we ensure that all 
obstetric clinical staff are aware 
of the criteria for referral to an 
obstetric consultant? 

Serious Incident QuOC This issue was 
escalated to QuOC 
as a significant 
concern 

A rapid response alert was published (see 
Appendix 1) and a dissemination process using 
face to face contact with key staff across the 
Trust. 
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2. Precursor event: Concern 
Learning Question Source Mechanism Action Outcome 
How can we re-inforce the 
requirement to respond 
appropriately to changing 
NEWS scores? 

A consideration during an 
incident investigation that 
NEWS was conceptually 
linked with sepsis and that 
other causes for deterioration 
were not considered 

IPMG 
L&SH 
NPSAS Alert 
Daily Huddle 
QuOC 

Escalated to 
QuOC 

A Learning Matters publication was issued to support 
the work of the Deteriorating Patient Collaborative 
focusing on NEWS as a tool to identify deterioration. 
See Appendix 2. 

Do we really understand the 
data about falls that we are 
reviewing? Are we reviewing it 
and understanding themes and 
trends appropriately? 

Review of falls data identified 
that there had been 300 falls 
across 2 wards (29 and 30) 
during a 1 year period.  

QuOC Escalated for 
management 
and review to 
the Patient 
Safety Sub 
Committee 

Weekly reports to be provided to QuOC for 
information, a deep dive was undertaken and changes 
to reporting are being made to support the 
contextualisation of falls data. 

Are we sure, despite a previous 
ProgRESS review, that staff fully 
understand Deprivation of 
Liberty Safeguards (DoLS) and 
know where to find advice and 
guidance? 

Concerns raised by 
safeguarding leads and in the 
context of an investigation 
into an incident 

Daily huddle 
IPMG 

Explored at 
L&S 

A Learning Matters publication was issued to support 
the knowledge base of our staff. See Appendix 2. 

Are we sufficiently focused on 
the safe handover between our 
service and primary care? 

Complaint 
Discharge incidents (with no 
or low harm) 

IPMG 
L&SH 

Explored at 
L&SH 

A Learning Matters publication was issued to raise 
awareness of the incident and the importance of high 
quality handover information at discharge. See 
Appendix 2. A ProgRESS review has been 
commissioned to explore the handover between our 
services and primary care and identify opportunities 
for change and improvement. 

Is the current approach to the 
governance associated with, 
assessment of risk and 
prevention of Venous Thrombo-
embolism effective? 

Compliance with NICE 
Guidance 
Performance data 
Serious incident 
Incident 

Clinical Audit & 
Effectiveness 
Patient Safety 
Committees 
QuoC 
IPMG 
Daily Huddles 

Second order 
change 
required 
through 
establishment 
of Inquiry 
Group 

Inquiry group meeting during July 2017. Approach to 
be reviewed and high level action plan to be 
developed. The current situation has been risk 
assessed and the need for second order change 
agreed. 
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Learning Question Source Mechanism Action Outcome 
Are needlestick protocols 
followed consistently in AED? 

CQC raised concern Assurance 
team 

Assurance 
review 

During March 2017 there were 10 A&E attendances 
coded as needle stick injuries. 6 related to injuries 
sustained from a needle.  4 related to contamination 
from bodily fluids. 100% of the cases reviewed 
followed the correct procedure.  Where the injury 
related to BTHFT employee a referral to Occupational 
Health was completed and a Datix. Staff members 
were questioned on their awareness of the procedures 
for patients presenting with needle stick injuries. 
100% of staff could describe the correct procedure to 
follow. 100% of staff were confident that all patients 
presenting with a needle stick injury have blood taken. 

Are patients with malaria 
identified and treated in a timely 
way in our AED? 

Cluster of incidents IMPG Internal 
investigation  

Education and reminders required (and subsequently 
enacted) in relation to asking patients about any 
history of travel to support diagnostic testing and early 
treatment. 

How can we re-inforce the 
importance of our Duty of 
Candour? 

An identified breach in our 
Duty of Candour 

IPMG 
L&SH 
NPSAS Alert 
Daily Huddle 
QuOC 

Escalated to 
QuOC 

A Learning Matters publication was issued (see 
Appendix 2) to support the implementation of our 
revised Duty of Candour Policy, together with a trust-
wide awareness campaign  

Is the current approach to the 
governance associated with, 
assessment of risk and 
prevention of Venous Thrombo-
embolism effective? 

Compliance with NICE 
Guidance 
Performance data 
Serious incident 
Incident 

Clinical Audit & 
Effectiveness 
Patient Safety 
Committees 
QuoC 
IPMG 
Daily Huddles 

Second order 
change 
required 
through 
establishment 
of Inquiry 
Group 

Inquiry group meeting during July 2017. Approach to 
be reviewed and high level action plan to be 
developed. The current situation has been risk 
assessed and the need for second order change 
agreed. This learning continues and a learning 
matters is planned, together with a call  to action 
during October 2017. 

Is our stroke service safe and 
effective? 

National audit outcome 
Incidents 
Performance data 

Clinical Audit 
and 
Effectiveness 
Patient Safety 
QuOC 

Escalated to 
QuOC 

A summit process has been initiated and will be 
conducted during October 2017. 
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Learning Question Source Mechanism Action Outcome 
Do the governance and quality 
and safety processes within our 
renal service assure the safe 
and effective deliveryof care? 

Serious incident investigation Risk 
management 
team 

QuOC Service level action plan developed in response to 
concerns identified with executive oversight 

 
3. Precursor Event: Opportunities for change and improvement 

Learning question Source Mechanism Action Outcome 
Are our action plans that are 
developed after Serious 
Incidents and Complaints 
effective? 

Serious Incident and 
Complaint Investigations 

IPMG 
QuOC 
Commissioners 
CQC 

Quarterly report 
to Quality and 
Safety Committee 
and CCG 
Newsletter 
publication to 
describe impact 
of changes made 
trust wide 

Assurance reviews of the effectiveness of action plans 
developed after serious incidents have occurred are 
routinely undertaken and identify how effectively the 
organisation has responded to the recommendations 
made. 
Quarterly “Responding and Improving” publication 
produced and disseminated through corporate 
communications and divisional governance (Appendix 
3). 

Does the wording in the 
Access Policy result in 
patients with a suspected 
cancer being referred back to 
primary care rather than 
directly to an appropriate 
consultant? 

Incident QuOC Review of Access 
Policy wording 
through TOG 

The wording in the policy is nationally mandated, so a 
locally developed supportive information pack will be 
developed through the Medical Directors Office. 

Are our action plans that are 
developed after Serious 
Incidents and Complaints 
effective? 

Serious Incident and 
Complaint Investigations 

IPMG 
QuOC 
Commissioners 
CQC 

Quarterly report 
to Q&S 
Committee and 
CCG 
Newsletter 
publication to 
describe impact 
of changes made 
trust wide 

Assurance reviews of the effectiveness of action plans 
developed after serious incidents have occurred are 
routinely undertaken and identify how effectively the 
organisation has responded to the recommendations 
made. 
Quarterly “Responding and Improving” publication 
produced and disseminated through corporate 
communications and divisional governance (Appendix 
3) 
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4. Precursor events: Good learning practice 
Description Mechanism Learning and Surveillance Hub assessment 
The Standardised Structured Judgement Review 
(SJR) process used in mortality reviews enables a 
comprehensive and consistent approach to the clinical 
review of cases where a serious incident or incident is 
suspected. 

A pilot process will be commenced with 
between the Medical Directors Office and 
the Risk Management Team. 

Consistency to support decision making is key, this 
may also support preparation for inquests and 
claim management. 

The Standardised Structured Judgement review (SJR) 
process used in mortality reviews enables a 
comprehensive and consistent approach to the clinical 
review of cases where a serious incident or incident is 
suspected 

A succecssful pilot process has been 
completed between the Medical Directors 
Office and the Risk Management Team 

Consistency to support decision making is key, this 
may also support preparation for inquests and 
claim management. 
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Appendix 1: Rapid Response Action 
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Appendix 2: Learning matters 
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Appendix 3: Responding and Improving 
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