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RESPONDING &
IMPROVING

Focus on Mortality

Stopped medication

In 2016 the Trust was Informed about the death of a ninety one year old lady by the
Improving Coroner. The causa of death was recorded 3s pulmonary thromboembolism (FE],
\ihen & serious nodent GCCUMING Eer 3 period of immobility due to 3 fractured ankle. The coroner noted this
oeoirs we nesd bo maxe |30 had been prescribed Apixaban (a drug used o reduce the risk of stroke and

ARasponding amnd

e tha 't carret serlous blood ciots In cestain patients with Atrlal Fibdllabion (AF}) which was siopped
happen megain. an agmission and subsequently was not restarted at dischanps.

Curing the reestigation

& mumiber-of The Trust consucted a serious Incidant Investigation which Tound that the root cause

oIS A af the PE =il remiaing unk mowT. ﬁp’llatlm. P’l'El."I[“.IEl:f' used a5 pmpn}'la:di for AF,
umamlly idenifiad, some W3S Mot recommenced at discharge and could have bean a contribuwiing facior io the
aewvery specficiothe  subseguent PE.
InCident, Some Fasss
'_T_“_;Lm"* Beross B2 an audh of missed doses took place and 3 leaming ———

maibers bulietin was distributed throughout the Trust
Ve work hand i in share leaming from the incident. AR assuranca
respond fo review of the aclion plan provided confidence that
recommendaions. We  affecdive aclion has been t@ken i ensure an Incidsent

aiso work Fard o rake
S e s Ik this shoukd not receer.

ke efeihve and
e e e 0™ e Inquest was heard at Coroners Court. WihN the

—— summing up, the Coroner confirmed that they were

Improvement, meaning | Most gratetul o the Trest for Investigating the number

that we hawe confidence  of missed opportunities o re-prescribe the Aplaban and accepbed the medical
that the incidentshould  cause of death as proposed Dy the pathologist.

not e Sz
Alleged inpatient illicit drug taking

In 201€ a patient death was referred to the Trust from the Coroner's offce as they had been Informed by
the refeming doctor that the death could possibly be linked to a patient having taken llicit drugs suppled to
her by an extemal source whilst an inpatient at the Trust. The Corones reguested the Trust Investigate the
alieged Incident and Include datalls of the actions taken folowing the alleged incldent.

A Serous Incldent Investigation took place and although ihe Investigation eam were unable io prove or
disprowe whether the patient had been taking Iilich drugs whilst an Inpatient recommendations were made
to prevent occumence of simiar Incklends. The policy for the Sale Management of Conirolied DIUgs: sac-
tlon 27: INcit subsiances’ was amended 1o include aciions to take In the event of patlemts allegedly taking
Micit drugs whilst In hosphal, the Impartance of imely Incident reporting was relierated to staff and findings
from this case wene discussed at the Deterforating Pabtient Collaborative.

An assurance review of tha compiletion of the action pian took place which provided confidence that
acilons have b=en {=[H"I'IF|'E-1E{| and the F'l:llt-'}' for the Safa M-HI'I-EgE'I"I1EI'I‘I:l!:lI Comrobad DI'I.I;E- nas besn
amended and has clear and conclise EIEFIE to take T this Incidant was 10 oo agjn.

The Incident Reparting and |F'1'EE-‘|ES_HEIF Polizy has also =en reviewsad and incudses tha OrCEES and
responsibiiti=s Tor Incident reporting.




"
Head injury sustained by an Inpatient

In Decamber 2015, a patient left the Acute Medical Unit, whilst in an afered state of mind, and sustamed
a lifie changing head injury which later confributed to Beir death. This was investigated as a senous
ncident.

The investigation concheded that the patients head injury might have been presented if staff had had
dearer guidance and training on the: application of the Mental Capacity Act and Deprivation of Liberty
Standards. An action plan was developed and implemented.

In Septermnber 2018 a PregRESS review was undertaken inte the Mental Capacity Act (MCA) and
Dieprivation of Liberty Standands (DolS). This gave the Trust confidence that recommendations in e
Serous Incident Investigation had been completed and staff awareness of MCA and Diols has improved.

Al a glance guidance for staff who are dealing with a3 patient who lacks capacity, induding guidance on

preventing a patient leaving a ward area has been developed and implemented and can be found here.
Adwice can also be sought from the Safeguarding Team on 01274 3642345 and out of howrs by contact-
g the Clinical Site Matrons!' Cn Call Manager.

@ Spot light on Mortality Reviews

It is expecied that when an inpatient dies, their care will be reviewed in compliance with owr mortality
review processes. A standardised case note resiew approach is used called the Structured Judgement
Review [SJR) method. SJR is nationally recognised and is alse recommendad by the naticnal mortality
programme. The rewview method combines structured reviewer comments with quality of care scores to
assess the care of people who die in hospital. The 5JR method also encourages reviewers o identify
and celebrate good care as well as poor care and facliates the identfication of actions for  improve-
ment, supgesting lessons that may be leamed and cascaded widely. All st mwobved in mortality
reviews are expected to wse this method.

The Trust aim is that 25% of patients who die in hospital will recesve a review. From 2017 fo date, this
figure stands at 13%. For more information contact Chioma Obasifbthit.nhs. uk

Support to the ‘second victims™ of patient safety incidents

The Yorkshire Cuality and Safety Group undertook 3 review into support o “second victims" of patient
safety incidents (PS1). A staff survey was sent to all healtthcars professionals working in BTHFT, to gather
information on perscnal expenences of being inwekesd in patient safely incidents.

The aim of the survey was to understand what suppor they received or would have iked to have recsived
during the time that followed the incident. The results from this survey will be used fo help infomm the re-
search teams at BIHR in devsloping resources to improve the suppont systems available to healtheare
professionals both locally and nafionalby.

The results found that :

= respondents generally agresd that their crganisation understands that staff can suffier after being
mwolved in @ P51 and need help to deal with it Despite this, nof
many respondents felt that twir crganisation provides a vanety of
respurces to help in the aftermath of a P51 or that their wellbeing is
a prorty for the onganisation.

= Most respondents did not take Gme off work after the P35I, despite
many wishing for a break from work.

= The P3| knocked respondsnts’ confidence in their abilites.

= A key theme was that respondents wished to be kept imvolved in the
meestigabion process and updated on the patient's health,

The full report can be viewsd hers
Responding and Improving is developed by the Leaming and Sureeillance hub. For more informistion
plesse contact Saba Chauwdhary on extension 2081 or by email Sabe Chaudhary@BTHFT.MHS uk




