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UNIVERSITY HOSPITAL SOUTHAMPTON NHS FOUNDATION TRUST 
Quarterly Regulatory Assurance Report – Q2 2011/12 

 
Report to: 
 

Trust Board - 29th November 2011 

Report from: Lesley Stuart - Associate Director for Governance and Risk 
 

Sponsoring 
Executive: 

Judy Gillow - Director of Nursing 
Michael Marsh - Medical Director 
 

Aim of Report: To provide Trust Board with a high level overview of key regulatory 
governance assurance progress, issues and current performance for Quarter 
2 (July to Sept 2011/12)  
 

Review History to 
date: 

This is the 2nd report for the current year; the last (Quarter 1) report to the 
QGSG was in July 2011, TEC and Trust Board in August/September. This 
report has been reviewed by QGSG (Oct) and TEC (Nov). 
 

Assurance 
Framework/Strategic 
Objective Ref: 
 

 This report links to all of the Trust Strategic Objectives 

Recommendations: The Trust Board are asked to: 
a) Review the report and identify any areas requiring further discussion 

or scrutiny, with particular emphasis on the red and amber areas of 
performance, noting TEC feedback and recommendations (Para 8) 

b) To note that in future the Aggregate analysis and learning report will 
no longer be included in this report. 

1. Strategic Context: 
1.1 Each month a detailed report of one of the three main components (safety, experience, 

outcomes) of the PIF is produced. Alongside these monthly themes sits this quarterly 
update report on the regulatory national and local healthcare governance components. 

 
1.2 This Regulatory Assurance Report and our current initiatives are based around the Darzi 

quality triangle, ‘Liberating the NHS’, Monitor’s Quality Governance, CQC Essential 
Standards and NHSLA Risk Management Standards requirements.  They support the 
Trust’s performance shadow reporting for Monitor’s Compliance Framework and the 
Quality Governance Strategy already in place. This report will be subject to ongoing 
development to ensure alignment with existing and emerging initiatives. 

 
2. PPI:  

2.1 The Trust receives feedback from patients as to their views about the service received, 
predominantly through surveys, complaints and the PAL Service.  CQC requirements and 
other recent initiatives (‘no decision about me without me’ – DH 2010) require providers to 
place greater emphasis on patient and public engagement and patient outcomes and the 
Trust’s governance initiatives and quality reports support this. 

 
3. Specific Detail 

3.1 The Regulatory Assurance report aims to integrate quality governance developments and 
accreditations and therefore improve the assurance provided to the Trust Board. The report 
focuses on a number of regulatory requirements and other significant areas/issues, some 
of which were not included in previous reports. The level of regulatory and accreditation 
activity is not consistent throughout the year and therefore the content of this report will 
vary depending on the issues arising during the quarter. The Trust Board receive a 
summarised version of the Regulatory Assurance Report approved by QGSG and TEC. 

 
4. Risk Register Ref: 

This report is linked to the Corporate Risk Register Entry: Corporate Risk Register No 999 
re regulatory compliance and 985 re Estates plus a number of other risks.  Information from 
this and other reports is used to triangulate with the risk registers.  
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5. Summary of performance Quarter 2 2011/12 
Please see the report attached from page 3 for further detail, a top level summary of areas 
to note is given in the conclusions below. 
 

6. Legal Implications: 
The quality and safety of patient care is a fundamental expectation.  There is potential for 
civil claims and/or regulatory action against the Trust if patients are harmed.  There is the 
possibility of criminal liability where such care is so grossly negligent and/or there has 
been a breach of health and safety legislation or compliance with CQC Registration and 
regulatory compliance. 

7. Conclusion: Particular areas to note in this report are: 

• The NHSLA Acute level 3 assessment will have taken place by the time the next Regulatory 
Assurance Report is produced. Whilst good progress is being made towards collating level 3 
evidence there is still a significant amount of work to complete within the next two weeks. 

 

• Radioactive substances – It should be noted an HSE inspection re transportation of 
radioactive substances is to take place on 22 November and an Environmental Agency visit on 
15th December. 

 

• The claims department’s performance compliance continues to deteriorate due to lack of 
administrative support.  It should be noted that a judgement/fine was awarded against SUHT 
for failure to acknowledge the report of proceedings and notify the NHSLA within timescales. A 
risk assessment has been completed and added to the risk register. 
TEC have agreed an annual report on learning and costs should be produced and that more 
detailed reports should be disseminated trust-wide. 

 

• The CQC’s Quality Risk Profile report on the Trust, produced at the end of September has 
given the Trust its first red risk rating – this is for Outcome 5 – Nutrition. The rating suggests 
the Trust is at high risk of non compliance with this Outcome. In addition Outcome 7 – 
Safeguarding has moved to an Amber risk rating – indicating CQC’s concerns that this 
Outcome is also at higher risk of non compliance. 
The reason for this change of rating appears to be that CQC have just entered the results of 
their January 2011 inspection for SGH into the data analysis. They have not it would seem 
taken account of the action plan submitted to them in early September. 

 

•  In future the Aggregate Analysis and Learning report will not be included here, it will become 
a stand alone report produced every six months. The aim of this is to improve its visibility and 
usefulness throughout the organisation. 
 

8. Recommendations: 

TEC recommended: 

• Link with University to align all accreditation/inspection visits. Action: Lesley Stuart. 

• Improve dissemination of costs, learning and outcomes resulting from claims. Action: 
Katherine Woodford 

• Review aim of and committee distribution of the Regulatory Report to clarify the level of 
information required by the Board in relation to this report. Action: Lesley Stuart. 

• Consider ‘invest to save’ in relation to legal service through review and benchmarking. Action: 
Sarah Anderson. 

Summary Rating: 
           Evidence available at this time shows mainly compliant 

Evidence available at this time shows mostly met or not sufficient evidence to demonstrate compliance. 

Action required is minimal.  

Evidence available at this time shows further action needed to meet compliance. Action required is 

moderate. 

Evidence available at this time shows risk of compliance not being met or there is no available evidence 

that compliance is met. Action is required quickly. 
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The Regulatory Assurance Performance Summary Quarter 2 2011/12 

 
 

 Page Regulatory 
issues Q1 
2011/12 

Q1 overview Previous 
Qtr -  

action 
priority 
rating 

Qtr 2 
11/12 -  
action 
priority 
rating  

↔ 
 

 

NHSLA Acute 
Risk 
Management 
Standards  

Whilst good progress is being made the deadline for compliance 
monitoring reports and related action plans to be completed (mid 
November) in order to ensure comprehensive evidence is available 
for the December NHSLA assessment is very tight and there is still a 
significant amount of work to complete. 

R R 

 Pharmacy - 
Pre-reg 
training review 

Assessment of the quality of training provided by SUHT for pre-
registration trainee pharmacists. No major deficiencies in our training 
of pre-registration pharmacists were identified during the 2011 
review. Many areas of good practice noted.  Where there are minor 
deficiencies steps are in place to rectify them. Noted that availability 
of computers for the students to use is sometimes limited, though 
work-rounds have been employed. 
The long-term shortage of Band 6 pharmacists seems to be 
decreasing, therefore previous high retention rate of pre-registration 
trainee pharmacists once they register is unlikely to continue. 

N/A G 

↔ Safeguarding 
Children. 
 
 
 

Total number of cases dealt with by team, 1 July to 23 September 
2011 (only) was: Child protection cases = 184 
Child-in need cases = 168   Case management = 608  
Less planned CP training sessions scheduled throughout 2011 whilst 
priority is given and current resources targeted at casework and 
SCRs/IMRs/Partnership Reviews whilst replacement CP Lecturers 
being identified and whilst awaiting appointments to vacant posts in 
CP team. 
Period of significant change in terms of the rapidly changing political, 
legislative and policy landscapes along with final Munro CP Review 
Report and Government Response.  A rapid response will be 
required to new guidance and legislation once government revisions 
are completed. 

G G 

 
 

Safeguarding 
Vulnerable 
Adults 

No update report available this quarter G  

↔ Radioactive 
Substances/ 
Radiation 
Protection 

The Trust was inspected by the Environment Agency on the 1st 
September 2011. The inspectors noted that actions previously 
requested (February 2011) have been largely completed and these 
actions were now closed. However, they found a number of 
deficiencies in the Trust’s current procedures and the operational 
implementation of these. Four of the requirements are classed as 
Category 3 non-compliances. Resolution of these issues within 1 
week – 3 months of the date of the inspection was requested. Failure 
of the Trust to resolve the issues identified is likely to result in 
enforcement action. Monthly progress reports to the Environment 
Agency will be provided by the Medical Director. 

A A 

 HTA – 
Cellular 
pathology 

The Mortuary services within Cellular Pathology at Southampton 
General Hospital were inspected by HTA on Thursday, 7th July 2011. 
During the inspection a number of failures to comply with HTA codes 
of practice were observed. Following receipt of the action plan and 
information on how the non-compliances will be addressed with 
proposed corrective and preventive actions, the HTA responded on 
10th October 2011 confirming that the action plan was acceptable 
and will allow the department to comply with their regulations. 
Further actions re consent to be taken by the department and in 
liaison with the Deputy Medical Director. 

 
 

Y 
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Page Regulatory 
issues Q1 
2011/12 

Q1 overview Previous 
Quarter 

Qtr 2 
  2011/12 

↓ PMETB/GMC This has been a period of consolidation: no quality visits by Schools 
or Deanery have taken place but those areas where criticism has 
been forthcoming have been addressing their strategy for the new 
intake of Foundation and specialty trainees. 
All specialties now run EWTD-compliant rotas: O&G have moved to 
such a rota from August. Outstanding areas for solving training 
issues are still: paediatrics, especially paediatric cardiology; 
gynaecology core surgical training (although there are new 
arrangements planned to use ISTC opportunities) and general 
surgery. Trust support is still required to address the issues noted, 
especially where financial input is needed. Need to ensure that 
Foundation Posts in Surgery continue to receive more support from 
Consultant staff and that the trust can produce a programme that will 
attract the best Foundation doctors. 

A Y 

 
 
 
 

MHRA 
inspection re 
VAS203-II-1-03 
Clinical Trial 

As part of an MHRA Inspection of the sponsor for this study 
(VasoPharm) the Southampton site (only UK site) was selected for 
inspection primarily to look at the interaction between the sponsor 
and the site. The sponsor sent an extract of the preliminary MHRA 
report which contained two minor findings for SUHT Pharmacy, 
these findings are both dated from 2009.  
Procedures had already been put in place to avoid both of these 
types of error during 2010. Responses to these minor findings have 
been sent back to Vasopharm  

    
 

G 

↑ 
 

Sterile 
Supplies 

Inspection visit early April some areas of good practice and areas for 
improvement note but only one CAR.  At the next scheduled audit in 
November 2011 the SGS audit team will follow up on all identified 
non-conformities, minors and observations to confirm effectiveness 
of corrective actions taken. A business case to support the purchase 
of a new IMS system ongoing. 

G Y 

↑ 
 

Claims 
performance 

Progress with NHSLA ‘Risk Reports’ outlined. 
The department’s performance compliance continues to deteriorate 
due to lack of admin support.  It should be noted that a 
judgement/fine was awarded against SUHT for failure to 
acknowledge the report of proceedings and notify the NHSLA within 
timescales. 

A R 

↑ 
 

Emergency 
Planning & 
Business 
Continuity / 
Resilience 

CBRN exercise highlighted a number of weaknesses in the ED level 
of preparedness. Action plan and business case developed to 
mitigate identified vulnerabilities. Good progress continues to be 
made but Care Groups need to finalise Local Action Plans and 
Divisions identify Business Continuity Leads. Backfill required for 
lead. 

G Y 

6 
↓ 

CQC Report Reports from Standard leads indicate a reduction in compliance 
position this quarter; this is mainly due to slippage on action plans. 
Actions are ongoing to improve this position. The CQC has given the 
Trust no overall risk rating higher than yellow in the latest (August) 
QRP report. Graphs indicating the Trust’s QRP rating for the past 6 
months are included in the report. 

2A 
9Y 
6G 

3A 

8Y 

6G 

7 Appendix A CQC Current compliance and CQC Quality & Risk Profile. 
It should be noted that at the end of September the Trust received its first QRP red risk 
rating for Outcome 5 – Nutrition and an Amber rating for Outcome 7 Safeguarding. 

11
↔ 

Appendix B -
Aggregate 
Analysis and 
Learning 
Report 

This report has been subject to further development in Q2 and it has 
been agreed that in future this will be a stand alone report to ensure 
it is widely shared and discussed with Divisional Management and 
clinical teams and linked to learning to facilitate understanding that it 
is everyone’s responsibility to contribute to improvement. 

G G 
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 Issue with ongoing actions but no updates for inclusion in the report this 
quarter 

NHSLA Risk 
Standards-
Maternity 

Accreditation at L2 achieved. Business plan developed plan to move to level 3 over 
next 3 years. This issue will be removed from this report in future until closer to that 
deadline.  
 

Radiotherapy 
accreditation by 
CHKS 

A site visit took place in February. The department has agreed to develop actions 
to meet standards by the end of the year. There were no serious concerns raised. 
However operational demands and Trust priorities do not allow the current team to 
dedicate the time required to ensure provision of the evidence required to meet the 
expectations of accreditation. Staffing remains a concern. 
 

National Cancer 
Peer Review 
Programme 

Dept updating the service Operational Policy, Quality Manual and work programme 
to address non compliance issues. Also working to improve functionality and quality 
of Radiotherapy across Central South Coast and finalise preparations for Peer 
review self assessment in September. Staffing levels and skill mix in radiography 
and radiotherapy physics teams continues to be the potential risk for delivery of a 
quality service. Plans in place to mitigate the risk. 
 

Newborn Hearing 
Screening 
Programme 
(NHSP) Quality 
Assurance 
 

All NHSP sites submitted self assessment questionnaires and these were reviewed 
by a Summary Review Quality Assurance Team. The SUHT Audiology Dept at the 
Royal South Hants Hospital was deemed acceptable and therefore not identified as 
needing a ‘site visit’ on this occasion. The NHSP Quality Assurance Report for 
Audiology Southampton identified only one item which requires action (Develop the 
use of listening questionnaires with families) and this is being addressed.  
 

Environmental 
Health Inspection - 
Catering 

The EHO was due to visit in August to view the kitchen refurbishment. Because of 
further delays with the kitchen and restaurant refurbishment activities, completion 
of full refurbishment has now been rescheduled for the 5th of October 2011 and the 
EHO contacted to undertake the re-visit in October. Any snagging from the 
refurbishment will be identified and a time bound action plan agreed. An update 
report will be included in the Q3 Regulatory report. 
 

Blood Safety & 
Quality 

At MHRA inspection in February failures to comply with the Regulations and the 
principles and guidelines of good manufacturing practice were observed. Following 
receipt of the action plan and information on how the non-compliances have been 
resolved the MHRA responded confirming that the Blood Transfusion Department 
are compliant with their regulations. No further update at this time. 

Research - SUHT 
Routine GCP 
inspection by 
MHRA 

Response to MHRA Inspection report was submitted in April 2011, still awaiting 
feedback from the Lead inspector. Confirmed that suggested CAPA (corrective and 
preventative actions) are satisfactory. Inspection due July 2011 delayed. 
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CQC Compliance  
 
Headlines:  
The Trust has been registered unconditionally by CQC for the provision of the regulated activities 
applied for, at the locations cited. As an on-going process and assessments of our evidence and 
assurances, with a particular focus on user experience, will need to be maintained. 
CQC provide a monthly Quality & Risk Profiles (QRP) for each organisation. 
 
Target:  
Continual monitoring and scrutiny of ongoing compliance. Improved QRP ratings. 

Progress this period 

• A&AC scrutiny process continued in July and September with Outcomes 9, 21, 6, 17, 2 and 4 
being reviewed. 

• Surgeries for all CQC Outcomes were held in September to review evidence of compliance and 
progress with action plans. 

• Ongoing evidence collation. 

• Emphasis on evidence collation and mock visits of sites other than SGH, in preparation for future 
CQC inspections. 

 
Outcomes this period 

• Quarterly compliance assessment sign off by Standard Leads/Divisions, Appendix B 

• It should be noted Outcome 12 (requirements relating to workers) has moved to Moderate 
Concern due to significant pressures within team, due to sickness and vacancies.   Whilst 
assurances processes remain in place, this presents a risk 

     to quality. 

• Overall compliance summary developed from the above  

• Risk mitigation plans and action plans in place for all Outcomes. 

• CQC Quality Risk Profile Summaries continue to be received - overview of January to July 
ratings included in Appendix A. No QRP produced by CQC for September.  

• Registration to provide assessment or medical treatment for people detained under the Mental 
Health Act 1983 confirmed for SGH, PAH and CMH. 

• Formal action plan progress from SGH inspection visit in January sent to CQC in September. 

• Action plan being monitored by Quality Governance Steering Group (QGSG) 

• Mock inspection of PAH completed. 

• CQC notified of FT status and name change, updated certificate received. 
  

Key Risks 

• This report is linked to a number of identified risks in the Assurance Framework, Corporate and 
Divisional Risk Registers.  

Next Steps 

• Continue monitoring action plan re ‘maintenance of standards’ issues identified by CQC and 
routine monitoring. 

• Ensure ongoing collation of evidence and monitoring of compliance across the Standards to 
address any Minor Compliance issues ensuring action plans are completed 

• Monitor compliance with the notification requirements within the Standards 

• Ensure any changes in regulated activities, locations etc are notified to Governance and 
onwards to CQC 

• Executives/Standard Leads to review the QRP assessment and any relevant issues to be 
escalated to QGSG/TEC/Board/A&AC. 

• Review planned increase in inspection scrutiny from CQC 

• Develop and include scrutiny programme for inclusion in walkabouts and other trust quality 
monitoring activities. 
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AppendixA 
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Appendix B - SUHT assurance review of compliance with the CQC Essential 
 

Standards of Quality and Safety – Quarter 2 2011/12 

 
 

Outcome Section 

Overall 
Compliance 
assessment 
Q2 2011/12  

(RAG) 

 

Divisional  hotspot assessments 
(excluding compliance) 

INVOLVEMENT AND INFORMATION 

1 Respecting and involving 
service users  

Minor 
concerns 

Div C – minor concerns 

 

2 Consent to care and 
treatment 

Minor 
concerns 

Div C – minor concerns 

 

PERSONALISED CARE, TREATMENT AND SUPPORT 

4 Care and welfare of service 
users 

Minor 
concerns 

 

5 Meeting nutritional needs Minor 
concerns 

Div B – minor concerns 

Div C – minor concerns 

Div A – minor concerns 

6 Cooperating with other 
providers 

Minor 
concerns 

 

 

SAFEGUARDING AND SAFETY 

7 Safeguarding service users 
from abuse 

  

 Children Compliant  

 Adults Minor 
concerns 

Div B – minor concerns 

8 Cleanliness and infection 
control 

Compliant Div B – moderate concerns 

Div C –minor concerns 

 

9 Management of medicines Minor 
concerns 

Div C – minor concerns 

 

10 Safety and suitability of 
premises 

Moderate 
concerns 

Div B – moderate concerns 

Div C – moderate concerns 

11 Safety, availability and 
suitability of equipment 

Moderate 
Concerns 

Div C – minor concerns 

Div A – minor concerns 

SUITABILITY OF STAFFING 

12 Requirements relating to 
workers 

Moderate 
Concerns 

 

 

13 Staffing Compliant Div B – minor concerns 

Div C –minor concerns 

Div A – minor concerns 

14 Supporting workers Compliant  

QUALITY AND MANAGEMENT 

16 Assessing and monitoring the 
quality of service provision 

Minor 
concerns 

 

17 Complaints Compliant  

21 Records Compliant Div C –minor concerns 
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Appendix B -Aggregate analysis and learning report from complaints, incidents and claims 

 
1. Executive Summary 

 
Purpose of  report: to demonstrate aggregate analysis  and  identification of 
common themes across patient safety, patient experience and claims.  To 
ensure organisational learning is in place in response to these themes or to 
recommend actions to be taken. 

Reporting period: December 2010 - July 2011. 

Common themes identified: Treatment and communication 

Organisational learning: work in progress to: 

� reduce waiting time for spinal surgery 

� improve quality and access to adequate and appropriate nutrition 

� audit compliance with patient identification policy 

� review of administration system and outpatient bookings. 

Recommendations: 

    Board Members are asked to: comment on revised reporting format and note 
actions in   
     place to support organisational learning and service improvements 
 

2. Definitions for this document: 
 

Issue: The term “issue” in this report is defined as either a Concern, 
Complaint, Claim or Incident, which has been reported through any of the 
Trust’s departments, divisions or individuals. 
 
Corporate Theme: Each issue’s cause code is mapped to a corporate theme 
in Safeguard (the Trust’s risk management software).  
 

3. Changes to report since the last edition: 
 

Time frames of data: The reporting timeframe covers six months to 
ensure trends can be reviewed more effectively.  

 
Reporting:  
All data for this report has been taken from Safeguard to ensure all 
information reflects the information used in Patient Safety, Health and 
Safety, Patient Experience and Claims independent reports.  
To note: the reporting period is December 2010 – July 2011 and is not 
aligned with standard quarterly reports 
 
Analysis: 

 During this period eight cases have been managed through both   
incident, complaint and claim processes. A detailed analysis of these 
cases can be   found at   section 5. 3 
      Table 1: Number of issues by Division, December 2010 - July 2011 

 

December 2010 - July 2011 

Incidents Claims Division Complaint
s Clinic

al 
Non 

Clinical 
Clinic

al 
Non 

Clinical 

Division A 82 1340 551 26 6 
Division B 141 1699 474 10 6 
Division C 63 1224 878 16 1 

Division D 160 982 270 13 3 
HQ Division 5 18 120 0 3 

Not Recorded 1 0 0 5 7 
Outside 

Organisation 
1 138 18 0 0 

Grand Total 453 5401 2311 70 26  
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4. Trends of Complaints, Incidents and Claims  
 

Graph 1 - Trend of All Issues for Dec 2010 - July 2011
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There is some correlation seen between the number of incidents and number of 
complaints received. Typically, there will be a more protracted time period before 
a claim is made, therefore reporting of claims is not readily comparable to the 
reporting of incidents and complaints.  

Out of 108 new claims December 2010 -July 2011 there were: -  

• 20 claims linked to an incident report = 18% 

• 8 claims linked to both incident and complaint = 7 % 

• 24 claims linked to a complaint = 22%  
  
52 claims (48% of total) were linked to an incident and/or complaint = 
48%. Therefore 52% of cases were not linked to any previous Trust investigation.  
 

5. The percentage of users that experience an issue in SUHT  
 

Graph 2 - % of Users Experiencing Issues

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

D
e
c
-1

0

J
a
n
-1

1

F
e
b
-1

1

M
a
r-

1
1

A
p
r-

1
1

M
a
y
-1

1

J
u
n
-1

1

J
u
l-
1
1

Month

P
e
rc

e
n

ta
g

e

0

10000

20000

30000

40000

50000

60000

Users % of Users Experiencing an Issue

 
 
 
Graph 2 illustrates the percentage of issues raised against the number of 

users of the hospital (i.e. patient attendances and admissions). There is a 

correlation with the Trust’s activity and the number of issues raised.  

 
There is a time lag in reporting on the Safeguard information system, 
therefore, issues in July 2011 are under reported in graph 2.  
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5. Analysis of Themes 
 

Two aggregate corporate themes have been identified is this reporting period:  

• Treatment 

• Communication 
 

Analysis of these themes is provided in the next sections of the report. 
 
5.1 Treatment  

Corporate theme of Treatment - issues raised between 

December 2010 - July 2011
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Graph 3 - All Incidents, Complaints and Claims with a corporate theme of Treatment, December 
2010 to July 2011. 

  

 
Key areas highlighted against the corporate theme of Treatment were:    
 
5.1.2. Appropriateness, timeliness and efficient levels of Pain 

Management for patients: 
 
Patients, relatives and carers are reporting:  

 

• Adequate levels of pain relief are not always provided 

• Issues with attitudes and compassion of hospital staff when 
requesting additional pain relief. 

 
Actions: These issues are being further investigated and actions 
will be put into place to ensure improvement. 
 
 
 
5.1.3 Timeliness of treatment relating to long waits for surgery, 
specifically in the neuroscience and trauma & orthopaedic care groups. 

 
Actions: Working with partners to review patient pathway and plans in 
place to increase capacity and reduce waiting times. 
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5.2 Communication 

Corporate theme of Communication - issues raised between 

December 2010 - July 2011
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Graph 4 - All Incidents, Complaints and Claims with a corporate theme of Communication between 
December 2010 to July 2011 

 
There is a correlation noted, suggesting that a rise in communication themed 
incidents can impact on the levels of communication themed complaints being 
made against the Trust.  
 
The key areas highlighted were: - 
 
5.2.1  Isolation of patients with infection 
Lack of communication between departments/wards leading to patients with 
infection concerns not being appropriately isolated in accordance with policy.  
 
Action: Ward based training to improve understanding of policy and best 
practice; isolation breached reviewed and actioned at weekly delivery group 
meetings.  

5.2.2 Food Services – inappropriate foods served, Nil by Mouth   
signs and diet   charts ignored and lengthy waits for food to arrive. 
Examples include: 

• Halal patients being served pork and Hindu patients being 
served beef, against religious beliefs 

• Nil by Mouth signs ignored and meals offered 

• Soft or puree diet charts ignored  

• One case of a layer of mould found on rice pudding  

• Unacceptable waiting time for meals 

• Patients missing meals unnecessarily 

• Assistance to eat not always available 

Actions: 

• Standardisation of NBM signs using symbols to explain text 
to facilitate understanding of all staff / patients. 

• Divisional scrutiny and monitoring of the Medirest contract 
and action to address the non compliance 

• Checking and sign off of Diet Grid by senior nurse for shift 

• In ‘hotspot’ areas, protected meal times and additional staff 
available to assist at meal times 

5.2.3 Patient ID Bands: no ID in place for up to 10 days; wrong ID; ID 
not replaced when transferred from another hospital 
 
Action: audit of compliance of Patient Identification Policy and action 
within clinical areas to address the shortfall. 
5.2.4 Communication between hospital staff and patients 

• Inappropriate transfers internally and externally 

• Documentation wishes concerning DNR, access etc 

• Wishes of relatives and to what extent the patient is informed 
of their condition not upheld 

• Consent forms incorrectly completed or completed by relative 
not patient 

• Difficulty contacting departments by ‘phone and unhelpful 
answer phone messages 

• Lack of information available explaining why surgery is 
delayed, how long the delay is likely to be and what other 
options are available. 

Actions: review of administration system and the booking of outpatient 
appointments in Ophthalmology 
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5.3 Analysis of 8 Cases which led to an incident, complaint and claim. 
 
5.3.1 Case reviews 
 
Case 1 Patient Fall ref 2721 
 Two recorded incidents of witnessed falls 1 unavoidable,  and the second 
avoidable due to inappropriate hoist used for patient transfer October 
SIRFIT completed, family informed 
Complaint logged in relation to care issues and specific reference to 
requesting an explanation for the fall  
Claim relates to an alleged breach of duty in relation to surgery for hip 
replacement carried out (July) which subsequently dislocated. In addition 
alleged failure to diagnose bowel problem before discharge from hospital. 
 
Case 2 Sub optimal discharge plan. ref 2770 
Incident form completed by PCT relating to discharge issues  
Compliant - Inadequate information given on discharge relating to mobilisation 
and failure to diagnose and treat hip pain with inappropriate reference to 
patient’s weight. 
Claim – Alleged inappropriate advise relating to mobilisation lead to joint 
collapse and ultimately amputation below knee right leg 
 
Case 3  Out patient fall over obstacle ref 2819 
Incident form related to fall over waste bin left by Medirest outside male toilet 
in main x-ray. 
Claim related to alleged failure to ensure premises free from obstacles, 
contributing to trip hazard , failure to provide safe means of 
Access to facilities. Breaching duty of care Section 2 Occupiers Liability. 
 
Case 4 Ulcer on bridge of nose / failure to notify theatre staff of bacterial 
infection prior to procedure ref 2758 
Incident forms x 2 relating to these issues, patient had significant co-
morbidities, case investigated in preparation for Inquest 
Complaint: medical management, incorrect marking for procedure, incorrect 
management of surgical emphysema 
Claim: poor standard of care 
 
Case 5 Communication and complication re procedure ref 2777 
Incident form relates to patient distress due to lack of assurance that nurse 
competency regarding taking her oxygen saturations 
Complaint: explanation by nurse regarding ERCP procedure, poor hygiene 
care, complications during procedure 

 
Complaint related to hyponatremia failing to monitor fluid output and 
input patient suffered fit subsequent gash injury to her leg. 
Claim linked to formal complaint. 
 
5.3.2  Analysis 
 
On review of the case files for each of these cases, in some there is a 
clear correlation between the incident, the complaint and the claim.  
However, in some the incident is based on an actual event and the 
subsequent complaint and / or claim is based on the patient / carer 
perception of the issues important to them. 
  

      The learning for the Care Group, Division and Corporately will be 
identified at    
      each stage of an incident, complaint and claim and disseminated 
through the  
      Governance structure and specific Corporate Groups according to the 
nature  
      of the issue identified. 
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Claim: Uterus perforated during course of ERCP for misdiagnosed 
miscarriage 
 
Case 6 Delay in recognising complication ref 2675 
Incident delay in recognising complication requiring return to theatre 
Complaint medical management, delay in referral and surgery, possible 
overdose of morphine. 
Claim sub standard hysterectomy, incorrect monitoring readings, unsterile 
needle into chest resulting in permanent lung damage. 
 
Case 7 Wrong site surgery ref 2767 
Incident form completed left lower lobe removed 
Family notified 
Complaint lodged linked to surgery and removal of LLL  
Claim submitted as per incident investigation and complaint. 
 
Case 8 Inappropriate prescribing  and lack of monitoring  controls ref 
2706 
Incident related to insertion of cvc line and arrest.  

 


