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We’ve all been 
there………….. 



Practice Makes Perfect? 

• https://www.youtube.com/watch?v=t0GESlaVNdE  26 

• https://www.youtube.com/watch?v=RGHoQfSjsXY 21 

 

 The more I practice, the luckier I get 

Or 
Permanent

! 

https://www.youtube.com/watch?v=t0GESlaVNdE
https://www.youtube.com/watch?v=RGHoQfSjsXY


Recognising Mistakes 



Improving/Coaching 

Mistake 
occurs 

Mistake 
Recognised 

Analysis Actions 

Improved 
performance 

Reporting process 

Rapid review 

Likely hospital induced 
harm? 

Duty of 
Candour 

Moderate or 
Serious? 



Trigger List 

Reporting Incidents 



Analysing 

Low Harm Moderate Harm Severe Harm 

Potential harm incident, 
inconvenience to patient 

Unexpected additional treatment 
or longer hospital stay 

Significant event requiring 
investigation in all cases 

Blood sample mislabelled Extended hospital stay due to 
operative complications 

Unexpected death 

Cancelled operation Hospital acquired infection Unexpected admission to critical 
care 

Drug/prescription error Hospital acquired pressure sores Never events 

Rapid Review 

Usually closed by 
area manager 
following brief 
investigation 



Rapid Review form 



Serious incident investigation 

Rapid review 
Statements 
requested 

MDT 
meeting  

Draft report 
written 

Investigation 
team 

meeting 

Report 
completed 

Feedback to 
Patient 

Estimates likely 
hospital 
induced harm – 
level 1, 2, 3 or 4 

All involved parties and 
investigation team, 
agree chronology, 
reconcile statements 

Small MDT group to 
decide actions and 
recommendations, 
responsible parties and 
timelines 

Levels of hospital caused harm 
1: No substandard care 
2: There are deficiencies in care unlikely to 
have affected the outcome 
3: Deficiencies in care which may have 
affected the outcome 
4: Deficiencies in care which are more likely 
than not to have affected outcome 



Learning Lessons – Individuals 

Feedback 

Knowledge? 

Skills? 

Behaviour? 

• All medical trainees involved in 
serious incidents should be 
recording this for revalidation 

• Supervisors should escalate 
concerns not easily resolved locally 



Learning Lessons - 
General 
Guideline Changes 



Mandatory Training 
– skills drills 



Learning Lessons: 
Noticeboard 



‘Our lessons of the week’ 
for week commencing 25 April 2016 

• Fetal monitoring - please ensure you obtain a quality trace that can be interpreted.  In a recent 
HLI, the quality of the monitoring was poor and appropriate actions were not taken following an 
abnormal trace. If you have concerns about the fetal heart and are not able to monitor 
adequately, this should be escalated to a coordinator or medical staff without delay” 

 

• When a woman is admitted, her hospital records must be obtained and reviewed and any 
relevant documentation completed.  

 

• It is a requirement that a shoulder dystocia checklist is completed for  babies being discharged 
home following shoulder dystocia. 

 

 

Learning lessons: 
Lesson of the week 

for handovers 



Learning Lessons: 
Quarterly Newsletter 



Teaching events 

Case review, workshop 
on hand-over and 
induction process 

Following admission of 
patient with ketoacidosis in 
labour 

Following long complaint 
about post-natal care and 
audit of debrief process 



Patient Experience Videos 

• https://www.youtube.com/wat
ch?v=sCDR3LZbbyw 

 
 

https://www.youtube.com/watch?v=sCDR3LZbbyw
https://www.youtube.com/watch?v=sCDR3LZbbyw


External Review 
Cluster of 

Incidents, one 
serious incident 

Perform internal 
review 

Request external 
review of processes 

Review own 
processes and 

actions 

Improve process, 
follow 

recommendations 



Don’t Forget: 

• Review action plans at each CG meeting 

• Close actions when complete – may need to feed this back to patient 

• Feedback to Trust Clinical Governance Group 

 

Thank you 


