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Submission may include the following areas as a guide.
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The 12t Annual Complaints Report of the HSC Board provides a review of events
during the year 2020/21, and an overview of complaints activity throughout this period.
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Copied to: N/A

(Any additional material referenced should be included as Appendices eg
letters

Draft responses, papers)

Special ‘Complaints’ Edition Learning Matters

Thematic Review Analysis— DNAR/CPR

Mealtimes Matter — Poster

Reminder of Best Practice Guidance — SQ-SAI-2020-060

Letter to SHSCT - SQ-SAI-2020-060



MAH - STM - 184 - 813 BW-255

THE 12" ANNUAL COMPLAINTS REPORT

OF THE

HEALTH AND SOCIAL CARE BOARD

April 2020 — March 2021



1.0

2.0

3.0

4.0

5.0

MAHI - STM - 184 - 814

Index

Summary Position

HSC Board Monitoring Process for HSC Complaints

Complaints Activity 2020/21

- Review of Complaints regarding HSC Trusts

- Review of Family Practitioner (FPS) Complaints
- Local Resolution
- Honest Broker Complaints

- Complaints concerning the HSC Board

Other Issues

NI Public Services Ombudsman

Annex (1)

Annex (2) COVID related Complaints

Annex (3) Medicines Safety Matters (Vol3, Issue)
Annex (4) Learning Matters

Annex (5) Mealtimes Matter

BW-255

10
10
11
12

13

15
16

21



BW-255

MAHI - STM - 184 - 815

1.0 Summary Position

This is the 12" Annual Complaints Report of the HSC Board and
provides an overview of complaints activity during 2020/2021.

COVID-19 remains a dominant feature in everyday life and continues to
cause significant impact on the delivery of Health and Social Care
services, which remain under considerable pressure. The number of
complaints returns received by the HSC Board concerning FPS
Practices has continued to reduce, consistent with the position in recent
years. The number of occasions that the HSC Board has acted in the
role of ‘honest broker’ is on a parallel with the previous year. However,
there has been a significant decrease in the number of complaints
regarding Health and Social Care Trusts in the period.

Position at a glance

» This year has shown a significant decrease in the number of
issues of complaint received by the Health and Social Care Trusts
(HSC Trusts) with 5,005 issues being received compared with
6,105 in the previous year (2019/20).

> Nonetheless, the top three categories of complaint remain quality
of treatment and care, communication/information and staff
attitude/behaviour.

> In response to the continued pattern/trend of complaints regarding
staff attitude/behaviour and communication a number of HSC
Trusts have initiated and concentrated complaints training on
specific programmes of care or areas of work where there are high
level of complaints received of this nature.

> In relation to Family Practitioner Services (FPS) there continues to
be a downward trend in the number of complaints and responses
being received by the HSC Board from FPS Practices. In 2020/21
105 local resolution returns were received by the HSC Board. This
compares with 140 the previous year.

> In terms of complaints where the HSC Board acted as an ‘honest
broker’ there has been a consistent level with 69 complaints being
received in 2020/21 compared with 70 in 2019/20. There has also
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been an improvement in the number of such complaints being
responded to within the 20 working day timescale.

Throughout the course of 2020/21 HSC Board complaints staff
both directly and through daily contacts with colleagues in FPS
Practices have noticed an increase in dissatisfaction from patients
experiencing difficulty in getting through the telephony systems,
accessing the triage mechanisms, and booking appointments in
GP Practices. There has also been an increase in difficulties with
service users gaining registration with NHS dental practices.
These expressions of dissatisfaction may not always progress to
formal complaints being made, but electronic or telephone replies
are being given.

There was a significant reduction in the number of complaints
received by the HSC Board in 2020/21 (16) compared with 29 in
2019/20 and 18 in 2018/19. Unfortunately, only four of these
complaints were responded to within 20 working days due to a
number of reasons ranging from the involvement of other HSC
organisations and the scheduling of meetings regarding the
complaints.

The HSC Board carried over 4 complaints from the previous year
(2018/19); received a total of 85 complaints during 2019/20 (both
HSC Board and honest broker complaints); responded to 52 of
these complaints within 20 working days and has carried over 18
ongoing complaints into 2020/2021.

During 2020/21 HSC Trusts received 14,683 compliments - a
compliment is described as ‘an expression of praise,
commendation or admiration’. Of note, the three top categories of
compliments remain consistent with the three top categories of
complaint.

A special ‘complaints’ edition of the HSC Board/Public Health
Agency ‘Learning Matters’ newsletter was published outlining
examples where regional learning had been identified.

The HSC Board Regional Complaints sub-Group (RCsG)
undertook a review of complaints regarding discharge
arrangements across the HSC Trusts over a 12 month period and
shared this with the Regional Discharge Group.
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» The outstanding recommendations from the Audit of Complaints
Management undertaken in 2019 have been followed up and only
one recommendation remains incomplete.

» During the period the HSC Board/HSC Trust Monitoring Group met
on 2 occasions. Discussions included the impact of COVID on
HSC Trusts’ ability to respond to complaints within timescale, and
the pattern and nature of COVID related complaints which began
to emerge as the year progressed.

2.0 HSCB Monitoring Process for HSC Complaints

The RCsG is a sub-group of Quality Safety and Experience Group
(QSE). It reviews complaints information received from HSC Trusts and
FPS Practices and also any complaints received by the HSC Board and
the Public Health Agency (PHA). Membership comprises
representatives from the HSC Board, the PHA and the Patient and Client
Council (PCC). The HSC Board’s complaints staff share specific
categories of complaint to designated professionals in the HSC Board
and PHA for review and consideration at RCsG meetings. These
include complaints concerning Emergency Departments, maternity and
gynaecology, social services, Out of Hours services, allied health
professions, and issues associated with patient and client experience.
Complaints relating to FPS are reviewed by the HSC Board’s respective
professional advisers and a summary of all FPS complaints are
circulated on a quarterly basis to this Directorate.

A standing item on the QSE agenda requires the RCsG to provide
regular updates on complaints issues and/or developments. A quarterly
report advising of any key issues or trends arising from complaints and
any learning identified from individual complaints is also submitted.
During the year the meetings of the QSE have been significantly
impacted by pressures associated with COVID and the governance
arrangements around safety and quality are currently under review.
Areas of concern or patterns from the RCsG may be reported through to
the weekly ‘Safety brief’ jointly led by the Director of Strategic
Performance, HSC Board and the Director of Nursing and Allied Health
Professionals, PHA.

2.1 HSC Trusts -
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In keeping with the requirements of the HSC Complaints Procedure,
the HSC Board receives information from all of the HSC Trusts for
monitoring purposes. This information is categorised into specific
areas of complaint and shared with designated professionals within
the HSC Board and PHA, who sit as members of the RCsG. This
monitoring process ensures that complaints information is routinely
linked into existing work streams/professional groups, for example: -

e Food and Nutrition (Mealtime work)

e Falls

e Development of Pathways for Bereavement from Stillbirths,
Miscarriages and Neonatal Deaths

Development of Pathways for End of Life Care/Palliative Care
Maternity Commissioning Group

Patient Experience Working Group (10,000 more voices)
Regional Discharge Group

The monitoring also highlights specific complaints concerning sepsis
and stroke (typical and atypical presentation).

Quarterly reports from the RCsG are shared with the HSC Board’s
SMT, and with the HSC Board’s Governance Committee on a twice
yearly basis.

2.2 Family Practitioner Services (FPS) -

There are in excess of 1500 FPS Practices across Northern Ireland.
Under the HSC Complaints Procedure all of these are required to
forward to the HSC Board anonymised copies of any letters or
statements of complaint together with the respective responses,
within three working days of the response having been issued.

From day to day contact with FPS Practices, it is apparent that the
process of resolving complaints ‘on the spot’is continuing to flourish
across FPS, with Practice staff successfully addressing issues/queries
and concerns from patients and families without the need for formal
submission of a complaint. This is to be welcomed and the HSC
Board would encourage Practices to seek to resolve complaints in this
way and effectively de-escalate the situation and reach resolution,
provided the complainant is content with this approach. This is in line
with the ethos of local resolution within the HSC Complaints
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Procedure in seeking to resolve complaints as close to their source as
possible.

However, the HSC Board also strives to remind FPS Practices of their
obligations in terms of the HSC Complaints Procedure, in relation to
the requirement to share complaints and responses with the HSC
Board. The e-learning package had been updated and re-launched
on a new platform last year and all FPS Practices reminded of these
requirements.

While many Practices are content to deal with complaints directly,
there is an increasing number of Practices contacting the HSC Board
complaints staff for ‘support and advice’ in relation to resolving
complaints at local level.

As in previous years, during 2020/21 treatment and care again
accounted for the majority of all complaints handled under local
resolution. In line with other years, complaints concerning staff
attitude/behaviour and communication were the next highest
categories.

3.0 Complaints Activity

3.1 The Year in Detail
3.2 Review of Complaints regarding HSC Trusts

During the period 5,005 issues of complaint were received by the six
HSC Trusts. This represents a significant decrease from 6,105
issues received in 2019/20 and similar numbers received in recent
years: 6,049 issues received in 2018/19; 6,189 received in 2016/17;
and 6,181 received in 2015/16.

While the figures should be viewed in the context of the considerable
volume of interactions between service users and health and social
care professionals on a daily basis, the pandemic has obviously
impacted on the volume of complaints being received. This may have
resulted from ‘lockdowns’ and general reluctance to enter hospitals
particularly when levels of COVID-19 were high, and possibly
understanding, and to some extent sympathy, for the pressure Health
and Social Care staff were working under.
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Number of complaints issues received per HSC Trusts in 2019/20
and 2020/21 and percentage responded to within 20 working days

Trust 2019/20 % in 20 2020/21 % in 20
working working
days days

Belfast 1,646 49.7% 1,610 53.0%

Northern 672 77.5% 614 70.2%

South 769 43.2% 1,228 29.0%

Eastern

Southern 701 50.4% 857 49.0%

Western 489 26.2% 545 46.0%

NI 93 6.5% 151 23.2%

Ambulance

Total 6,105 49.4% 5, 005 49.4%

In terms of programme of care, the top six were: -
2019/20 2020/21
1. Acute Services (58.6%) | 1. Acute Services
(53.8%)

2. Mental Health (7.8%) | 2. Family & Child Care (10.5%)

3. Family & Child Care (7.5%) | 3. Elderly Services (8.3%)

4. Elderly Services (7.0%) | 4. Maternity/Child Health (7.9%)

5. Maternity/Child Health (6.0%) | 5. Mental Health (7.4%)

6. Primary Health & Adult (1.9%) | 6. Learning Disability (1.6%)

Community

Composite HSC Trusts complaints by Programme of Care during
2019/20 and 2020/21 were:

Programme of Care 2019/20 | 2020/2021
Acute 3,576 2,695
Maternal & Child Health 367 394
Family & Child Care 458 524
Elderly Services 426 413
Mental Health 474 368
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Learning Disability 113 82
Sensory Impairment & Physical 40 28
Disability

Health Promotion & Disease 24 12
Prevention

Primary Health & Adult Community 113 51

None (No POC assigned) 474 376

Prison Healthcare* 40 62

Total Complaint Issues 6,105 5,005

*South Eastern HSC Trust only

HSC Trusts complaints by Subject during 2020/21

Subject Belfast | Northern | South Southern | Western | NIAS | Total
Eastern
Access to Premises 9 4 13 4 2 1 33
Aids/Appliances/Adaptations 16 5 3 6 6 0 34
Clinical Diagnosis 59 36 69 34 35 1 234
Communication/Information 370 74 294 217 78 1 1034
Complaints Handling 1 0 6 0 1 0 8
Confidentiality 20 7 16 8 13 0 64
Consent to Treatment/Care 2 0 2 2 1 0 7
Children Order complaints 0 0 0 0 5 0 5
Contracted Regulated 0 5 5 0 0 0 10
Domiciliary Services
Contracted Regulated 0 16 3 0 0 0 19
Residential Nursing
Contracted Independent 0 0 0 0 0 0 0
Hospital Services
Other Contracted Services 1 2 0 0 0 0 3
Delay/Cancellation for 1 1 2 10 2 0 16
Inpatients
Delayed Admission from 1 0 3 4 5 0 13
A&E
Discharge/Transfer 48 15 26 18 16 0 123
Arrangements
Discrimination 3 2 6 5 1 0 17
Environmental 18 6 7 10 1 0 42
Hotel/Support/Security 6 9 6 10 0 34
Services
Infection Control 22 5 10 10 1 3 51
Mortuary and Post Mortem 0 0 1 0 0 0 1
Policy/Commercial 16 19 16 11 7 0 69
Decisions
Privacy/Dignity 3 3 25 3 6 1 40
Professional Assessment of 13 17 11 82 7 0 130
Need
Property/Expenses/Finance 50 11 12 14 12 1 100
Records/Record Keeping 20 7 42 7 3 0 79
Staff Attitude/Behaviour 208 102 199 161 95 45 810
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Transport, Late of Non- 1 0 1 1 1 56 60
arrival/Journey Time

Transport, Suitability of 0 0 0 0 0 0
Vehicle/Equipment

Quality of Treatment & Care 292 217 359 157 164 35 | 1224
Quantity of Treatment & 107 9 17 34 26 0 193
Care

Waiting List, 10 7 22 3 12 0 54

Delay/Cancellation
Community Based Appts

Waiting List, 164 22 18 12 3 0 219
Delay/Cancellation

Outpatient Appts

Waiting List, 107 5 9 9 14 0 144

Delay/Cancellation Planned
Admission to Hospital

Waiting Times, A&E 7 2 8 2 2 0 21
Departments

Waiting Times, Community 10 1 4 6 2 0 23
Services

Waiting Times, Outpatient 14 5 9 8 2 0 38
Departments

Other 11 0 4 9 21 8 53
Total 1,610 614 1,228 857 545 151 | 5,005

The three most common ‘subject of complaint’ issues continue to be
quality of treatment and care (1,224); communication/information
(1,034); and staff attitude/behaviour (810).

3.3 Review of Family Practitioner Services (FPS) Complaints

3.3.1 Complaints handled under Local Resolution

Subject GP | Dental | Pharmacy | Ophthalmic | Total

Treatment & Care 5 0 0 40
35

Appointments 0 0 0 1
11

Prescriptions 0 0 0 9
9

Communication/Information 0 0 0 16
16

Staff Attitude 0 0 0 13
13

Confidentiality 0 0 0 1
1

Personal Records 0 0 0 1
1

Warnings 0 0 0 2
2
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Medication 0 0 0 4
4

Removals 0 0 0 0
0

Registration 0 0 0 1
1

Failure to Follow 0 0 0 0

procedures 0

Other 0 1 0 7
6

Total 5 1 0 105
929

The downward trend in the number of complaints and responses
being received by the HSC Board from FPS Practices has continued
in recent years. Previously the HSC Board would have received
between 170 — 200 returns from FPS Practices. During 2019/20, 140
returns were received and this has decreased again to 105 during
2020/21. A reminder was recently issued to all FPS Practices of their
obligation to forward complaints/responses to the HSC Board.

3.3.2 ‘Honest broker’ complaints

Subject Dental | Pharmacy | Ophthalmic | Total
GP
Treatment & Care 23
Appointments
Prescriptions
Communication/Information
Staff Attitude
Confidentiality

Failure to follow
Procedures

Registration

Medication

Removals

Warnings

Personal Records

Other

Total
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On occasions where complainants do not wish to approach the FPS
Practice directly, the HSC Board’s complaints staff can act as an
‘honest broker’ between both parties. This intermediary role may arise
due to a patient’s or relative’s concern about the impartiality of the
FPS Practice to investigate the complaint, or because of a breakdown
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in the relationship between the patient and the practitioner. However,
for the HSC Board’s complaints staff to act in this role, with the aim of
assisting local resolution and/or in helping restore relationships (where
possible), or reaching a position of understanding, both parties must
be in agreement to this occurring.

Not all complaints can be resolved by an exchange of written
communication and on occasions this can involve meetings with the
complainant to discuss the issues involved, the response
subsequently received and what further action can/should be taken;
as well as meeting separately with the Practice being complained
about, or facilitating joint meetings of both parties.

While the HSC Board may become involved as an ‘honest broker’ the
responsibility for investigation of the complaint lies with the Practice.
In this regard, there is an option for the Practice to respond directly to
the complainant, or via the HSC Board.

In the period 2020/21 the HSC Board acted as an ‘honest broker’ in 69
complaints concerning FPS Practices compared to 70 in 2019/20,
which is very much in line with numbers received in previous years.

Of the 69 ‘honest broker’ complaints received, 45 were responded to
within 20 working days. This is substantial improvement as in
previous years only about 50% of the complaints were responded to
within the timescale: - 29 out of the 70 in 2019/20, 67 out of the 115 in
2018/19 and 17 out of 43 in 2016/17. The role of ‘honest broker’
demands continued contact and liaison between the relevant parties
and this ensures that timely and accurate updates are provided.

FPS Practices themselves can request the services of the HSC Board
to act in this role and while the complainant must also be in
agreement, these instances may often involve complex complaints.

3.3.3 Complaints concerning the HSC Board

The HSC Board received 16 complaints in 2020/21 a significant
decrease from that received in 2019/20 (29) and 2018/19 (25). This
number of complaints would be more in line with those received in
previous years, 9 in 2017/18, 12 in 2016/17 and 8 in 2015/16.

In relation to the 16 complaints received in 2020/21 the vast majority
of these (6) related to decisions taken by the HSC Board in respect of
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Extra-Contractual Referrals and also reimbursement in respect of
Cross Border treatment. Other concerns raised related to the HSC
Board’s complaints handling, the governance review of Muckamore
Abbey Hospital, pharmacy opening hours and suspension of the
Minor Ailment Scheme.

In terms of response times for HSC Board complaints — 4 of the 16
complaints were responded to within 20 working days. Itis
disappointing that only a quarter of the complaints were responded to
within timescale. In regard to those not meeting the timescale
reasons for delays were due to the involvement of another
organisation (BSO); the scheduling of mutually agreeable date for a
meeting with the complainant; delays in HSC Board staff reviewing a
draft response; and reviewing the HSC Board’s decision not to appoint
an independent expert on a dental complaint.

3.4 Independent Lay Persons

The involvement of an independent Lay Person is one of the potential
options available within the HSC Complaints Procedure to resolve
complaints at local resolution. This year neither the HSC Board nor
any of the HSC Trusts involved an Independent Lay Person in any of
their complaints.

3.5 Independent Experts
Similarly, obtaining an independent medical opinion/professional is a

further option available under the HSC Complaints Procedure as a
means of seeking to resolve complaints under local resolution.

During the period 2020/21 the HSC Board did not seek independent
expert opinions in any complaints.

In 2020/21 the HSC Trusts involved independent experts’ opinions as
follows: -

HSC Trust Number of Opinions

Belfast

Northern

South Eastern

Southern

Western

NI Ambulance Service

NO |0 |0 |O|=|~

Total
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Other Issues

Learning Matters Newsletter

During the year a special ‘Complaints’ edition of Learning Matters
was published outlining complaints where regional learning had
been identified (Annex 4). Feedback from the HSC Trusts at the
HSC Board Monitoring meeting indicated that this special
‘Complaints’ edition had been very well received by staff in the
HSC Trusts. (see attached)

Advance Care Planning Policy Engagement

Palliative Care complaints are reviewed by professionals and Do
Not Attempt Resuscitation Cardio-Pulmonary Resuscitation (DNAR
CPR) is a long standing theme within complaints. The Regional
Advance Care Planning Lead continues to update RCsG in respect
of any developments in this regard (see attached).

Complaints concerning Discharge

As professionals continued to note the volume and nature of
complaints relating to safe discharge arrangements - discharge
and transfer of patients are within the top ten issues of complaints
received by HSC Trusts, the RCsG agreed that a review of
complaints regarding discharge arrangements across the HSC
Trusts over a 12 month period should be undertaken. The
purpose being to share the findings in the first instance with the
Regional Discharge Group, chaired by the Director of Social Care
and the Director of Nursing and highlighting potential to inform
Policy and a Standard Framework around safe discharge. This
review was undertaken and a paper was subsequently discussed
at a Safety Brief meeting in June 2021.

It was agreed that in order to provide a complete picture, data
should also be reviewed concerning SAls, Als and Patient
Experience. In the interim the paper will be shared with the
Regional Discharge Group in the knowledge that further
information will follow. This will ensure there is no delay in sharing
the rich information from complaints.

Revalidation - is a legal requirement for all doctors who are
registered with the General Medical Council (GMC). Failure to
revalidate results in placing a doctor’s licence to practice at risk
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and therefore they are unable to work. The Assistant Director of
Integrated Care/Head of General Medical Services is the
Responsible Officer for making the revalidation recommendation
for all GPs in Northern Ireland. This process involves establishing
if there are any complaints or concerns regarding each GP both at
Practice and OOH level etc. The Complaints Team provides
information to colleagues in the Directorates of Integrated Care
Services to inform this process throughout the year.

COVID-19 Complaints - Discussion at the HSC Board Monitoring
meeting with HSC Trusts confirmed that HSC Trusts continued
with existing processes to grade and escalate complaints of
concern during the COVID-19 pandemic. It was noted that specific
themes of complaint were beginning to emerge, specifically
relating to the impact of COVID-19, ie complaints regarding
palliative care/care of the dying/access to loved ones when dying;
visiting arrangements; and waiting times associated with delayed
treatment/care. As time has progressed this has also included the
impact on vulnerable people who are unable to give a history when
unaccompanied to HSC facilities. During the period October to
December 2020 (Q3 20/21) 86 COVID-19 related complaints

were received and 105 during the period January to March (Q4
20/21). This represented a 22% increase in complaints concerning
these particular issues. The largest number of complaints related
to the impact on waiting times, reduction or suspension of services
and visiting restrictions.

‘Mealtimes Matter’ - This is an ‘Always Event’ and a key priority for
HSC Trusts, led by the Northern HSC Trust (Attached). At the
request of the Patient Safety, Quality and Experience Lead, a
review of complaints was undertaken for the period October 2019 -
March 2021 to identify key themes to inform this improvement
work on Mealtimes.

5.0 NI Public Services Ombudsman

The NI Public Services Ombudsman 2020/21 Annual Report has yet
to be published.

Further information on the NI Public Services Ombudsman can be
found on the website: - nipso@nipso.org.uk
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Annex (1)
Examples of Complaints with Learning/Change to Policy or Procedure
Example 1 - FPS Complaint

A complaint reviewed related to an error in patient's medication
when they received their medibox. The patient's consultant had
increased the dosage from 25 mgs to 50 mgs. Having become
unwell, the patient contacted their GP and checked the medication,
and it was established that while the label was correct the
medication was not.

Practice Response: - The Pharmacy explained how the error had
occurred and apologised for the distress caused. It advised that it was
cooperating with Pharmaceutical Society of NIl and HSC Board
Integrated Care professionals in relation to this adverse incident and
confirmed that an incident report was submitted to the Directorate of
integrated Care.

This confirmed that the incident was due to human error and the
pharmacy advised that there had been learning arising from the
complaint. The pharmacy identified the contributory factors and
implemented a number of changes to improve patient safety and prevent
reoccurrence.

The following contributory factors were identified:

e Additional pressures caused by Coronavirus. The workload in the
pharmacy has increased substantially due to the pandemic.

e The blister pack concerned had significant polypharmacy with 11
tablets in the morning which made the error less apparent.

¢ Non-adherence to Standard Operating Procedures (SOP) was not
a contributory factor. However, additional information has been
added to the SOP to prevent this reoccurring again.

Additional actions have been taken to reduce the risk of re-occurrence of
the incident:
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¢ A new step added to the standard operating procedures as an
extra safety measure. A coloured note is attached to the front of a
patient’s file to highlight any changes to medication (including dose
changes).

e Learning to be careful when dealing with half tablets and recent
dose changes with blister packs with considerable polypharmacy.

e The proprietor has increased the size of the dispensary and
improved the lighting and the dispensary space. This improved
working area should reduce the risk of dispensing errors.

The Integrated Care Team confirmed that it will not be taking any
further action. It had shared a copy of Learning from Adverse
Incidents: Adherence to Requests for Dispensing in Instalments &
Communication of Instalment Dispensing Medication Changes and a
copy of a newsletter on clinical checks with the Pharmacy; an
electronic link was also shared Mmedicines Safety Matters Community Pharmacy Vol 3
Issue 1. The Team confirmed that the incident has been recorded for
sharing learning with other pharmacies.

Example 2 - HSC Trust Complaint:

A lady raised concerns that her husband should have been with her
when she was told their daughter would be born sleeping (he was
not allowed in due to covid-19 restrictions). She also believes that
the belt to monitor her daughter’s heart rate should have been put
on when she first went into labour. She and her husband were not
informed that the hospital could have provided a coffin for their
daughter; this information was relayed to her husband by the
undertaker when he called to make funeral arrangements. The lady
also raised concerns in respect of the information provided to
parents in relation to post mortem arrangements.

HSC Trust Response:- The Trust offered its sincere and deepest
condolences and apologised unreservedly for how this devastating
news was relayed to the mother. It acknowledged that the restrictions in
place as a result of Covid-19 meant she was alone when she was told
her baby had passed away. The Trust explained that medical staff have
a duty of care to be open and transparent and to withhold the news
could have caused more anxiety whilst waiting on her husband to come
in. The Doctor apologised that they did not communicate clearly enough
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and for the distress this had caused.

In respect of monitoring her daughter’s heart rate, the Trust explained
that NICE guidelines do not indicate a cardiotocography for low risk
women. It confirmed that staff had auscultated her baby’s heartbeat and
no heart rate abnormalities where detected.

The Trust apologised for the confusion in relation to information provided
by staff regarding funeral arrangements; staff were not aware that coffins
were available at the hospital, they have met with the Trust mortician
and are now familiar with processes. The Trust apologised for any
further distress this may have caused.

Additional RCSG Action:- A redacted copy of the correspondence
relating to this complaint was requested and shared with relevant
professionals. On review professionals have sought clarification from a
Public Health Specialist, to identify any regional learning in relation to
the pathology service with Alder Hey, Liverpool, and communication with
families. They have confirmed that they have a planned for the review of
the PM pathway in May and this feedback will be taken on board.

Example 3 — HSC Trust Complaint:

A family raised concerns that their relative had fallen from a sling
which was not properly attached to a hoist; the family provided
CCTV footage to the Trust which was distressing to watch as it
involved a very vulnerable elderly person who is a dementia
patient; is immobile and relies on full professional support and care
from the Trust’s care workers. The operation of the Hoist caused
concern to the relatives as there appeared to be no support to the
patient while the equipment was being operated. The relatives
were also unhappy with the behaviour of the staff - the care plan
book was ‘propped’ against their relative’s legs and set on their
stomach. The family were informed that there was no fault with the
sling or hoist rather the issue had been human error.

HSC Trust Response: The Trust apologised and noted that the carers
had also apologised in person to the complainant on the day of the
incident. It advised that the incident was escalated to the locality
manager, who arranged for a supervisor to visit the service user's home
the following morning to check on them, examine the hoist and make
sure there was no obvious fault with the equipment; they reported that
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the hoist was working correctly. This was also confirmed by Trust
Estates staff.

The Trust acknowledged it had reviewed the CCTV footage which also
confirmed the hoist was working correctly. The Trust acknowledged that
the CCTV footage from the incident was distressing to watch and the
performance of the staff concerned was not as the Trust would have
expected. The sling had not been correctly connected to the hoist. The
Trust indicated that its investigation had found that this unfortunate
incident was as a result of human error. The Trust was disappointed to
hear that the care plan had been set on the elderly patient’s stomach
and rested against their legs which is not acceptable practice and
apologised for this. The Trust advised that all Domiciliary Care workers
(DCWs) have been reminded of the policy in relation to recording and
safe storage of records during visits.

Assurances were given that the DCWs were managed appropriately and
in accordance with the Trust Policies and Procedures.

RCSG Action: Additional correspondence relating to the complaint was
requested and shared with relevant professionals. On review,
professionals agreed that a letter should be issued to the Trust for the
attention of the Interim Director of Older People and Primary Care
enclosing a reminder of best practice guidance letter (attached) and a
request that the Trust undertake the following actions to prevent and
mitigate the risks of this incident occurring again:

1. Share the Reminder of Best Practice letter with all relevant staff and
discuss it at safety briefings/team meetings to highlight/raise
awareness of the risk of death / serious harm if a person falls from a
hoist.

2. Ensure current guidance as detailed in the letter is being followed.

3. Ensure all Domiciliary Care Worker staff are aware of the importance

of not using manual handling equipment unless trained to do so.

Example 4 — HSC Trust Complaint:

A patient raised concerns that their baby’s heart defect was not
detected at their scan.
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HSC Trust response: The Trust apologised and explained that detection
rates for cardiac abnormalities nationally are approximately 50%. The
images were reviewed again and there was no indication of a cardiac
abnormality. The private scan was done nine days later, which can make
a difference to the size of structures within the heart, equipment may
differ and the foetal position may become optimal for scanning within this
period. The Trust stated that the cardiac imaging was not carried out
using the pre-set cardiac settings on the scanner and that this had been
discussed with the Sonographer and learning shared. The consultant
reviewed the patient with the foetal anomaly scan that had been
performed at the Trust and their private scan. Noting the presence of
mild bilateral renal pelvic dilatation, they discussed the implications of
this finding, including a risk of underlying chromosomal problem of 1-2%
and a referral was made to paediatric cardiology.

RCSG Action: Professionals requested additional correspondence in
relation to this complaint and noted the Trust had explained learning had
been identified. It advised that the diagnostic quality of the saved cardiac
imaging was not good. The pre-set cardiac setting had not been used.

It is imperative, especially when scanning the heart that the image
quality is optimised with appropriate manipulation of all scanner settings.
Professionals noted this learning had been shared with the Anomaly
Scan Improvement Group/all Obstetric Sonographers in all of the five
HSC Trusts and were content the learning had been shared
appropriately.
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Complaints Contact Points:

HSC Board
Tel: 028 95 363893
Email: complaints.hscb@hscni.net

Belfast Health and Social Care Trust
Tel: 028 95 048000
Email: complaints@belfasttrust@hscni.net

Northern Health and Social Care Trust
Tel: 028 94 424655
Email: userfeedback@northerntrust.hscni.net

South Eastern Health and Social Care Trust
Tel: 028 90 561427
Email: complaints@setrust.hscni.net

Southern Health and Social Care Trust
Tel: 028 38 614150
Email: complaints@southerntrust.hscni.net

Western Health and Social Care Trust
Tel: 028 71 611226
Email: complaints@westerntrust.hscni.net

Northern Ireland Ambulance Service Trust
Tel: 028 90 400 999
Email: complaints@nias.hscni.net

Patient and Client Council
Freephone: 0800 917 0222
Complaints.PCC@hscni.net

NI Public Services Ombudsman
Freephone: 0800 34 34 24
nipso@nipso.org.uk
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LEARNING MATTERS

KEY LEARNING

Flexor tendon sheath infection or pyogenic flexor tenosynovitis is an aggressive, closed-space bacterial infection that can lead to significant morbidity if not effectively
managed. The purpose of presenting this case is to raise awareness amongst all staff of the importance of thorough history taking, examination and documentation in
relation to this important diagnosis.

Pyogenic flexor tenosynovitis accounts for 2.5-9 % of all hand infections. Q Treatment is usually IV antibiotics if the injury is less than 48 hours old.
If this is unsuccessful within 12-24 hours then surgical intervention is
Treatment typically consists of intravenous (V) antibiotics and surgical recommended.

drainage of the sheath with open or closed irrigation.
0 If the patient presents after 48 hours, then surgical intervention is

Despite advances in antibiotic therapy, pyogenic flexor tenosynovitis recommended.

remains a clinical challenge that requires prompt diagnosis and

management. Q Healthcare professionals should be aware of the importance of considering
the diagnosis of a flexor tendon sheath infection when patients present with

Patients present with one or more positive Kanavel’s cardinal signs: a history of injury to the finger, a deep cut, or penetrating trauma, ensuring

that they are referred to Plastics at the earliest opportunity.
Exquisite pain on passive extension of finger

Exquisite tenderness along course of tendon sheath
Fusiform swelling of entire digit
Digit with semi-flexed posture

Hoon =



Learning Matters
March 2021

LEARNING MATTERS

Headache: Assessment in the Emergency
Department (ED)

A patient attended their GP with a history of increasing headaches, vertigo
and tiredness, causing disturbed sleep particularly due to nocturnal
headaches with vomiting. Following eye assessment by the GP, the patient was
advised to attend the ED immediately with a GP letter of referral suggesting a
CT brain scan was required.

At the ED the patient was assessed by medical staff. All clinical observations were within normal
limits. The doctor noted that the patient had a moderately severe unilateral throbbing headache with
nausea and vomiting; that there was a known history of migraine headaches and that this episode
had woken the patient from their sleep. Clinical examination revealed the patient was alert, orientated
and coherent, with a Glasgow Coma Score (GCS) of 15/15. There were no cranial nerve deficits, no
motor or sensory deficits and pupils were equal and reactive to light. There is no documentation
that a fundoscopy examination was undertaken.

The doctor did consider a “space occupying lesion” such as a Meningioma in their assessment,
but did not consider that it was likely enough to require an emergency brain CT scan on the night
of attendance, nor did they ask the patient to return the next day for this investigation. The patient
was subsequently diagnosed with migraine headache and on discharge from the ED was provided
information regarding adequate hydration, analgesics, and safety net advice to return if symptoms
worsened.

One week later, following review by the optician and complaining of worsening vision, the patient was
urgently referred to the regional centre with raised intracranial pressure. A CT brain scan showed
grade 1 parasagittal meningioma attached to superior sagittal sinus which required urgent surgery.
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KEY LEARNING

Headache is a common presentation to the ED and assessment can be
complicated. Headaches waking patients from sleep, as in this case, is suggestive
of a more serious cause.

The purpose of presenting this case is to raise awareness amongst all staff of the
importance of being alert to features suggestive of a serious cause of headache
and the importance of seeking advice from senior colleagues at the earliest
opportunity. Senior advice was not sought in this case.

As per NICE guidance - assessment for a person attending with headache should include:

0 A detailed history, being alert for features suggestive of a serious cause of
headache including: progressive or persistent headache, headache with
vomiting

Q Check: Vital signs including fundoscopy

NICE guidelines available here

Also applicable to the learning from this case is The Royal College of Emergency
Medicine Consultant Sign-Off (June 2016) which states: ‘there are many other
presentations that carry important risk (e.g. headache), and individual departments
may wish to add these and other conditions locally when staffing allows.’ Full detail
of the Consultant Sign-Off is available here to read for context and completeness in
relation to how it may relate to this complaint.
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Recognising Ovarian Torsion

A young girl presented to the Emergency Department (ED) with
sudden onset abdominal pain and associated vomiting. A history
of recurrent abdominal pain was noted. Examination was normal
and she was discharged with a diagnosis of non-specific
abdominal pain and advised to return if any further concern.

The patient re-presented to the ED the next day with worsening symptoms of
abdominal pain. The pain was now associated with anorexia and radiation to
the right thigh. Examination revealed a soft abdomen with mild right iliac fossa
tenderness and bowels were moving normally.

Vital signs and blood results were normal. Urinalysis was positive for leucocytes,
but there were no features of urinary tract infection (UTI). The patient was
diagnosed with constipation and discharged. The patient’s mother was asked to
attend the GP to consider referral to Paediatrics if the issue continued.

The patient re-presented to the ED later the same day with worsening of
abdominal pain, making this the third ED attendance in 48 hours. The patient
was examined by the ED Consultant. Abdominal examination was unremarkable,
however she was admitted to hospital, as this was the third attendance with the
same presenting complaint.

The following morning she was reviewed by surgeons who considered taking her
to theatre to rule out atypical presentation of appendicitis, however an ultrasound
scan of abdomen and pelvis, ordered by ED the evening before was performed,
which confirmed the diagnosis of ovarian torsion.
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KEY LEARNING

Ovarian torsion is rare in children but accounts for 3% of all cases, in the child who presents
with acute abdominal pain. Importantly it requires immediate surgical intervention. The
presence of vomiting, short duration of abdominal pain, and elevated CRP level has a
predictive value for the diagnosis of ovarian torsion in children (Bolli et al., 2017).

Re-attendance to the ED with an ongoing issue should prompt review by a senior ED
doctor. The Royal College of Emergency Medicine (RCEM) recommend consultant sign-
off for patients making an unscheduled return to the ED with the same condition within 72
hours of discharge. RCEM standard is available here.

Important to note:

Q Blood markers should not be solely relied upon as an indicator of significant
pathology or as criterion for admission. Normal inflammatory markers can be

falsely reassuring.

Q Ultrasound abdomen is the first line imaging modality for suspected appendicitis in
paediatric patients, but as demonstrated in this case is useful for detecting other
pathology.

References
Bolli, P., Schéadelin, S., Holland-Cunz, S. and Zimmermann, P. (2017). Ovarian torsion in children. Medicine,
96(43), p.e8299.

www.rcem.ac.uk. (n.d.). RCEM Standards - Consultant Sign-off. [online] Available at: https:/www.rcem.ac.uk/
RCEM/Quality-Policy/Clinical Standards Guidance/BCEM Standards.aspx?WebsiteKey=b3d6bb2a-abba-
44ed-b758-467776a958cd&hkey=0c1979a4-cd10-4592-babd-9a76d8000d2f&RCEM Clinical Standards=2
[Accessed 26 Feb. 2021].
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For all nursing staff the following key information is applicable to learning from
this complaint and others of similar nature: Enabling professionalism in nursing and
midwifery practice is available at the link below:

Enabling professionalism in nursing and midwifery practice.

NMC Code available at the link below:
Nursing and Midwifery Council (2018).

For all medical staff the following key information is applicable to learning from
this complaint and others of similar nature: The General Medical Council (GMC)
‘Good medical practice’ guidance which is available at the link below:

Good medical practice - GMC (gmc-uk.org)

For all AHP staff the following key information is applicable to learning from
this complaint and others of similar nature: The Health and Care Professions
Council (HCPC) Standards of conduct, performance and ethics available at
the link below:

HCPC Standards.

ContactUs
If you have any comments/feedback or questions on the articles in the
newsletter please get in contact by email at learningmatters@hscni.net

Learning Matters is available on:
https://www‘oublichealth.hscni.net/pub]ications/leaminq—matters—newsletters/
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All pharmacists are expected to abide by the Pharmaceutical Society NI Code
https://www.pshi.org.uk/psni/about/code-of-ethics-and-standards/

Another useful resource for all Health and Social Care staff in relation to learning
from complaints on attitudes and behaviour is the link below to the Cleveland Clinic
video on Empathy:

Cleveland Clinic Empathy - Cleveland Clinic Annual Report 2012

In summary, health and social care staff should be aware of the large volume of
complaints generated across the HSC in relation to professionalism concerning
staff attitudes and behaviours. HSC staff must act at all times in a polite and
courteous manner and with the highest of professional standards and behaviours
as set out in guidance by their professional regulatory body.

Editorial team:
Public Health Agency Health and Social Care Board
Dr Jackie McCall Anne Kane
Anne-Marie Phillips Matthew Dolan
Denise Boulter Sally Kelly
Liz Fitzpatrick /
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1.0 Executive Summary

1.1 Introduction

Advance Care Planning is one of the key priority areas for the Palliative Care in Partnership Programme
since 2016. During COVID — 19 the issues relating to Advance Care Planning and in particular Do Not
Attempt Cardiopulmonary Resuscitation (DNACPR) have gained a greater emphasis, urgency, and

priority.

In response, the Department of Health has tasked a small project team to develop a Regional Advance
Care Planning Policy (Adults) for NI. They are also tasked with drafting a comprehensive suite of

supporting documentation and with implementing a comprehensive training and education plan.

The high level plan has been approved by the Minister of Health. The Regional Clinical Ethics Forum
and the Palliative Care in Partnership members have provided commentary on the scheme of work,

inclusive of methodology for the various stages of the development of this Policy.

To ensure rigour from the outset, a thematic analysis was undertaken on a number of key data sources
which related to either advance care planning broadly, or DNACPR specifically. These sources included

the following six recently published reports;

e Age NI, ‘Lived Experience: Voices of older people on the COVID-19 Pandemic 2020’,

e Amnesty International, ‘As if expendable. The UK Governments failure to protect older people
in Care Homes during the Covid-19 pandemic’.

e The CQC interim report from its review into the application of do not attempt cardiopulmonary
resuscitation (DNACPR) decisions during the COVID-19 pandemic,

e The National Audit of Care at the End of Life (NACEL), Second round of the audit report
Northern Ireland (2019/20),

e The Patient Client Council: Exploring the experiences and perspectives of clinically extremely
vulnerable people during COVID 19 shielding December 2020.

e NI Assembly Committee for Health, Inquiry Report on the Impact of COVID-19 in Care Homes
(February 2021)

The thematic analysis also included Health and Social Care data; “Regional Complaints” received from

across all the Health and Social care Trusts in Northern Ireland between April 2018 and June 2020
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which related to ACP or DNACPR. A search of “Serious Adverse Incidents” reported similarly, will be

completed when the data is made available to the Project Team.

This paper presents the findings from this initial thematic analysis and is intended as a live document
that will be developed further as the work progresses, to include new relevant information as it

emerges.

1.2 Thematic analysis overarching themes
Following this initial analysis, a number of overarching themes are evident.
e There should be No blanket approach to DNACPR (Human Rights issue)
(In both Amnesty UK and CQC interim Report)
e Public misunderstanding of DNACPR
e HSC professionals misunderstanding/poor knowledge of DNACPR process (including no review
of status)
e No/Poor/insensitive Communication re DNACPR
e CQC finds that a combination of increasing pressures and rapidly developing guidance may have

contributed to inappropriate advance care decisions
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2.0 Evidence

What follows is a synopsis of key findings from the six abovementioned reports.

2.1 Age NI — “Lived Experience: Voices of older people on the COVID-19 Pandemic 2020”
Using feedback from older people who accessed their support services during COVID-19 or through
hearing older people views during the weekly consultative forum, Age NI compiled this publication,
which reflects key concerns and experiences through four key themes:

1. Support, health and care

2. Communication and connection
3. Loneliness and isolation

4. Grief and loss.

Figure | — Extracts from the Age NI report
“Older people around the world bear the brunt of the impact of the COVID-19 pandemic. In Northern
Ireland, as elsewhere, statistics paint a stark picture:
* People aged over 65 make up 90% of all the deaths attributed to COVID-19
* People who were living in care homes account for over 50% of related deaths”
Our thematic analysis focused on issues pertaining to DNACPR
e These are without doubt challenging times, but it is crucial that we continue to protect people’s
fundamental human rights. The role and timing of advanced (sic) care planning has taken on
particular significance.
e Advanced (sic) care planning Families were distressed and concerned when advanced (sic) care
planning and DNA CPR (Do not attempt cardiopulmonary resuscitation) forms were raised
during the early stages of the pandemic.

e Action point: Start the conversation and follow best practice in advanced (sic) care planning.

Key messages / Recommendations

e Older people must not be discriminated against particularly, on the basis of age or condition
when it comes to treatment options and choices.

e Older people need to be kept at the heart of compassionate, best practice, care.

Other than that outlined in figure |, there was no further detail provided in the report regarding

DNACPR, however Age NI will participate in the Stakeholder engagements.
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This report focuses on the number of COVID-19 related deaths of people over the age of 65 in England,
between March and June 2020 (40% of the total of all those who died). Of these, 76% lived in care
homes. The report makes the case that the UK government, national agencies, and local-level bodies
have taken decisions and adopted policies during the COVID-19 pandemic that have directly violated
the human rights of older residents of care homes in England—notably their right to life, their right to

health, and their right to non-discrimination.

Figure Il - Extracts from Amnesty International Report

“Throughout the pandemic, concerns about the inappropriate use of Do Not Attempt Resuscitation
(DNAR) forms have been repeatedly raised.”

“Concerns about blanket imposition of DNAR were reported across the country, pointing to flaws with
how decisions were taken and policies communicated to those who are supposed to implement them —
CCGs, GPs, and care homes. Care home managers reported to Amnesty International and to media
cases of local GP surgeries or Clinical Commissioning Groups (CCGs) requesting them to insert DNAR
forms into the files of residents as a blanket approach.”

The guidance also included instructions related to hospital admission, asking GPs to ensure “patients
who do not already have a ‘do not convey to hospital’ decision are prioritised and have one in place”.
“Discussions on advanced (sic) care planning should be warm and natural conversations. This is not how
they should be done. One care home with 26 residents had 16 residents sign DNARs in a 24-hour period.
It was distressing for staff and residents ... Care homes felt like they were being turned into hospices,
and being asked to prepare to manage deaths instead of managing life.”

“Following investigations by a senior local figure and news coverage of the story, the CCG responded
that while "agreeing advance care plans is a routine and important part of how GPs and care homes
support their patients and residents, we recognise there may have been undue alarm caused by the
interpretation of this particular guidance." (129 A local official told Amnesty International that the CCG
sent a follow-up letter apologising and clarifying guidance shortly after the news coverage).

“indicate that pressure was being exerted from the acute sector to free up hospital beds with little
concern for the consequences on the health and lives of those in other settings, including care homes,
or for equal treatment in access to care. Discussing how the CCG guidance came to be issued, a senior
local figure told Amnesty International that it was clear from conversations he had with senior figures

in the local health system that they were under “an enormous amount of pressure from upwards” and
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that they were given instructions orally which were not sent in writing or would be worded differently
when sent in writing. This would explain why so many CCGs and GPs asked care homes to put DNAR
instructions on their residents in a blanket approach even though there is no written record of any such
government policy”.
“The concern about blanket DNAR instructions was widespread and serious enough, right from the
outset of the pandemic, to prompt warnings by the UK’s main medical and social care bodies at the
beginning of April 2020. In a joint statement issued on 1 April, the British Medical Association (BMA),
the Royal College of General Practice (RCGP), the Care Quality Commission (CQC), and the Care Provider
Alliance (CPA) warned that: “It is unacceptable for advance care plans, with or without DNAR form
completion to be applied to groups of people of any description. These decisions must continue to be
made on an individual basis according to need.”
“blanket DNACPR” decisions, or decisions taken about resuscitation status by others (GPs, hospital staff
or clinical commissioning groups) without discussion with residents, families or care home staff, or that
they disagreed with some of the decisions on legal, professional or ethical grounds”.
Human Rights violations
“The UK is a state party to international and regional human rights treaties which require it to protect
and guarantee fundamental human rights relevant to the concerns addressed in this report, including,
notably, the right to life, the right to highest attainable standard of physical and mental health, the
right to non-discrimination—including on the grounds of age, disability or health status—the right not
to be subjected to inhuman or degrading treatment, and the right to private and family life.206 The
UK’s obligations under international human rights law requires that it respect, protect and fulfil the
human rights of individuals within its jurisdiction. Most of these rights have been enshrined in UK law
by the Human Rights Act, which incorporates into domestic law the rights set out in the European
Convention on Human Rights (ECHR)”
“Decisions by some CCGs and GPs to direct care homes to put blanket DNAR on all residents and the
government’s failure to ensure compliance by CCGs, GPs and care homes with standard DNAR
procedures violated the right to life, the right to health and the right to non-discrimination of care
home residents, who were subjected to such practices as members of a specific category—older

persons with and without disabilities living in assisted facilities”.

The Report also noted with regard to issues of “PPE, testing, etc the suspension of inspections by the
CQC meant that there was little meaningful protection against such practices” i.e. the application of
blanket DNACPR decisions or decisions taken about resuscitation status that did not involve the person

or those closest to them.
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Key messages / Recommendations including an Enquiry re DNACPR:

e The extent to which there was inappropriate use of DNARs by health and care professionals,
including the incorrect interpretation of them to mean that a person should not be sent to
hospital.

e (Call for an urgent and thorough review of all DNACPR forms that have been added to care
home residents’ file since the beginning of the pandemic to ensure they have been completed
with the full knowledge, consideration and consent of the resident and/or their family or legal
guardian where they do not have mental capacity according to the terms set out in the Mental
Capacity Act.

e Call to ensure all staff working in the home understand when and how DNARs/DNACPRs apply
and that they do not in themselves indicate that a patient does not want to be taken to hospital

or does not want to receive (non-CPR) medical treatment.

2.3 The Care Quality Commission (CQC) interim report from its review into the application of do
not attempt cardiopulmonary resuscitation (DNACPR) decisions during the COVID-19 pandemic. (Dec
3" 2020)

The CQC is the independent regulator of all health and social care services in England. Prompted by
concerns about the blanket application of DNACPR decisions during the early stages of the COVID -19

pandemic, it conducted a special review. The review looked at all key sectors, including care homes,

primary care and hospitals, and explored the implementation of best practice DNACPR guidance.

Figure Il Extracts from the CQC report

“Early findings are that at the beginning of the pandemic, a combination of unprecedented pressure on
care providers and other issues may have led to decisions concerning DNACPR being incorrectly
conflated with other clinical assessments around critical care”.

Recommendations/Outcome

“DNACPR decisions and advance care plans should only ever take place with clear involvement of the
individual, or an appropriate representative, and a clear understanding of what they would like to

happen”.

CQC is now undertaking a more in-depth review in fieldwork, to establish current practice and identify

“what local systems need to do so they can protect against possible future errors.”
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2.4 National Audit of Care at the End of Life (NACEL) Second Round of the Audit
(2019/20) Report Northern Ireland.

NACEL is an annual audit managed by the NHS Benchmarking Network, supported by the Co-Clinical
Leads, the NACEL Steering Group.

The overarching aim of NACEL is to improve the quality of care of people at the end of life in acute,
mental health and community hospitals. The audit monitors progress against the “Five priorities for
care” set out in “One Chance To Get It Right” and “NICE Quality Standards 13 and 144”.

The Five priorities for care reflect the Northern Ireland Department of Health circular “HSS (MD)
21/2014 Advice To Health And Social Care Professionals For The Care Of The Dying Person In The Final
Days And Hours Of Life — Phasing Out Of The Liverpool Care Pathway In Northern Ireland By 31 October
2014”. The circular sets out five principles that should underpin high quality care in the final days and
hours of life. These principles reflected the good practice outlined in the Department’s “Living Matters;

Dying Matters (LMDM), Palliative and End of Life Care Strategy for adults”, published in 2010.

The NI audit, undertaken during 2019/20, comprised:

* An Organisational Level Audit covering hospital/submission level questions;

* A Case Note Review which reviewed consecutive deaths in the first two weeks of April 2019
and the first two weeks of May 2019 (acute providers) or deaths in April and May 2019
community providers.

Key messages / Recommendations
NACEL shines a spotlight on the last admission to hospital prior to death and highlights whether
hospital staff in Northern Ireland are delivering against the quality standards and statements which are

universally accepted as good practice.

Figure IV Extracts from the NACEL report

“Advance care planning is an important part of individualised care planning. Analysis from round two
indicates that in Northern Ireland, there is limited advance care planning occurring.”

“An important element of individualised care planning is understanding the wishes and preferences of
dying people, and those important to them. Advanced care planning is one element of this. Given that
on average, the dying person was in hospital up to three and a half days before dying in Northern
Ireland, it is documented in 5% of cases only that the dying person had participated in end of life care
planning during the final admission. It was documented that 3% of dying people had participated in

advance care planning prior to their last admission. This is in relation to all deaths.”
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“Further, analysis indicated that participation in advance care planning was limited, even though
Northern Ireland have guidance available, across all care settings, to facilitate this process. Given that
the median time from recognition of death to dying was almost three and a half days in Northern
Ireland, there may well have been missed opportunities for patients to participate in advance care

planning.”

Similarly, the audit found limited evidence of discussions regarding DNACPR with the person or with

their family/caregivers. The report goes on to make the following recommendation;

“Ensure that every opportunity is taken to give dying people the option to participate in advance care
planning, to reflect their choices and wishes at the end of their life. This should include documenting in
the patient’s care records, the preferred place to die (if known), and facilitating this wherever

possible.”

2.5 PCC: Exploring the experiences and perspectives of clinically extremely vulnerable people
during COVID 19 shielding December 2020

Shielding advice was issued to an estimated 80,000 people in Northern Ireland, significantly changing
their lives and those living with them. In May 2020, the Patient and Client Council (PCC) sought to
engage with these groups, in partnership with the Department of Health (DoH). The rationale was to
ensure that the voices of those impacted by shielding informed decision making and messaging around

changes to the restrictions introduced in March 2020.

Respondents who indicated that they were using palliative care support were asked a series of follow-
on questions:

Q11. Have you (the person shielding) discussed your future wishes/preferences for care (known as
Advance Care Planning) with your GP or another health or social care professional?

Q12. If ‘yes’, did you have this discussion before you began shielding?

Q13. If ‘no’, would you like the opportunity to discuss your future wishes/preferences for care?

Q14. What would be the best, most appropriate way to have this discussion in your circumstances?
Key Findings:

despite their serious health conditions, only 24% of the 209 respondents who reported receiving
palliative care support indicated that they had discussed Advance Care Planning (ACP) with a health
professional. A large majority of respondents (72%) indicated that they had not discussed ACP with a
health professional.

10
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Of those who had discussed ACP with a health or social care professional, the majority (68%) had done
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so prior to the start of shielding.

Of those who had not discussed ACP with a health or social care professional, 41% reported that they
would like the opportunity to discuss these issues.

However, several respondents reported that being asked about ACP by a health or social care
professional during a pandemic would make them feel as though their lives were less valued than those
of other ill or well persons.

Among those open to having a conversation about ACP, shielding appeared to influence how they
would like to be approached. Around half of these respondents reported that they would prefer to
have such discussions over the phone or by email, with some specifically attributing this to their need
to shield. It is of interest that a small number of respondents, while open to discussing ACP, felt it was

too early for them to be having such discussions.

DNACPR did not feature in this report

2.6 DNACPR Related Complaints to HSCTs April 2018 - June 2020

A trawl of all complaints to HSC Trusts across the Region pertaining to DNACPR related issues, between
April 2018 and June 2020 was undertaken and two clear themes were identified; Issues in relation to
communication and public and professional lack of understanding regarding DNACPR decision making.
The issue of no review of DNACPR was also raised. What follows are the recorded complaints cited

under each respective themes;

Communication:

“DNR placed on the patient's file but not discussed with the patient or his family; family not kept
informed of the patient's condition”;

“Family felt pressured into agreeing with DNR; no solution given to help with diagnosis; family
provided with conflicting information; incorrect information provided to family; incorrect information
on patient's records; staff did not tell the family the patient was in his final hours of life”;

“Patient was discharged from hospital with a DNR which family were not told or consulted about”.

“A gentleman raised concerns regarding lack of communication following a meeting regarding a DNR
placed on his mother's records”

“Family only spoken to directly by Dr/Consultant once by telephone to discuss DNAR. Daughter lives in

England and was not given enough information over telephone”.

11
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Complaint regarding the confusion over a DNR order being placed on a patient with a rare syndrome
while in Acute hospital. Also feel that DNR was not discussed in an appropriate manner.
“Service user with late stage dementia was admitted to the Emergency Department. On transfer to the
ward it was noticed that a DNAR was on his records. His NOK was informed that staff in the Emergency
Department had made this decision. NOK feels this should have been discussed with him”.
“Doctor in A&E issued a DNR form in the patients file without consulting family in respect to it. Wants
an immediate explanation of this and why it was done”.

“No Review of DNACPR”

Public and professional lack of understanding regarding DNACPR decision making

“Family state as she was extremely unwell, decisions were made at A&E to put a DNAR in place. Family
disagree with this decision which was later removed. Family want to know how and on what basis this
decision was made”.

To be reinforced with both medical and nursing staff the importance of patients and their next of kin
being fully involved in discussions and decisions taken in relation to DNR

“Patient was upset by comments made by a doctor about resuscitation. Comments from consultant
which stated that it was clinically correct for the doctor to discuss resuscitation with the patient, even
though it caused him distress”.

Complaint letter regarding a deceased gentleman's consultant. This consult is accused of authorising a
DNR. The family were not consulted regarding this.

query regarding DNAR practice; attitude of doctor. (No detail available in data)

2.7 NI Assembly Committee for Health, Inquiry Report on the Impact of COVID-19 in Care Homes

The Health Committee decided in July 2020, based on evidence it had taken in the spring in relation to
the particular impact of COVID-19 on care homes, to conduct a short inquiry, in order to produce
recommendations to help mitigate and manage the impact of a potential second surge of the virus in
care homes. The report on the Inquiry was published in February 2021 and makes specific

recommendations pertaining to ACP.

12
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Figure V: Extract from the NI Assembly Report NIA 59/17-22

Advance Care Planning is another issue that was brought to the Committee’s attention in recent
months and the Committee acknowledges the sensitivity of such conversations and the importance of
this matter being dealt with on an individual basis, supported by the appropriate professional and
taking account of the unique needs, preferences and changing circumstances of the individual, ideally

well in advance of a crisis.

The Committee also notes that ACP goes well beyond circumstances where resuscitation is appropriate
and covers a wide range of care and treatment preferences, in a variety of circumstances.
The Committee notes the pressure felt by some care home staff to lead these important conversations

for which they felt further training and medical input was required.

Recommendation 34: Advance Care Planning should be discussed with each care home resident, on an
individual basis, ideally ahead of any crisis; it should be led by the clinician who knows the individual

best, with the input of other relevant professionals; and reviewed as necessary.

Recommendation 35: The Department of Health should clearly outline and communicate the rights of
older people and families regarding end-of-life planning and this should reference the approach to

treatment and care planning recommended under NICE guideline NG163.

Recommendation 36: Steps should be taken to ensure that relevant professionals have access to

appropriate training in advance care planning.

3.0 Conclusion

The findings from this thematic analysis identifies five key themes; There should be No blanket
approach to DNACPR (Human Rights issue); Public misunderstanding of DNACPR; HSC professionals
misunderstanding/poor knowledge of DNACPR (including no review of status) and No/Poor/insensitive
Communication re DNACPR. Taking cognisance of these issues during the development of a regional
ACP Policy for adults in Northern Ireland, is vital and provides a degree of rigour to the work. Some of
the findings from this thematic analysis also provide a useful steer for the focus of any public
messaging from the Department of Health, Public Health Agency and the Project team regarding

advance care planning and DNACPR.
13
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Subject RISK OF DEATH OR SERIOUS HARM BY
FALLING FROM A HOIST

HSCB reference number SQR-SL-2020-060 (All PoCs)

Programme of care All programmes of care

LEARNING SOURCE

SAl/Early Alert/Adverse incident Complaint

Audit or other review Coroner’s inquest

Other (Please specify) Risk identified following observation of a member of staff on a
ward using hoisting equipment incorrectly.

SUMMARY OF EVENT

A member of staff reported observing another member of ward staff attach a loop
sling to a hoist with a clip hanger bar. Such practice could lead to serious harm or
death of a service user.

REQUIREMENTS UNDER CURRENT GUIDANCE

PLEASE ENSURE THAT ALL STAFF INVOLVED IN THE ASSESSMENT AND
HOISTING OF PATIENTS / CLIENTS ARE MADE AWARE OF THE FOLLOWING:

If you are using a hoist and sling from 2 different manufacturers then a hoist /
sling compatibility risk assessment should be completed to ensure that it is safe
to use the two items together.

If you are using a sling with loop attachments, the loop attachments should
never be attached to a clip hanger bar.

If you are using a sling with clip attachments, the clip attachment should never
be attached to a loop hanger bar.
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Attaching the sling to the incorrect hanger bar e.g. Attaching a sling with loop
attachments to a clip hanger bar will result in a fall from a hoist and possible
fatal outcome for a patient / client.

A loop sling has been designed A clip sling has been designed to
to be used with a loop hanger bar be used with a clip hanger bar

Lifting equipment, used in the context of work, is subject to the requirements of the
Lifting Operations and Lifting Equipment Regulations (Northern Ireland) 1999 or
LOLER as the regulations are commonly known. See link below.
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http://www.leqgislation.gov.uk/nisr/1999/304/contents/made

Lifting equipment must be fit for purpose, appropriate for the task, suitably marked and,
in many cases, subject to statutory periodic 'thorough examination' by a competent
person.

Periodic thorough examinations during the life of the equipment are required for lifting
equipment exposed to conditions which cause deterioration likely to result in dangerous
situations. Typically equipment used for lifting people must be examined every 6
months. Other lifting equipment should be examined every 12 months.

It should be noted that the provision of some handling aids may bring about other risks
such as those caused by unsuitable equipment or untrained staff.

Before using work equipment check the maximum user weight and safe working load.
You will need to have an idea of the patient / client weight and ensure that they don’t
exceed the weight bearing capacity of the equipment.

Do not use equipment unless trained to do so. Visually inspect the equipment to
ensure that it is in good working order and suitable for the task. Follow the
manufacturer’s instructions for use.

Recommended checklist before using a hoist:

e You have been trained and feel confident to use the equipment.

e The person’s care plan should detail that a hoist is to be used. The size and
type of sling should be recorded and the leg / shoulder loop configuration stated
if a loop system is used.

e If you are using a hoist and sling from 2 different manufacturers then a hoist /
sling compatibility risk assessment should be completed to ensure that it is safe
to use the two items together.

e The hoist should be in good working order — it should go up and down. For a

mobile hoist, the legs open and close, and it moves back and forward (wheels

are free running).

You should know how to operate the emergency lowering system.

The sling should be clean and undamaged and the label readable.

The sling is the right size and type for the person and task.

The safe working load (SWL) of the hoist and sling are suitable for the patient’s

weight and needs.

¢ You have explained to the person what you are going to do and have consent
and cooperation to proceed.

¢ You know how to seek further advice and the person’s needs are reviewed.

References / Evidence Base:
Health & Safety Executive Guidance on the:

The Lifting Operations and Lifting Equipment Regulations (Northern Ireland) 1999
http://www.legislation.gov.uk/nisr/1999/304/contents/made
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RE: SQR-SL-2020-060 (All PoCs) - Risk of death or serious harm by falling from a hoist — Distribution list
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To - for Action Copy To - for Action | Copy
HSC Trusts PHA
CEXs v CEX v
First point of contact v Acting Director of Public Health v
Director of Nursing, Midwifery and AHPs v
NIAS Director of HSCQI v
CEX v AD Service Development, Safety and Quality v
First point of contact v PHA Duty Room
AD Health Protection
RQIA AD Screening and Professional Standards
CEX v AD Health Improvement
Director of Quality Improvement v ADs Nursing v
Director of Quality Assurance v AD Allied Health Professionals v
Clinical Director Safety Forum v
NIMDTA
CEX/ PG Dean HSCB
QuB CEX
Dean of Medical School 4 Director of Integrated Care v
Head of Nursing School 4 Director of Social Services v
Head of Social Work School v Director of Commissioning
Head of Pharmacy School Alerts Office v
Head of Dentistry School Interim Director of PMSI
uu
Head of Nursing School 4 Primary Care (through Integrated Care)
Head of Social Work School v GPs v
Head of Pharmacy School Community Pharmacists
Head of School of Health Sciences (AHP Lead) v Dentists
Open University
Head of Nursing Branch v BSO
Chief Executive
Clinical Education Centre v
NIPEC v DoH
NICPLD CMO office v
NI Medicines Governance Team Leader for Secondary Care CNO office v
NI Social Care Council CPO office
Safeguarding Board NI CSSO office
NICE Implementation Facilitator CDO office
Coroners Service for Northern Ireland v

Safety, Quality and Standards Office
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Sent by email only 12-22 Linenhall Street
BELFAST BT2 8BS

Tel : 0300 555 0115

To: Brian Beattie, Web Site : www.hscboard.hscni.net

Director of  Older People &

Primary Care - Services Our Ref: SQR-SAI-2020-060 (All PoCs)

19 July 2021
Dear Brian,

Risk of Death or Serious Harm by Falling from a Hoist — SQR-SL-2020-060
(All PoCs)

You will be aware of the above safety and quality reminder of best practice letter
that the HSCB/PHA issued in February 2020, entitled ‘Risk of Death or Serious
Harm by Falling from a Hoist’. This regional learning was issued following a staff
member observing another member of staff attaching a loop sling to a hoist with a
clip hanger bar. This practice had the potential to cause serious harm or death of

a service user.

Despite the detailed assurance from the Southern Trust stating the required
actions had been completed, | am writing to you as a complaint relating to the
Trust has recently came to the attention of the HSCB/PHA (12988).

The complaint relates to an incident which occurred in a client's own home on 23"
September 2020, where they fell from a sling which was not correctly attached to
the hoist. | trust you appreciate this is extremely concerning in light of the

assurance the Trust provided in response to the above letter.

| am now reissuing the attached reminder of best practice guidance letter and
request that the Trust undertake the following actions to prevent and mitigate the

risks of this incident occurring again:

1. Share this Reminder of Best Practice letter with all relevant staff and discuss it
at safety briefings/team meetings to highlight/raise awareness of the risk of
death / serious harm if a person falls from a hoist.

2. Ensure current guidance as detailed in the letter is being followed.

3. Ensure all domiciliary staff are aware of the importance of not using manual
handling equipment unless trained to do so.
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| am happy to discuss if you feel this would be helpful.

Yours sincerely

Signed:

Issued by | Anne-Marie Phillips

Patient Safety, Quality & Experience Nurse Lead, PHA

Enc.

Copy to:
Nicole O’Neill, Complaints Manager, SHSCT
Governance Lead for SQAs, SHSCT
David Petticrew, Programme Manager, Social Care, HSCB
Mrs Liz Fitzpatrick, Complaints Manager, HSCB
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Protocol for the Role of a HSCB/PHA
Designated Review Officer (DRO) allocated
toa

Serious Adverse Incident (SAI)

Revised: March 2017

Version 1.0
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Background

The requirement on HSC organisations to routinely report Serious Adverse
Incidents (SAls) to the Department of Health (DoH) ceased on 1 May 2010.
From this date, the revised arrangements for the reporting and follow up of SAls,
transferred to the Health and Social Care Board (HSCB) working both jointly
with the Public Health Agency (PHA) and collaboratively with the Regulation and
Quality Improvement Authority (RQIA). During 2012/13 the HSCB, working with
the PHA, undertook a review of the Procedure, issued in 2010, and issued
revised guidance in September 2013.

A further review was undertaken in November 2016 and issued to all Arm’s
Length Bodies (ALBs) for full implementation on 1 January 2017. The
procedure provides guidance to all Arms Length Bodies in relation to the
reporting and follow-up of SAls arising during the course of business of a HSC
organisation/Special Agency or commissioned service.

Role of the HSCB/PHA in the SAI Process

o Responsible for the effective implementation of the procedure for the
reporting and follow up of SAls across the region;

o Ensuring there are mechanisms in place for SAls to be reviewed by relevant
professionals/senior officers;

o Ensuring there are adequate safety and quality structures within the
HSCB/PHA so that trends, best practice and learning is identified,
disseminated and implemented in a timely manner in order to prevent
recurrence;

o Identify any immediate/medium/long term strategic issues which contributed
to the incident and that need to be addressed, and communicate these to the
relevant commissioning service;

o Maintain a high quality of information and documentation within a time bound
process.
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3.0 What are the HSCB/PHA %*#'ety and _Qula%ty' strictures relating to SAls?

It is important that when a SAIl occurs, that there is a systematic process for
reviewing the incident and identify potential learning. The key aim being to
improve patient safety and reduce the risk of recurrence, not only within the
reporting organisation, but across health and social care as a whole.

The HSCB and PHA therefore have developed a safety and quality structure
that provides an effective mechanism for identifying and disseminating regional
learning across the province.

e Quality Safety and Experience (QSE) Group

QSE is a jointly chaired, group that provides an overarching, streamlined
approach in relation to how the HSCB and PHA meet their statutory duty of
quality. This multi-disciplinary group meet on a monthly basis to consider
learning, patterns/trends, themes or areas of concern, and agree appropriate
actions to be taken, from all sources of safety and quality information received
by the HSCB and PHA.

A Regional SAI Review Subgroup reports to, and supports the work of the QSE
Group.

e Regional Serious Adverse Incident Review Sub-Group (RSAIRSG)

The RSAIRSG is chaired by the HSCB Governance Manager and the PHA
Senior Manager for Safety, Quality and Patient Experience. Membership
comprises of professional representatives from the HSCB and PHA; RQIA are
also in attendance.

The RSAIRSG has responsibility to ensure that trends, examples of best
practice and learning in relation to SAls are identified and disseminated in a
timely manner.

e SAIl Professional Groups

A number of professional groups from individual programmes of care have
recently been established which allow DROs who share the same area of
expertise to meet and discuss SAl reviews and where relevant identify
regional learning prior to closure of the SAl. These professional groups also
provide support to DROs when they may require advice in relation to specific
SAls.
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o Multi-professional input / wider circle of experience;

o Group sign off, decisions not focused on one individual,

o More complete understanding of the range of SAI issues within these service
areas leading to the identification of regional trends.

o Safety Quality and Alerts Team (SQAT)

SQAT, which is closely aligned to the work of QSE, is responsible for
performance managing the implementation and assurance of Regional Safety
and Quality Alerts / Learning Letters / Guidance issued by HSCB/PHA in respect
of SAls.

SQAT is a multidisciplinary group with representatives from the HSCB and PHA
and is chaired by the PHA Medical Director/ Director of Public Health. The
Group meet fortnightly to co-ordinate the implementation of regional safety and
quality alerts, letters and guidance issued by the DoH, HSCB, PHA and other
organisations. This provides a mechanism for gaining regional assurance that
alerts and guidance have been implemented or that there is an existing robust
system in place to ensure implementation.

An overview of the Safety and Quality Structures is outlined in Appendix 1.

e HSCB Governance Team

The HSCB Governance Team provides the co-ordination, administrative support
to all of the above groups and to individual DROs in relation to the management
of SAls from notification to closure of a SAI.

What is a DRO?

A DRO is a senior professional/officer within the HSCB / PHA who has a degree
of expertise in relation to the programme of care / service area where a SAl has
occurred.

What is the role of a DRO?
The DRO has a key role in the implementation of the SAI process namely:
o liaising with reporting organisations:

- on any immediate action to be taken following notification of a SAl;

- where a DRO believes the SAl review is not being undertaken at the
appropriate level.

o Agreeing the Terms of Reference for Level 2 and 3 RCA reviews;
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o Reviewing completed SEA Learning Summary Reports for Level 1 SEA
Reviews and full RCA reports for Level 2 and 3 RCA Reviews, including

service user/family/carer engagement and liaising with other professionals
(where relevant);

o Liaising with reporting organisations via the Governance Team, where:

o More information is required in relation to a Level 1 summary report.
(Whilst the HSCB will not routinely receive the full Level 1 SEA report,
these can be requested.)

o There may be concerns regarding the robustness of the Level 2 and 3
RCA reviews and providing assurance that an associated action plan has
been developed and implemented.

o ldentification of regional learning, where relevant;
o Surveillance of SAls to identify patterns/clusters/trends.

o Escalate concerns/issues as necessary to the Director and onwards to the
respective Chief Executive as required.

6.0 Process

The following details the systematic approach in relation to the nomination of a
DRO to a SAIl and the process that follows until such time as the SAIl can be
closed. (A flowchart reflecting each step of the SAI process is detailed in
Appendix 2.)

Step 1 - Notification of SAI
o SAl notified to Governance Team by Reporting Organisation;

o Governance Team.

- Records SAIl on the Datix Risk Management System;

- Forward SAIl Notification to DRO as per Regional DRO Listing or
Allocation Flowchart and copy to relevant Directors/Senior Managers
(current listing and flowcharts available via the following Link
http://insight.hscb.hscni.net/resources/safety/);

- Where the DRO is not automatically allocated from a Flowchart the
Regional Lead/s will assign a DRO (this may be a Regional Lead or
another member of staff from within their programme of care / area of
specialism). Governance Team will forward SAl Notification to the
assigned DRO;
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- Acknowledge recelpt oi‘ SAI Notification to reporting organisation and
advise on date for submission of learning summary/review report.

Step 2 - Immediate Actions

O

O

DRO will consider SAl and if they decide it to be of major concern they will
liaise immediately with their Director with a view to bringing it to the attention
of the Chief Executive;

If required, the DRO will liaise with the Reporting Organisation regarding any
immediate actions required. This will be carried out in conjunction with the
Governance Team;

Governance Team will update DATIX accordingly.

Step 3 - Submission of Learning Summary/Review Report/Additional

Information

Governance Team will liaise with Reporting Organisation with regard to
review report deadlines i.e. reminders, DRO queries etc;

Reporting Organisation submit learning summary/review report to
serious.incidents@hscni.net (Governance Team);

Governance Team forward learning summary/review report to DRO;

DRO will liaise with other professional leads, including RQIA (where relevant)
on receipt of learning summary/review report. For those SAls that are
medication related, the DRO may wish to liaise with the Secondary Care
Medicines Governance Team (refer to appendix 2)

If DRO and professional leads (where relevant) are not satisfied with learning
summary/review report, DRO will request additional information from the
Reporting Organisation until adequate assurance is provided.

When a DRO has received all the information it is expected the reporting
organisation will be informed within a period of 12 weeks that the SAl has
been closed.
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Step 4 - Closure of SAI

O

When a DRO is satisfied with learning summary/review report, and where
relevant any additional information that has been requested, he/she informs
the HSCB Governance Team they are content to close the SAIl in line with
HSCB/PHA ‘Criteria for Closing SAIs’ (Appendix 3);

The HSCB Governance Team refers the SAI to the relevant SAl Professional
Group;

- Acute;

- Maternal and Child Health (Including Acute Paediatrics);

- Elderly Services and Physical Disability and Sensory Impairment;
- Mental Health and Learning Disability Services;

- Prison Health;

- Integrated Care;

- Corporate Services;

- Childrens Services — Social Care;

- Adult Services — Social Care.

SAl discussed at SAl Professional Group meeting and the following agreed:

- SAl closed with regional learning and referred to RSAIRG and/or QSE
Group either for noting or discussion;

- SAl closed without regional learning.

Governance Team closes SAl on DATIX and informs the Reporting
Organisation (and RQIA where applicable) that SAl has been closed.

Step 5 — Regional Learning Identified

O

Once regional learning has been identified by the Professional Group a DRO
may be required to:

- Refer learning to Network or Group that has already been established;

- Draft an article for inclusion within a newsletter or draft a reminder or
best practice or learning letter;

- Attend a meeting of the RSAIRG or QSE group to discuss proposed
learning;
- Beinvolved in a Thematic Review or Task and Finish Group.

A flowchart outlining the approval process and dissemination of regional
learning can be accessed via the following link.

http://insight.hscb.hscni.net/resources/safety/
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7.0 Supporting the DRO Process

71

7.2

7.3

7.4

Datix

In order to ensure Statutory Information Governance requirements are
adhered to, all communication for each stage in the process should be
communicated by the DRO to the HSCB Governance Team. This ensures
the Corporate Record for each SAl is fully documented on the Datix Risk
Management System.

DROs Supporting Information

Appendix 4 provides DROs with some supporting information which they
may wish to consider on receipt of SAl notifications and learning
summary/review reports.

Escalation Process for DRO Requests

Throughout the process there may be occasions where the reporting
organisation does not agree with a DRO request. Examples include:
escalate a SAl to a higher level review;

amend a review report;

issues around family engagement;

requests for additional information are withheld;

request for a SAI following notification of an Early Alert;

where a DRO/Professional has been made aware of an incident that
they feel should be reported as a SAI.

O O O O O O

On these occasions, DROs should follow the escalation process as
detailed below:

Stage 1 — Reporting organisation notifies the DRO that they do not agree
with their request

o DRO discusses the SAl at the next relevant SAl Professional Group
and if agreed the reporting organisation is notified via the Chair of the
Professional Group.

Stage 2 - If the reporting organisation does still not agree:

o The DRO informs the relevant HSCB/PHA Director;

o Relevant HSCB/PHA Director discusses this with the relevant Director
within the Reporting Organisation.

Stage 3 - If the Reporting Organisation is still not in agreement:
o This should be listed for consideration at QSE.

Interface Incidents Process

The HSCB/PHA process for the management of interface incidents
notified to the HSCB can be accessed via the following link:

(TO BE INSERTED)
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Appendix 1

HSCB/PHA SAFETY AND QUALITY STRUCTURES
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HSCB/PHA Quality Safety Experience

Professional

Group

Group D
4 A A A
|
|
:
|
] v v
! SAl Complaint
! Review s sub-
! Sub- group
| group
I
| A\ 4
! Safety Quality Action through:
|
v = Task and Finish Groups
SAI

= Commissioning Teams
» QSE-specific staff
»= Quality Improvement Plans

PHA Board

ﬂu

PHA Governance Committee

A

PHA AMT

7Y

|

[}

! Safety Forum
m----- >
i HSC Patient Experience
q----- > arrangements
E Medicines Safety Group
<----- >
! and related
E arrangements
Safety Quality Alerts
«---- »| arrangements (SQAT)
! Q2020 arrangements
«---->
; SBNI and CMR
oo arrangements
“---% Stakeholder

engagement
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SAI PROCESS AND IDENTIFICATION OF REGIONAL LEARNING FLOW CHART - KEY STAGES

[ SAl occurs within HSC organisation / Special Agency, ISP or FPS ]

v

SAl Notification completed and submitted to HSCB seriousincidents@hscni.net
within 72 hours indicating level of review i.e. Level 1, 2 or 3

v
P
HSCB assigns HSCB/PHA DRO and
acknowledges by email receipt of SAI
. v
- v
Level 1 Review — HSCB Level 2 Review — HSCB request TOR Level 3 Review - A“ timescales
. . . must be agreed with the DRO at
request SEA Learning and Membership of Review Team to .
. L the outset for TOR, Membership
Summary Report to be be submitted to HSCB within of Review Team and the RCA
submitted to HSCB within 8 4 weeks and RCA Report within 12 Report
weeks _ weeks of notification port.

[ HSC organisation / Special Agency or commissioned service completes internal review (SEA/RCA Review) J

v

Completed Learning Summary / Review Report submitted to HSCB within timescales
applicable to the level of review as detailed in Step 4 above

v
~
DRO considers Learning Summary/Review Report in conjunction with Secondary Care Medicines Governance
professionals/officers (including RQIA where applicable and/or the SCMG Team (SCMG) identifies Regional
Lead if there is a medication component of a Secondary Care SAl) Learning from a medication related SAI P
N v
4 /
/ DRO/Professional Group advises on adequacy of review and \_ > Secondary Care Medicines Governance
action plan and signs off learning summary/ review report Team Lead through
identifying any Regional Learning o seriousincidents@hscni.net liaises with the
(If the DRO is not satisfied additional information may be aIIoca.ted.DRO.t? e
. . ps Learning identified and agree format for
requested. Responses for level 1 reviews to be provided within 2 haring | -
K weeks level 2 and 3 reviews to be provided within 6 weeks.) / \ sharing fearning /
v
[ Regional Learning identified is approved as follows: ]
v v
/SAI Professional Group Agree regional learning options:\ /Regional SAl Review Sub Group Agree regional \
e Referral to Existing work-stream, Network/Group for learning options:
action; ¢ Rapid / Immediate Alert;
e Newsletter article i.e. Learning Matters, Medsafe, e Learning / Reminder of Best Practice Letter;
GMS; ® Propose Thematic Review;
e Inclusion in NI Medicines Governance Team Quarterly e Establish a Task and Finish Group;
K Report. / e Refer to other regulatory body;
kTrainine Events / Workshops / Seminars. j
v ¥
[ Regional Learning referred to QSE for noting/ approval ]
v
[ Regional Learning Approved by QSE (refer to Flowchart for the Approval and Dissemination of Regional Learning) J
: 11

[ HSCB advises HSC organisation / Special Agency or commissioned service on outcome. ]
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CRITERIA FOR CLOSURE OF SAls

A DRO can close an SAl when it meets one of the following three criteria:

1. An independent evaluation of the learning summary/review report received
from the reporting organisation has been undertaken by a nominated
HSCB/PHA Designated Review Officer (DRO) in conjunction with other
officers/professionals (including RQIA) where relevant.

Prior to closure the DRO must be satisfied that:

O

Format and content of the learning summary/review report is in line with
regional templates for Level 1 and level 2/3 Reviews;

Review has been carried out appropriately by the reporting organisation
(this is only applicable for level 2/3 reviews as the quality assurance of
Level 1 reviews is the responsibility of the reporting organisation);

All reasonable steps have been taken to prevent recurrence;

Recommendations and actions are appropriate and where required there
are performance mechanisms in place via the HSCB Governance Team to
monitor these;

Any queries arising from the learning summary/review report have been
resolved including confirmation of how local learning has been
disseminated and regional learning identified:;

Other specifics of independent evaluation/review DRO may wish to
consider are the Reporting Organisation:

- has confirmed that it has discharged all statutory requirements;

- has confirmed that all necessary safeguarding requirements associated
with the incident are in place;

- confirms details of any disciplinary action arising from the incident.

12
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2. DRO has been informed the SAIl has transferred to another relevant
investigatory process i.e.

o Case Management Review;
o Public Inquiry;
o Independent Expert Inquiry.

3. Following initial notification DRO is advised by reporting organisation that
following preliminary reviews, incident is no longer considered a SAl. DRO
will consider in conjunction with other officers/professionals, requesting

additional information from reporting organisation if necessary; prior to de-
escalating SAl and closure.

13
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Supporting Information for Designated Review Officers

At the time the SAl is notified

Immediate Actions

O

O

Is the DRO satisfied that the Trust have taken reasonable actions to reduce
the risk of recurrence pending the full review report. HSCB/PHA recognise
that this cannot prejudge the outcome of the full review and that what appear
to be the circumstances at the time of reporting, may not be substantiated
through review;

- The DRO should also consider if the HSCB/PHA have previously issued
regional learning in relation to a similar type incident. In those
circumstances, it may be appropriate to ask the Trust whether or not they
have:

Brought the incident to the attention of individual(s) staff involved to ensure

that all are aware and to do an immediate review of the circumstances that

led to the incident;

Provided training/refresher training on relevant policies/procedures for the

staff involved

Informed other staff in the unit of the incident.

Level of Review

Do you agree with the level of review the Trust has proposed to undertake?

The nature, severity and complexity of serious incidents vary on a case-by-case
basis and therefore the level of response should be dependent on and
proportionate to the circumstances of each specific incident. The appropriate
level of investigation will be proposed by the provider and agreed by the DRO
upon notification, however the level of review may change as new information or
evidence emerges as part of the review process.

O

Level 1 Review — Significant Event Audit (SEA)

Concise, internal review which is suited to less complex incidents which can
be managed by individuals involved in the incident at local level.

14
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Level 2 Review - Root Cause E“élys%g‘tﬁc%g

A comprehensive internal review which includes an independent element and
is suited to complex issues which should be managed by a multidisciplinary
team involving experts and/or specialist advisors.

Level 3 Review - Root Cause Analysis (RCA)

This level of review is suited to complex issues which should be managed by
a multidisciplinary team involving experts and/or specialist advisors. It is
required where the integrity of the review is likely to be challenged or where it
will be difficult for an organisation to conduct an objective review internally.

The HSC Regional Risk Matrix (Appendix 5) assist organisation to determine
the level of seriousness and subsequently the level of review to be
undertaken. DROs can similarly use this matrix to determine if they agree
with the level of review being undertaken.

At the time the SAI Review Report is received

In your best professional judgment and from the information available to
you:

©)

O

Has the family been involved appropriately?
Where appropriate, has the Coroner been notified?

Was membership of the Review Team appropriate for the level of review
undertaken?
From the information in the report, does it appear that the Review Team
identified and reviewed the factors that led to the incident correctly and
thoroughly?

Do the conclusions reflect the facts of the incident?
Do the recommendations address the underlying contributing factors?

Is the Action Plan a reasonable set of actions to address the
issues/recommendations identified by the review?

Is there regional learning and if yes, what is that and how should it be
handled

- Learning Matters newsletter article
- Learning Letter
- Bespoke piece of work
- Other?
15
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o To the best of your knowledge, are you aware of other SAls where the factors
have been similar to this SAI?

o Can the SAIl be closed — yes/no?

16
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Welcome and Introductions
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Aim
To provide an overview of the following:

* Governance & Safety Structure

* Early Alert (EA) Process

* Serious Adverse Incident (SAI) Process
* DRO Role

* Datix Training
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Governance & Safety Structure

Surveillance Measures and Remit of Groups
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Early Alert Process

 Early Alert Protocol for the reporting and follow up of the DoH Early
Alert System — 2017

* Purpose
* Immediate attention / urgent regional action
* Notifications to DoH copied to Serious Incidents Team
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SA| Procedure

e The Strategic Planning and Performance Group (SPPG) in partnership
with the Public Health Agency (PHA) has key responsibility for
overseeing the management of all SAl’s.

* The Procedure for the Reporting and Follow up of Serious Adverse
Incidents (2016), provides the mechanism for all DoH Arm’s Length
Bodies to report the most serious incidents and to effectively share
learning from these events in a meaningful way; with a focus on

safety and quality; ultimately leading to service improvement for our
service users.
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SAl Process

* Responsibility for the management of the SAI Process lies within SPPGs
Governance and Safety Team.

* Professional input by clinicians and others into the above processes is
provided by colleagues from both the SPPG and PHA, through the role of
the Designated Review Officer’s (DRO) and the various SAI Professional
Groups.

* These include representation from but not limited to:

0 Medical

0 Nursing/Midwifery

0 Social Care

0 Primary care — GMS, Pharmacy, Dental, Ophthalmic
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What is a SAI?

A SAl is an incident or event that must be reported to SPPG by the
organisation where the incident has occurred. It may be:
* An incident resulting in serious harm;
* An unexpected or unexplained death;

* A suspected suicide of a service user who has a mental iliness or disorder;
and/or

* An unexpected serious risk to wellbeing or safety, for example an outbreak of
infection in hospital;

* When things do go wrong in health and social care, it is important
that we identify this, explain what has happened to those affected,
and learn lessons to reduce the possibility of it happening again. We
do this through the SAIl process.
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Schematic on SAI Process for DROs
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Review of Level 1 SAls
SPPG/PHA responsibility:

* Collective responsibility — identification of Themes / Trends
* Robustness of Report - responsibility of Reporting Organisation
* Queries to Trust — Professional Curiosity

 Action plans — not routinely required / monitored by Reporting
Organisation
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Review of Level 2/3 SAls

* Collective responsibility — identification of Themes / Trends
* Review / approve Terms of Reference (ToR)
* Ensure robustness of review / report

* Action Plans:
* Appropriate recommendations & action plan to address
* Monitoring by exception — example
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Review of SAls

e Deferred SAls:

» Safeguarding / PSNI Investigations — can procced in tandem — DRO to decide
e Case Management Review — SAIl Closed
 Domestic Homicide Reviews — SAI Closed

* Recommendations for other Organisations
* Corporate Record — Serious Incidents (Inquiries)
* List of Regional Group / Forums



Safety & Quality
1S
Everybody’s Business!!
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Datix Tralning

* Link to Datix System — Martin Poots wmartin.Poots@hscni.net

* Permissions / Read Only Access
* Running Reports — Information Request Form
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Supporting Documentation

e Governance Structure — Role and Remit of Groups
e Terms of References for supporting groups

* Protocol for the reporting and follow up of the DoH Early Alert System —
2017

 Early Alert Process (Flow Chart)

* Procedure for the reporting and follow up of SAls (2016)
e SAl Process (flow chart)

e Datix — How to Guide for DROs

* Information Request Form





