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We've all been




The more | practice, the luckier | get

* https://www.youtube.com/watch?v=tOGESIaVNdJE 26
* https://www.youtube.com/watch?v=RGHoQfSjsXY 21
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Practice Makes Perfect?


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

Reporting process
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Reporting Incidents

1) Datix

Please choose one of the following options

Incident Reporting - IR1 £~

~oming
April 2016

Risk Register Inguests Information

Trigger List




Analysing

Low Harm

Potential harm incident,
inconvenienc: to patient

Blood sa

Usually closed by
area manager
following brief

investigation

mislabelled

on error

Moderate Harm

Unexpected additional treatment
or longer hospital stay

Extended hospital stay due to
operative complications

Hospital acquired infection

Hospital acquired pressure sores

Severe Harm

Unexpect
care

in all cases
ath
~
Rapid Review
J

Never evencs



6 Was there evidence of a lack of regular review by nursing staff? 0 Yes [ No
If yes- what were the circumstances and what was the impact on the patient's oufcome?

Rapid Review form

T Was there evidence that key policies/procedures/ or treatment protocols were not followed? O Yes [JNo
If yes- please give detaills and what was the impact on the patient's outcome?

Lancashire Teaching Hospitals

CONFIDENTIAL |
RAPID INCIDENT REVIEW REPORT - PART 1

REVIEW PANEL 8 Is there evidence of harm caused by hospital acquired infection? 0 Yes [ No
Division: Specialty: 9 Is there evidence of harm caused by hospital acquired pressure ulcer? 0 Yes [No
Date of review: 10 Is there evidence of harm caused by procedural error? 0 Yes [INo
Review team (name/designation): 11 Is there evidence of harm caused by medication error? 0 Yes [No

1 Senior Consultant
2 Senior Nursefallied health professional 12 Is there evidence of harm caused by inpatient fall? 0 Yes [No

3 Clinical Governance team member
4 Other [if required) PREVENTABILITY OF INCIDENT (CHECK APPROPRIATE BOX)

PATIENT INFORMATION 1 Definitely not preventable m ]

Patient’s last name: : :

aents fast name Dok Age 2 Possibly preventable (but unlikel 0
. ) ¥ P ¥

irst name/s Gend
NHS No eneer 3 Probably preventable a

et C ltant:

Date of admission onsutan 4 Definitely preventable a
Reason for admission: Past medical history: O

PATIENT OUTCOME & SUMMARY

Please evaluate the care provided and whether the patient’s outcome been affected by the incident? (e,

additional treatment, return to theatre, long term disability, prolonged length of stay).

DATIX WEB NUMBER: Date reported
Incident date: Time of incident: 1 No substandard care, no effect on outcome ]
Exact location 2 Substandard care, but would not have affected outcome o
Details of the incident: 3 Substandard care, might have affected outcome o
4 Substandard care, would reasonably be expected to have affected outcome: o

‘I the responses above are 3 or 4 and there is evidence that an error has or may have occurred by an act
or omission CONSIDER THE APPLICATION OF THE DUTY OF CANDOUR.

Provide detail of the consequence and outcome for the patient:

Danid Incidant Douiour ronod 1l 01 ~

[#  English (United States) [[% English {United States)




Serious incident investigation

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

Investigation

Report Feedback to
team

Statements MDT Draft report

Rapid review .

requested meeting written . completed Patient
meeting

Levels of hospital caused harm

Estimates likely All involved parties and 1: No substandard care

hospital investigation team, 2: There are deficiencies in care unlikely to
induced harm — agree chronology, have affected the outcome

level 1,2,3 or4 reconcile statements 3: Deficiencies in care which may have

affected the outcome
4: Deficiencies in care which are more likely

Lancashire Teaching Hospitals m than not to have affected outcome

MNHS Foundation Trust



Learning Lessons — Individuals
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(P Behaviour?

Feedback

Skills?

Knowledge?

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

Lancashire Teaching H{Jspitals m * Supervisors should escalate

NHS Foundation Trust concerns not easily resolved locally



Learning Lessons -

General

Guideline Changes

Lancashire Teaching Hospitals NHS

MNHS Foundation Trust

Fetal observations that should be carried out during induction prior to the establishment of labour

Observations should be documented in the maternal records

Prior to Prostaglandin administration - Continuous electronic fetal heart monitoring should be

performed no more than two hours prior to Prostaglandin administration, to confirm a normal fetal

heart pattern.

Following Prostaglandin administration - Continuous electronic fetal monitoring should be performed

for a minimum of 20 minutes as soon as possible after administration

Review minimum of six-hourly

Following amniotomy - auscultate fetal heart; if normal, Intermittent auscultation minimum of hourly
until regular contractions occur. If not normal, Continuous electronic fetal heart monitoring is indicated
After commencement of Oxytocin - Continuous electronic fetal monitoring is indicated

No pain

Any pain (including back ache, period
type pain, tightenings) OR
evidence of contractions

iyt

Il

Intermittent Auscultation,
minimum of & hourly
unless there are clear

indications for continuous

electronic fetal monitoring, as
described in the Fetal heart

monitoring in labour guideline

Confirm fetal wellbeing with
continuous electronic fetal
monitoring for a minimum of 20
minutes, in accordance with the
CEFM in labour guideline. If normal,

can discontinue.

ENS

Ll

If pain becomes moderate or
woman requires pain relief

follow ‘Any pain’ pathway.

Intermittent auscultation minimum of
hourly as long as pain/contractions
continues unless there are clear
indications for continuous electronic
fetal monitoring, as described in the

Fetal heart monitoring in labour

guideline. Assess need for Vaginal
examination and enquire about fetal

movements.

If woman is distressed,
pain is increasing or
requires further oral
analgesia, transfer to

Delivery Suite.




Time | Programme Format Trainer/s
Venue: Seminar 7 Ed centre 1

08.30 Coffee and registration

08.45 | Perinatal Mental Health Lecture Sue Rowlands
update

09.45 | CTG update Lecture Angela McKee

10.15 | Shoulder Dystocia Dr Grossmith

10.45 Coffee

I\/I a n d atO ry Tra i n i n g 11.00 nggzal Resuscitation Lecture and Drill Lynne Walker

. . 11.30 | Vaginal Breech Birth Lecture Emma Ashton
—_— S k I | | S d r I | | S 12.00 | Normal Birth update Lecture Emma Ashton
12.30 | Lunch
13.15 | Eclampsia Lecture Dr Shuheibar
13.45 | The Management of Neonatal | Lecture Sharon Roden
IV antibiotics on the postnatal
ward

Transfer to Delivery Suite

Each Team moves around each of the workshops as per times on the programme.

Team 1 Team 2 Team 3 Team 4

14.30- | Shoulder Dystocia- | Vag nal Breech | Massive Obstetric Neonatal Resuscitation-
AL LNE R i o s 1 wedh || Haemorrhage-

17t
14.50 | By " yi S
DrGro %ﬁlthég T e n | DrShuheibar Lynne Walker
14.50- | VaginalBreech = | Shoulder Dystocla- | Neonatal Massive Obstetric

= e — s b v

Lancashire Teaching Hospitals NHS

MNHS Foundation Trust
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Learning lessons: Lancashire Teaching Hospitals m
Lesson of the week NHS Foundation Trust

orhendovers —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.
LS

* Itis arequirement that a shoulder dystocia checklist is completed for babies being disc
home following shoulder dystocia. ‘



Lancashire Teaching Hospitals NHS'

NHS Foundation Trust

OURPRACTICE

ice Governance Magazine April 2016

st icnsns (7] MBRRACE-UK The most recent MBRRACE-UK confidential engu

P = into maternal deaths was launched on the 8" Dec

* 2015. The report presents the findings of materna
surveillance 2011 to 2013 in the UK and the

Learning Lessons: e
Quarterly Newsletter

Overall the maternal mortality rate in the UK conti

largely as a result of a reduction in deaths from ‘di
nancy causes. However, the rate of deaths from ‘i
causes has not reduced significantly; these are de
conditions not directly due to pregnancy but existi
tions which are exacerbated by pregnancy, for exa
women with heart problems. More of these deaths
fo be prevented in the future fo reach the UK Gove
aspiration of a 50% reduction in maternal deaths

more than 100 women wheo died by suicide during pregnancy or in the year after giving
and 2013 was reviewed in detail. One in eleven of the women who died during or up to
ancy died from mental health-related causes. However, almost a quarter of all matemnal
weeks and a year after birth are related to mental health problems, and one in seven o
1 in this period died by suicide. Although severe maternal mental illness is uncommon, i
quickly in women after birth and the woman, her family and mainstream mental health s
gnise this or move fast enough to take action.

women with substance misuse problems and those living socially complex lives was a

messages for future care echoing those for women with mental health problems and t

ulti-agency care to ensure that these women do not fall through the cracks between se
ains messages for the future care of women with cancer and those at risk of blood

Lancashire Teaching Hospitals NHS QR it ke s

' 2rs for improving services and care by individual practitioners were identified and these
NHS Foundation Trust




Teaching events

Postnatal debrief
October 2014

Fiona Crosfill

e

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

Following admission of
patient with ketoacidosis in
labour

Shape Effects

Apply a visual effect to the selected
shape, such as shadow, glow,
reflection, or 3-D rotation.

Why Does Diabetes Make
Pregnancy Difficult?

Study day March 4th 2013

Admission - Tuesday K{

21:40
Reg reviewed:
BP settled —
transfer back to
ward for IOL
mane — regular
labetalol
Prescribed

19:35
Stat Labetalol
200mg
19:45 Seen by
registrar, plan: to
monitor BP and
induce if not

BP
220/122
EWS=6
20:20

BP
150/85
20:50

BP
152/82
EWS = 3

BP at
home
160/110

169/109
to
170/115
EWS =5

BP
160/90
20:50

There was no proteinuria at
any stage. This appeared to
be PIH

Case review, workshop
on hand-over and
induction process



Patient Experience Videos

= YoulIMi o8 Search

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

b
h T § Subscrib 10 i
| [N 25 views
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https://www.youtube.com/watch?v=sCDR3LZbbyw
https://www.youtube.com/watch?v=sCDR3LZbbyw

External Review

Improve process,
follow
recommendations

Perform internal

review

Review own
processes and
actions

Request external
review of processes



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

Lancashire Teaching Hospitals NHS

MHS Foundation Trust



