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Executive Summary 
1. This report presents a review of the serious incidents requiring investigation (SIRI) 

during the financial year (FY) April 2019-March 2019. It considers trends over time 
in incident reporting and the SIRI process and themes that arise from review of all 
the investigations with descriptions of actions taken to prevent recurrence of 
adverse events and to support good practice. 

2. 77 Serious incidents requiring investigation (SIRI) were declared during the 
financial year April 2019-March 2020 (compared with 109 in the previous financial 
year).  6 SIRIs were subsequently downgraded leaving 71 SIRIs for review in this 
report. Analysis of  trends shows an increase in reporting of patient safety incidents 
over the past 3 years. However, March 2020 saw a large decrease in reporting due 
to the COVID-19 pandemic. Incidents with Moderate or greater harm rose above 
the 3-year mean of 20 in March 2019 (28 incidents), for the first time since March 
2016 and has continued to increase; it is believed that this reflects the change in 
the Trust’s approach to impact grading instigated in early 2019 (see 2.6 below).   

3. This report describes work done to identify and investigate SIRIs in line with the 
national Serious Incident Framework, including implementation of the Never Event 
Improvement Plan which have was introduced in 2017/18. Data is presented 
showing full compliance with the Duty of Candour disclosure. Developments such 
as the weekly global Safety Message, the daily Patient Safety Response meetings, 
and the weekly Serious Incident Group, are noted.   

4. The categories of SIRI which occurred most frequently were 

• Treatment (13)   

• Diagnostic (12) 

• Operative (10) 

• Unexpected patient deterioration (7)          

Themes and actions taken are presented in detail for these categories in the report.  

Additional information is supplied with respect to incidents where deaths occurred 
in the same admission and incidents that were investigated as Never Events.  

5. Future plans for further improvements to the SIRI process and overall quality and 
safety are described. 

The relevance of 2020/21 Quality Priorities relating to safety huddles and 
procedure cancellations is discussed. 

Recommendation 
The Trust Board is asked to note the contents of this report.  
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TB2020.89 Annual Review of SIRIs and Never Events 2019-20 

1.    Purpose 
1.1 The purpose of this paper is to inform the committee of the trends in 

reported Serious Incidents during financial year (FY) April 2019-March 
2020. The paper provides information to the committee on actions taken 
to prevent recurrence of these types of incident and ongoing work to 
embed both a culture of safety and the duty of candour across the Trust. 

2.   Review of numbers of Incidents and SIRIs 

 During the FY 2019/20 77 SIRIs were declared by the Trust via the 2.1
Strategic Executive Information System (STEIS), NHS England’s web-
based serious incident management system.   

 Six of these SIRIs were downgraded (with agreement from OCCG) during 2.2
the financial year, leaving 71 SIRIs in 2019/20. This is a decrease of 38 
from the previous financial year, and below the mean for the past three 
years (90). 

Table 1: SIRIs by FY 

FY SIRIs excluding downgrades 

1617 106 

1718 91 

1819 109 

1920 71 

 This reduction in the number of SIRIs has been considered, and 2.3
discussed with Commissioners and subsequently at the Clinical 
Governance Committee.  As can be seen in Graph 1, the number of 
incidents reported during 2019/20 has been consistent with previous 
years (the second half of March 2020 excepted, where the COVID-19 
pandemic greatly reduced activity and therefore clinical incidents).  The 
same scrutiny has been applied to all incidents by corporate and 
Divisional staff as part of the SIRI Forum process, and no reason for the 
reduction SIRIs has been identified; however, the introduction of the daily 
Patient Safety Response meetings (see 3.10 below) may mean that 
incidents are receiving in-depth consideration at an earlier point, meaning 
that there is greater or more specific information available at the point at 
which an investigation level decision is made. 
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 In 2019/20 2.0% of patient related incidents involved moderate or greater 2.4
levels of harm, compared with 0.9% in 2018/19, 0.5% in 2017/18 and 
0.6% in 2016/17.  The increase is connected with a new approach to 
impact grading that began in January 2019 (see 3.10 below).  

 Graph 1 shows all patient related incidents at Oxford University Hospitals 2.5
NHS Foundation Trust (OUH) between April 2017 and March 2020. This 
demonstrates the overall incident reporting culture in the Trust over this 
period.  

Graph 1: Incident reporting trend data for patient safety incidents April 2017-March 
2020  
              

 
Graph 2: Trends in number of patient safety incidents showing incidents of no harm, 
minor harm, and moderate and greater harm (IOMGH) from April 2017 to March 
2020 

 
Graph 3: The rate of incidents reported per 1,000 bed days between April 2019 and 
September 2019 by acute (non-specialist) organisations. Each vertical line is an 
acute provider. OUH is depicted by the black line. 
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3.    The SIRI Forum process 

3.1 The SIRI forum is a weekly meeting where incidents are presented and 
the level of investigation and level of harm is decided by a multi-
disciplinary team with departments and divisional managers encouraged 
to attend and to take ownership of decisions made about levels of 
investigation. It is a forum founded on just culture and mutual respect. 
This meeting is also attended by subject matter experts such as Tissue 
Viability, the Chief Clinical Information Officer, Information Governance, 
human factors leads and the thrombosis lead as required.   

3.2 Attendees at the forum during the last FY included executive directors; 
non-executive directors; clinical directors; consultants from multiple 
disciplines; matrons and nursing/midwifery staff; and advisors from 
corporate teams. 

3.3 SIRI forum attendance fell by 9% (141) from 2018/19 figures.  However, 
there were only 48 meetings in 2019/20 compared to 52 in 2018/19, 
meaning the effective attendance rate was very similar in both years.  The 
two meetings at the end of March 2020 were cancelled to accommodate 
the beginnings of the COVID-19 pandemic, with decisions made via email 
communication, but virtual meetings became the norm during 2020/21. 

Graph 4: SIRI Forum attendance by staff group showing the number of nursing staff, 
medical staff and other staff who have attended. The ‘others’ category includes 
clinical risk expertise, Information Governance, Pharmacy and laboratory staff, the 
Health & Safety team (H&S), and observers such as trainee nurses or medics.  (NB 
the forum began in June 2015, so FY 1516 only covers 10 months). 
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3.4 All incidents reported are screened by the central Patient Safety Team 

(PST) who meet weekly with the Director for Safety & Effectiveness, Head 
of Clinical Governance and representatives from Falls Prevention with a 
provisional list of incidents that may meet the criteria of a SIRI or have 
important cross-divisional shared learning.  

3.5 Following on from a CQC inspection related to incidents reportable under 
the Ionising Radiation (Medical Exposure) Regulations (IRMER) it was 
agreed that the SIRI forum would be an effective place to monitor these 
incidents. Consequently, Medical Physics review all incidents categorised 
as Radiation Incidents and inform central PST which are IRMER 
reportable; these are then presented at the SIRI forum to raise awareness 
of issues and actions needed. There has been a marked reduction in 
IRMER reportable incidents through the year with an extensive program in 
radiology to prevent unintended or unnecessary X-rays with input from the 
Patient Safety Academy. 

3.6 The Tissue Viability team (TV) reviews all hospital-acquired category 2, 3 
and 4 pressure damage incidents with the local manager, to identify 
investigation levels.  Where a SIRI or Divisional is proposed, this is also 
agreed with Divisional management.  These decisions are noted at the 
SIRI Forum, with discussion only required where a consensus decision 
has not been feasible; this process is overseen by the Harm Free 
Assurance group.  
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3.7 Any incident reporting a hospital-acquired thrombosis (HAT) is reviewed 
by the Thromboprophylaxis team (TP) and a HAT screen is completed to 
ascertain whether it was potentially preventable. TP will inform central 
PST when there is a potentially preventable HAT that requires inclusion 
on the SIRI forum agenda. 

3.8 Monthly meetings occur between central PST and the Trust’s Legal team 
to go through all open inquests. Any inquest that may meet the criteria for 
a SIRI is cross-checked with the incident management system and a 
review by the Division is requested. This is an extra safety net for 
identifying potential SIRIs.  There is also an opportunity of issues relating 
to inquests, claims or complaints to be discussed at the weekly Serious 
Incident Group (SIG) meetings. At SIG SIRI and specified Divisional 
investigations are presented roughly half way through their investigation 
period; this enables any early learning and action to be shared across the 
Senior Divisional representatives as well as to discuss any issues faced 
by the investigator. 

3.9 H&S reports any patient harm incidents resulting from a fall to the Health 
and Safety Executive, where these incidents fit the criteria under the 
Reporting of Injures and Dangerous Occurrences Regulations (RIDDOR) 
report. To aid the process of identifying any such incidents, the SIRI forum 
was identified as a place that can discuss falls where harm has occurred, 
with minutes reflecting H&S’s advice on whether incidents meet these 
RIDDOR criteria.  

3.10 The Trust’s Patient Safety Response (PSR) meeting, in which 
representatives from Clinical Governance and each Division meet Monday 
to Friday to discuss all incidents called with Moderate or above impact, 
was trialled from 12 March 2019.  Following an evaluation process for this 
pilot at the end of July 2019, and the PSR meeting was formally launched 
Trust wide on 17 September 2019.  In 2019/20’s meetings 1051 incidents 
were discussed, of which 155 were downgraded; 44 departments were 
visited by a delegation from the meeting, to ensure that patients and staff 
were suitably supported. 

4.    Additional training and communication activities include 
4.1 Training by the Patient Safety Academy has continued to be funded 

externally and offers training for staff on human factors and quality 
improvement. 

4.2 A root cause analysis (RCA) training course has been delivered by PST 
once per month since September 2018.  88 staff members were trained in 
2019/20.  All staff are welcome to attend, with special emphasis on 
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consultants who may lead SIRI investigations.  Attendance is arranged 
through CRGPs or PST directly.   

4.3 OxSTaR’s human factors training multidisciplinary teams continued this 
year with the same excellent feedback from participants. Data gathered 
on transfer of training to the workplace has revealed that 88% of staff 
continue to use safety critical communication tools routinely in their clinical 
areas over 6 months after completion of the course. We have continued to 
support the human factors ambassadors trained in previous years by 
running update sessions and developing new learning materials 
incorporating learning from real incidents from the Trust. This year our 
bespoke support for teams included additional work with Dermatology and 
Interventional Radiology to co-design safety interventions and embed 
safer practice in the workplace. We already have plans in place to expand 
this activity in 2020-21.Four patient safety alerts were created and added 
to the front page of the Trust intranet in 2019/20. Patient safety alerts are 
raised in response to some SIRIs, however, with the introduction of the 
weekly Safety Messages (see below), patient safety alerts are becoming 
less prevalent.  

4.4 Since February 2019 the Patient Safety Team has sent a weekly Safety 
Message email to all staff. Topics from the 52 messages sent in 2019/20 
include patient falls, procedural site marking, positive patient identification 
(PPID), sepsis, medicines, Do Not Attempt Cardiopulmonary 
Resuscitation (DNACPR) orders, blood transfusion, infection control, end 
of life care, radiology requests, clinical results endorsement and medical 
devices. 

5.    Duty of Candour (DoC) 

5.1 The legal, professional and regulatory DoC has been embedded into the 
Trust’s day to day processes within the Divisions with weekly monitoring 
via the SIRI Forum (table 2). 

5.2 PST updates incidents as a failsafe system following each SIRI forum’s 
discussion to ensure that it accurately reflects actions relating to the DoC. 

5.3 The Clinical Governance and Risk Practitioners (CGRPs), in the divisions, 
upload the written evidence of DoC onto each incident record. The SIRI 
forum’s agenda and minutes remind staff that updates and evidence 
should also be added to the patients’ notes. 

Table 2: DoC compliance from 2019/20 by quarter which shows that Duty of 
Candour was addressed for all patient incidents reported as moderate impact or 
above in 2019-20. 
 

http://ouh.oxnet.nhs.uk/SafetyQualityRisk/Lists/WeeklySafetyAlerts/AllItems.aspx
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Quarter 1920 DoC verbal compliance DoC written compliance 
1 100% (87/87) 100% (87/87) 
2 100% (118/118) 100% (118/118) 
3 100% (124/124) 100% (124/124) 
4 100% (118/118) 100% (118/118) 

 

5.4 There can be complications relating to Duty of Candour, such as a 
patient’s contact details being out of date, which can delay the completion 
of one or both elements.  All cases requiring Duty of Candour are 
managed in the Trust’s weekly SIRI Forum and Divisional representatives 
supply updates on progress to confirm that these cases are being actively 
managed, and report when the obligations have finally been addressed. 
Completion of Duty of Candour and wherever possible a copy of the 
relevant correspondence is recorded both in the Trust incident. 

6.   SIRI overview 

6.1 This year has seen a drop in the number of SIRIs declared per month 
from October 2019 onwards.  No definitive explanation for this reduction 
has been identified (see 2.3 above). 

6.2 Graph 5 shows the number of SIRIs of all types declared during 2019-20, 
excluding those subsequently downgraded.  

Graph 5: SIRIs declared, excluding subsequent downgrades 

 
6.3 As in the previous three financial years, there were no delays in 

completing SIRI reports beyond the national guidance time scale of 60 
working days or of an agreed extension from the OCCG.  However, 28% 
of 2019/20 SIRI investigations required an agreed extension (see Graph 6 
below).  The median duration for extensions was 28 calendar days.  
Whilst the Trust would prefer to request fewer extensions, the instigation 
of the Serious Incident Group, in July 2019, allows a colleague from 
OCCG to witness the progress of the investigation over its duration, and 
to hear justifications for any extensions, which gives them assurance that 
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extensions are because of challenges near the end of the investigation 
process, rather than failure to engage with it in a timely fashion. 

Graph 6: SIRIs extension rates 

 
 

Table 3 shows the number of SIRIs investigated per Division, excluding 
downgrades.   

Division 
SIRIs 

declared 
2018/19 

SIRIs declared 
2019/20 

CSS 10 11 
MRC 23 13 
NOTSSCaN 33 17 
SuWOn 41 27 
Corporate 2 3 
Totals 109 71 

6.4 Some SIRIs require cross-Divisional input; table 3 shows the lead Division 
who will investigate but other Divisions may have had equal input into the 
findings and conclusions of the report. 

Graph 7: shows the number of SIRIs declared by Division. 

 
 
Graph 8: shows the number of SIRIs by site. The John Radcliffe consistently 
reported the most SIRIs, which reflects the fact that it hosts the greatest amount of 
patient activity. 
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7.     Downgrades of SIRIs 

7.1 Six of the 77 SIRIs reported on STEIS were downgraded, and became 
local investigations (with one exception, see below). Downgrades are 
proposed by the Trust and have to be agreed by OCCG or NHS England. 

7.2 1920-017 involved a patient with age-related macular degeneration who 
did not receive their scheduled appointment and presented two years later 
needing urgent treatment. This SIRI was declared on the basis that the 
patient’s calls to the service appeared to have been largely ignored, or not 
responded to, but the investigation was unable to find evidence of 
communication from the patient.  The incident was confirmed as entailing 
no harm. 

7.3 1920-045 involved confidential information that was shared with the father 
of a child who had been admitted to Emergency Department. There was a 
court order in place which OUH were not allowed to know about. Steps 
have been taken to increase the awareness and knowledge of personal 
patient identification, but this case is believed to have been 
unpreventable. It is felt that any further changes to process would 
introduce other arguably larger risks. 

7.4 1920-059 involved a patient with critical lower limb ischemia who 
deteriorated and died. The investigation concluded that the death was 
unavoidable with no discernible root cause.  This case was downgraded 
to a Divisional investigation, which confirmed this opinion. 

7.5 1920-073 involved a woman who went into premature labour in the 
community and was initially transferred by ambulance to a midwifery led 
unit before transfer to an appropriate delivery suite; the baby was born in 
poor condition and died within 24 hours of birth. This investigation 
involved multiple organisations, so OCCG closed the STEIS record OUH 
had raised, and raised one under their own management; this incident is 
still considered to be at SIRI level, but the investigation is no longer listed 
under OUH, hence being recorded as a downgrade. 

7.6 1920-075 involved Cerner Millennium electronic patient record, which was 
not available to use for over 12 hours. System performance was affected 
for more than 24 hours. This has been reported to the Information 
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Commissioner’s Office (ICO), NHS England and the Department of Health 
and Social Care. Further investigation found that this was outside of OUH 
control, and ICO advised that it therefore did not meet information 
governance SIRI criteria.  

7.7 1920-076 involved an unencrypted portable data storage device, 
containing patient identifiers and details of their pacemakers, which was 
mislaid.  The device was subsequently located, and it was confirmed that 
there had been no impact identified during this period. 

8.    SIRIs by Theme 

8.1 The four most common SIRI themes are explored in detail in sections 9-
12, below.  For further data on themes in comparison to previous years, 
please see Appendix 1. 

9.    Diagnostic incidents 
9.1 There were 12 incidents in the category diagnostic incidents, which 

occurred in a range of departments, across all sites and all Divisions.  
There are six separate themes within this group. 

9.1.1 Five incidents relate to misdiagnosis. 

9.1.1.1 One patient had 5 cycles of chemotherapy after a 
histological diagnosis of lymphoma. A later re-biopsy 
showed a different diagnosis requiring surgery rather than 
chemotherapy. 

9.1.1.2  One patient had a hip fracture missed, another had a breast 
cancer that was missed while a third patient had a vertebral 
fracture that was missed. 

9.1.1.3 The final case involved a review of a patient's histology 
result which was downgraded from cancer to a benign 
finding showed that the original diagnosis of cancer was 
correct. 

9.1.2 Two incidents relate to diagnosis delay. 

9.1.2.1 One case involves a patient who experienced a delay in 
cancer diagnosis following an abnormal PET/CT scan. 

9.1.2.2 One case involves a patient who had a delay in treatment of 
hypoglycaemia and dehydration in the Emergency 
Department.  

9.1.3 Two incidents relate to inaccurate test reports.  

9.1.3.1 One case involves a verbal report of a CT scan that appears 
to have omitted an important finding and the patient 
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deteriorated. The other involves a patient with cauda equina 
syndrome who had an MRI scan inaccurately reported.  

9.1.4 One incident relates to test results not acted upon where an MRI 
scan indicating metastatic cancer was not actioned, and there was 
therefore a delay in treatment. 

9.1.5 One incident relates to a delay to test reports in which a patient who 
underwent a whole body positron emission tomography (PET) scan 
showing a cancerous nodule experienced a delay to their results 
being reported and acted on.  

9.1.6 One incident relates to a referral error in which a patient has been 
diagnosed with metastatic cancer. There may have been missed 
opportunities for follow up investigations. 

9.2 Actions arising from these SIRIs include 

9.2.1 Set up a weekly consensus meeting for haematopathology 
consultants to discuss challenging cases. 

9.2.2 Allocate Emergency Department (ED) clinical time for results 
endorsement. 

9.2.3 If an addendum indicates a critical finding, the radiologist is to speak 
to the ED consultant. 

9.2.4 Support to implement application of the cut off to prevent over-work 
in a single handed busy clinic. 

9.2.5 Discharge decisions should be made by the Spinal Fellow or 
Consultant with all imaging reviewed prior to discharge. 

9.2.6 Introduction of a weekly consensus meeting, at which challenging 
breast pathology cases can be discussed and learning shared. 

9.2.7 Creation of a standard operating procedure (SOP) following 
hysteroscopy procedure and when to request urgent referrals for 
MRI/2week wait. 

9.2.8 Create a local safety alert with reference to abnormal point of care 
(POC) blood results highlighting the importance of repeating the 
blood tests if any suspicion that they may not be correct.                                                

9.2.9  Explore an automated phone triage system to see whether it is 
feasible to adopt in Radiology.   

9.2.10  Include rare causes of cauda equina syndrome in the pre-on-call 
test for Radiology registrars. 

9.2.11 All unendorsed critical results that reside in EPR for more than ten 
days will be escalated by the radiology team to the specialty teams 
in question.                           
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9.2.12 The EPR lead will de-activate all EPR accounts which have not been 
accessed for a period of 24 months, with a specific focus on 
consultants. 

9.2.13 Create an ‘at a glance’ guide highlighting the need to avoid entering 
examinations. 

10.    Treatment incidents 
10.1 There were 13 incidents in the category of treatment. The incidents were 

split between all Divisions, in various departments on the John Radcliffe 
and Churchill sites. There are six separate themes within this group. 

10.1.1 Eight incidents relate to delays in treatment.   

10.1.1.1 Three cases concern patients who were lost to follow-up.  
One had a corneal transplant but suffered a graft failure, one 
who developed a surgical complication requiring a further 
procedure and one who had an abnormal cervical smear 
experienced a delay in treatment having been lost to follow 
up for some months. 

10.1.1.1.1 Loss to follow-up has been added to the revised 
list of SIRI themes for 2020-21. 

10.1.1.1.2 Following the successful methodology 
employed by  a SIRI investigation in 2018-19 
into Ophthalmology patients who had been lost 
to follow-up, a process has been adopted to 
manage cases where it is believed that multiple 
patients may have been lost to follow-up, 
involving regular meetings to which the 
commissioners are invited, which orchestrate a 
look back at records to identify patients who 
have been unintentionally removed from 
pathways, methodologies to ensure that all are 
reviewed to confirm that harm has not occurred, 
and plans to minimise the chance of future 
recurrence. 

10.1.1.2 One case concerns a patient who suffered deterioration 
in their uterine prolapse resulting in ongoing distress, pain 
and incontinence during an extended wait of 52 weeks. 

10.1.1.3 One case concerns a patient with biventricular systolic 
dysfunction who did not have a timely referral to the cardiac 
failure service. 

10.1.1.4 One case concerns a patient who experienced a delay to 
treatment following admission with a strangulated hernia. 
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10.1.1.5 One case concerns a patient who developed sepsis 
secondary to a blocked ureteric stent. 

10.1.1.6 One case concerns a patient with localised bladder 
cancer who experienced a delay to treatment and now has 
metastatic disease. 

10.1.2 One incident relates to the assessment not being completed where 
an inpatient did not receive a dietetic assessment and after 
discharge was later re-admitted with significant weight loss. 

10.1.3 One incident relates to medical device management where a patient 
with a percutaneous endoscopic gastrostomy (PEG) in situ was 
discharged home without the appropriate package of care in place 
and was re-admitted with acute kidney injury. Both of these incidents 
relate to the same ward. 

10.1.4 One incident relates to test results not being acted upon where a 
patient with a history of vulval cancer underwent an MRI scan for 
new symptoms, the results of the scan were not acted on and a 
follow up appointment was not arranged.  

10.1.5 One incident involves the wrong infusion being given, where a 
patient developed an acute blood transfusion reaction after receiving 
red blood cells that were incompatible with their antibody status. 

10.1.6 Finally, one incident involves wrong site treatment where a patient 
undergoing foot surgery at the Nuffield Orthopaedic Centre had a 
wrong side nerve block. This was identified and managed as a Never 
Event. 

10.2 Actions arising from these SIRIs include 

10.2.1 Update the condition information leaflet to include signs of worsening 
condition. 

10.2.2 Implement Revenue Cycle for Colposcopy Out Patients, with a new 
cytology database in the interim. 

10.2.3 Review administrative support for corneal consultants. 

10.2.4 Implement Revenue Cycle for appointments >18 months ahead. 

10.2.5  All new members of surgical staff joining the department concerned 
will be assessed to confirm the need for acute life threatening events 
recognition and management (ALERT) and advanced life support 
(ALS) training in addition to locally provided education in light of their 
previous experience. 

10.2.6 EPR-based system to be developed to capture and track patients 
who have ureteric stent insertion. 
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10.2.7 Review arrangements for moving patients at short notice and seeing 
general patients in non-specialty clinics due to impact on patient care 
and patient experience. 

10.2.8 In consideration of the limited theatre capacity available, the 
information given to patients will be changed so they are not given a 
choice between having their operation at the Churchill or the Horton, 
except on clinical grounds. 

10.2.9 The Dietetics team will review the referral process from outpatients 
and Day Treatment Units and develop a formalised process.   

10.2.10 Against the daily sit-rep coding of patients on the ward, a note 
will be added to the EPR whiteboard to advise staff that any plan for 
discharge needs escalation/agreement from senior clinicians. This 
will also be added to nursing and medical handover sheets. 

10.2.11 A standard line will be agreed with clinical staff and included on 
all letter templates on Dragon dictation software for when the patient 
needs follow up. 

10.2.12 Change the question in EPR relating to previous transfusion 
history to “has the patient received a blood transfusion within the last 
3 months?”   

10.2.13 Arrange an Anaesthetic focus group, to consider barriers to 
successful enactment of Stop Before You Block (SBYB). 

11.    Operative incidents  
11.1 There were 10 incidents in the category of operative incidents. These 

incidents covered a range of theatre and non-theatre environments, in all 
Divisions and on all 4 hospital sites.  There are six separate themes within 
this group. 

11.1.1 Four incidents relate to wrong site procedure.  All of these were 
investigated and managed as Never Events.  

11.1.1.1 One case concerns a planned ablation procedure, in 
which one of two suspicious pulmonary nodules in the same 
lobe was treated; this nodule was not the intended site for 
ablation and had already received previous ablation 
treatment on another occasion.  The intended lesion was not 
ablated and this was noted at follow-up.   

11.1.1.2 One case concerns a patient who was scheduled to have 
an angioplasty to the right leg but had the procedure to the 
left leg before the error was noted and the procedure was 
then carried out to the correct leg.  
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11.1.1.3 One case concerns a patient undergoing neuro-
rehabilitation who had a wrong side shoulder nerve block. 

11.1.1.4 The final case concerns a paediatric patient who had to 
have a repeat operation for re-position of K wires in the 
same thumb.  

11.1.2 Two incidents relate to delays to surgery. 

11.1.2.1 One case concerns a baby with a brachial plexus 
disorder who experienced a delay to surgery that affected 
their surgical management. 

11.1.2.2 The second case concerns a patient admitted with acute 
cholecystitis who had a delay to surgery and deteriorated, 
necessitating a change to surgical plan and post-operative 
admission to the intensive care unit. 

11.1.3 One incident relates to post-operative issues in which a patient who 
underwent lobectomy surgery experienced post-operative 
complications requiring further surgery, they subsequently developed 
a stroke and hypoxic brain injury. 

11.1.4 One incident relates to a retained item in which a patient requiring 
temporary haemodialysis had a central venous catheter inserted. 
Two days later this line was removed and a retained guidewire was 
found. This constitutes a retained foreign object post-procedure 
Never Event and was managed as such. 

11.1.5 One incident relates to surgical devices in which a patient 
undergoing orthopaedic surgery had a dynamic hip screw break 
during the procedure. 

11.1.6 The final incident relates to an upgrade of the surgical plan in which 
a patient with an injury causing posterior dislocation of the knee 
required amputation. 

11.2 Actions arising from these SIRIs include 

11.2.1 Create a LocSSIP for computer tomography-guided ablation 
(CTGA). 

11.2.2 Update the patient radiology pathway to include procedural 
verification and site marking. 

11.2.3 Identify a clinic room for blocks and confirm it as the sole site for 
nerve block administration in the Oxford Centre for Enablement 
(OCE).  

11.2.4 Identify all areas of the OUH performing local anaesthetic blocks and 
confirm that stop before you block (SBYB) is performed consistently. 
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11.2.5 Imaging to be displayed for all cases where pre-operative imaging 
has been obtained and the WHO timeout should stop until this is 
performed.  

11.2.6 All computers used for display of X-Ray images in theatres to have 
their default logout times extended so that images are not removed 
from display intra-operatively.                                                     

11.2.7 Create a Standard Operating Procedure for Elective Access 
administrators and Patient Pathway Administrators to ensure 
cancelled clinics are reviewed with all patients being re-triaged 
according to clinical need. 

11.2.8 Trust review of emergency surgical capacity requirements to be 
undertaken with a view to identifying an additional dedicated theatre 
list for general surgical emergencies, and reviewing current 
workforce provision for this, via the Theatre Task Group. 

11.2.9 Create a template for the ward team to make it easier to document 
when a chest drain has been inserted, including a section to identify 
the urgency with which this happened. Dual operators must have a 
double check system for guidewire removal which is documented on 
the central venous catheter (CVC) WHO safety checklist  Sign Out 
section. This must be confirmed by both operators in EPR.  

11.2.10 Draw up a system of supervision whereby the role and 
competencies of all non-career grade and trainee surgeons are 
specifically defined so that the expertise of the surgeon and the need 
for training are matched to appropriate levels of supervision by a 
consultant, taking into account the specific needs of the individual 
patient. 

11.2.11 A local formal protocol for management of acute dislocation of 
the knee to be prepared. 

12.    Unexpected patient deterioration  
12.1 There were 7 incidents in the category of unexpected patient 

deterioration/ death. These incidents covered all Divisions with the 
exception of CSS and occurred on two hospital sites, the JR and the 
Churchill.  There are five separate themes within this group. 

12.1.1 Three incidents relate to ED: discharge or pathway management and 
transfer. 

12.1.1.1 One case involved a patient with an undiagnosed 
inherited heart condition who experienced a cardiac arrest in 
the community. A structured mortality review has concluded 
that this may have been preventable (more than 50:50). 
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12.1.1.2 The second case involved a child who was reviewed in 
the Emergency Department (ED) with vomiting and 
diarrhoea and was discharged home with safety netting 
advice. The child subsequently returned to ED in extremis, 
with subsequent cardio-respiratory arrest and sadly died.  

12.1.1.3 In the third case a patient admitted to the emergency 
department requiring renal dialysis had a delay to specialist 
treatment and an unexpected admission to the intensive 
care unit. 

12.1.2 13.3 One incident relates to deterioration during a scan. In this case, 
a patient having an urgent CT scan developed airway obstruction 
and had a subsequent cardiac arrest in the scanning room. 

12.1.3 13.4 One incident relates to deterioration post-procedure. In this 
case, a patient  had a post endoscopic retrograde cholangio-
pancreatography sphincterotomy bleed. They deteriorated overnight 
and died. 

12.1.4 13.5 One incident relates to devices and implants in which a patient 
who was admitted with a central line in situ had a cerebrovascular 
accident after admission, and their central line was found to have 
been misplaced in the right carotid artery. 

12.1.5 13.6 The final incident relates to medication. In this case, 
chemotherapy was given to a patient with unrecognised renal failure; 
they had an Oncology admission with delayed medical review and 
required antibiotics for neutropenic sepsis. 

12.2 Actions arising from these SIRIs include 

12.2.1 Registrar training to include ‘red flag’ syncope cases. 

12.2.2 Produce guidance on the assessment of distressed children in ED 
(distinct from the management of teenagers with mental distress).  

12.2.3  Review nurse staffing levels for the Children’s ED. 

12.2.4 The Renal team to investigate if historical arrangement with CCU 
HGH to dialyse routine and semi-urgent cases in known chronic 
kidney disease 5d patients during daylight hours at HGH remains a 
viable option. 

12.2.5 Communicate to HGH ED and Medical teams (through MRC 
Governance processes) that any patients thought to be needing 
urgent dialysis, presenting at HGH to contact the Renal team, 
preferably the duty consultant on call. 

12.2.6 Standardisation of CT scanners between the JR2 & the West Wing. 
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12.2.7 Inclusion of management of gastrointestinal bleeding in rotational 
foundation year, core medical training (CMT) and speciality training 
(ST) Acute General Medicine training teaching programs. 

12.2.8 Haematology presentation on “Direct Oral Anticoagulants (DOACs): 
pitfalls and practicalities” to Gastroenterology departmental meeting. 
Presentation to be distributed to all medical staff. 

12.2.9 Confirm venous placement of line before using it, by transducing and 
displaying the pressure waveform and taking a blood gas from the 
line.   

12.2.10  Comorbidities and any specific treatment considerations will be 
included on the e-Referral form on Aria. This will then feed through 
to the pharmacy screening for all prescriptions.   

13.    SIRI Actions 
13.1 The SIG meetings have been collating monthly data on the completion 

of actions identified in SIRI investigations since September 2019. 

13.1.1 Graph 9 demonstrates that there has been an upward trajectory 
throughout this period, with compliance increasing from 53% in 
September 2019 to 88% (973 of 1108 actions completed) in 
August 2019, with the past 7 months above the mean. 

Graph 9 : provides monthly completion rates for overdue actions from SIRIs called 
since 1 April 2018 
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13.1.2      The Trust recognises that actions identified at the point of an 
investigation may not prove feasible in the longer term, or may 
require more time than originally predicted.  SIG gives Divisions 
the opportunity to table actions that have proven challenging for 
discussion, and the group has the option of agreeing to extend 
the deadline of an action, to close it as not feasible or no longer 
felt to be efficacious, and if necessary to replace it with a revised 
action.  As an example, actions relating to staff training were 
extended because the COVID-19 pandemic meant that 
classroom teaching was not possibly for much of 2020, and 
interim communications to staff to reinforce required practice 
were agreed, 

13.2 The Trust’s new incident management software is being implemented 
to manage actions from SIRIs or Divisionals called since 1 April 2020.  This 
will remove administrative obligations from Divisional staff, allow central 
governance oversight of evidence, and allow targeted reports on action 
compliance to be produced very quickly (see 20.2, below).  

14.    SIRIs in which the patient died 
14.1 14 SIRIs involved patients who died. In 12 cases the impact of the 

incident was the death of the patient. There were 2 cases where the patient 
died but the incident which was the subject of the investigation may not 
have impacted on the eventual outcome. 

14.2 Of these 14 SIRIs there are 9 cases related to unexpected patient 
deterioration or suboptimal care of the deteriorating patient, 1 accident (not 
falls), 1 operative incident, 1 infection control, 1 maternity event and 1 
related to devices, equipment or resources. 

14.3 Cases of SIRIs involving a death also have a structured judgement 
mortality review in accordance with national guidance.  SIRIs involving 
deaths are presented to the Mortality Review Group (MRG) by the 
investigator to facilitate Trust wide learning.  MRG has consultant 
representation from all divisions. 

Table 4: SIRIs involving patient deaths, 2017/18, 2018/19 and 2019/20 
Year 2017/18 2018/19 2019/20 
Total number of SIRIs involving a death 17 14 14 
Impact of the incident was the death of the 
patient. 4 6 12 

Incident categories 
Diagnosis and treatment 1 6 0 
Unexpected patient deterioration/suboptimal 
care of the deteriorating patient 4 4          9 
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Devices, equipment or resources 0 0 1 
Accident (not falls) 0 0 1 
Operative incident 0 0 1 
Infection control 0 0 1 
Maternity event 0 0 1 
Hospital acquired thrombosis 2 2 0 
Intrauterine and neonatal death 5 1 0 
Fall 1 1 0 
Chemotherapy management 2 0 0 
Equipment and environment 1 0 0 
Self-harm 1 0 0 
Learning and action themes 
Review of practice and procedures    

Training and Education    

Documentation and the electronic patient 
record  

   

Multidisciplinary team working -   

Clinical audits and service evaluation -   

14.4 In comparison with 2018/19 death-related SIRIs we can observe: 

14.4.1 The number of SIRIs involving deaths has remained the same.  

14.4.2 The number of cases where the impact of the incident was the death 
of the patient has doubled from last year; up from 6 to 12. 

14.4.3 Unexpected patient deterioration/suboptimal care of the deteriorating 
patient remains a common incident category theme.   

14.4.4 Whilst the common learning and action themes have remained 
review of practice and procedures, training and education and 
documentation and the Electronic Patient Record (EPR) the 
individual actions under these themes are different to those from last 
year. 

14.5 The themes for learning and actions in SIRIs involving patient deaths 
were: 

14.5.1 Review of practice and procedures  

14.5.1.1 Following the investigation of a patient who deteriorated 
post laparoscopic cholecystectomy surgery; the Surgery 
team have introduced the practice for a specific question be 
asked if there are “any problems” allowing any member of 
the team to raise concerns prior to the full morning 
handover.  Twice daily senior reviews are to be undertaken 
for patients who are recently post-surgery.   
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14.5.1.2 Following the investigation of a misplaced nasogastric 
tube (NGT); an ‘At a Glance’ of the ‘Insertion, use and care 
of fine bore nasogastric feeding tubes in infants and children’ 
policy and procedure was produced and a copy made 
available at each bed/cot side.  The investigation found that 
the patient’s death was not related to the misplaced NGT. 

14.5.1.3 The investigation of a patient’s fall in the Neurosciences 
Ward found that closer observation of the patient and 
locating the patient closer to the nurse’s station may have 
helped prevent the patient wandering around the ward area, 
where the injury is most likely to have occurred, but that this 
is not possible to state definitively as the event is unclear.  
Following the incident, the Trust’s Enhanced Observation 
Guidance has been fully implemented within the 
Neurosciences Unit.  The Clinical Practice Educators are 
working with the team to improve the documentation of 
nursing assessments and the care provided. 

14.5.1.4 Advice on fluid management is to be included in the 
Medicines Information Leaflet (MIL) for glycaemic 
management during enteral feeding for inpatients with 
diabetes. 

14.5.1.5 The Maternity Unit are adapting the Antenatal Modified 
Early Obstetric Warning Score (MEOWs) chart to include 
colour of liquor so that any change is clearly and uniformly 
denoted. 

14.5.2 Training and Education 

14.5.2.1 There were aspects of the case of a patient who had a 
post endoscopic retrograde cholangio-pancreatography 
sphincterotomy (ERCP) bleed died post ECRP identified 
which were used as the basis for education of medical and 
nursing teams in the identification of the sick/deteriorating 
patient and in the management of gastrointestinal bleeding, 
particularly in the post-procedure setting, including a 
lunchtime Acute General Medicine teaching class, a 
presentation to the Gastroenterology departmental meeting 
on the “pitfalls and practicalities” of direct oral anti-
coagulants, and the inclusion of gastro-intestinal bleed 
management in the foundation year, core medical trainee 
and registrar training programs. 

14.5.2.2 The Gastroenterology local medical handover standard 
operating procedure has also been revised accordingly and 
recirculated following the above case. 
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14.5.2.3 A Trust wide safety message to reiterate that all 
observations must be recorded solely on the SEND system 
is planned. 

14.5.2.4 The Cardiology Unit have included a session on syncope 
in the regional training for specialist registrars specifically 
addressing the management of red flag cases.  This will be 
part of a wider program to address common clinical 
presentations in Cardiology. 

14.5.3 Documentation and the Electronic Patient Record (EPR) 

14.5.3.1 The investigation of a Thoracic Surgery case found clear 
defects in documentation, in particular the cognitive 
assessment and the documentation of the diaphragmatic 
breach and the two emergency chest drain procedures.  The 
resultant actions are that staff who complete consent forms 
must tick the relevant box for patients who have documented 
dementia or previously documented low cognitive scores. 
The team were reminded that unexpected injuries during 
operations should be documented in the operation notes and 
not only verbally handed over.  The Unit are to produce a 
simple template for the ward team to make it easier to 
document when a chest drain is inserted, including a section 
to identify the urgency with which a chest drain was inserted. 

14.5.3.2 The investigation of a chemotherapy patient who had 
unrecognised renal failure highlighted that for patients who 
have a specific monitoring requirement it is imperative that 
this is clearly communicated on EPR and Aria (electronic 
prescribing platform for chemotherapy), so that any clinician 
treating the patient will have sight of their individual needs.  
The EPR team are reviewing whether the current 
mechanism for acute kidney injury (AKI) alerts activating 
against inpatient encounters can be extended to day 
case/ambulatory encounters.  

14.5.3.3 The Horton Medicine Unit have developed an electronic 
on call patient handover list on EPR which all doctors have 
access to and will review at handover meetings. 

15.    Inquests relating to the death incidents 
15.1 There were 4 Inquests relating to the death incidents identified in 

Section 14, above.   

15.1.1 1920-037 (naso-gastric tube insertion into bronchus) will be heard in 
November 2020. 
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15.1.2 1920-060 (subdural haematoma with unknown cause) has been 
concluded to be accidental. 

15.1.3 1920-064 (bleed post-sphincterectomy) has received the narrative 
conclusion of being a recognised complication of a necessary 
procedure. 

15.1.4 1920-074 (deterioration post-cholecystectomy) has received the 
narrative conclusion of being a complication of a necessary 
procedure. 

15.2 No prevention of future death regulations were issued to the 
Trust during this financial year. 

16. Never Events 
16.1 In 2019-20 OUH reported 7 Never Events compared to 11 in 2018-19 

and 9 in 2017-18. The Never Events in 2019-20 were as follows: 

16.1.1 Five wrong site surgery cases 

16.1.2 One retained foreign object post-procedure case 

16.1.3 One misplaced naso- or orogastric tube case. 

16.2 A Never Event improvement plan was introduced in 2018/19, and 
informed work such as the Never Event risk summits (see 16.10) and 
involvement of external advisors in Never Event investigations.  This plan 
was completed within 2019/20. 

Graph 10: Never Events at OUH, April 2019 to March 2020 

 
16.3 Of the five wrong site surgery category two incidents related to 

administration of nerve blocks; one involved a patient undergoing foot 
surgery at the Nuffield Orthopaedic Centre who had a wrong side 
nerve block and another involved a patient undergoing neuro-
rehabilitation who had a wrong side shoulder nerve block. In both 
cases there were omissions in using the national safety tool ‘Stop 
Before You Block.’  
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16.3.1 One wrong site surgery case involved a paediatric patient who had 
incorrect siting of K-wires for a fractured base of thumb and required 
a repeat operation for repositioning of the wires. The operative list 
did not accurately reflect the exact site of the operation that was 
planned and re-operative imaging was not displayed in the theatre at 
the time of the operation. 

16.3.2 One wrong site surgery case concerned a planned ablation 
procedure, in which one of two suspicious pulmonary nodules in the 
same lobe was treated; this nodule was not the intended site for 
ablation and had already received previous ablation treatment on 
another occasion.  The intended lesion was not ablated and this was 
noted in follow-up. The patient’s atypical anatomy allowed the team 
to direct ablation to the incorrect site under the impression they were 
addressing the intended site. 

16.4 The final wrong site surgery case concerned a patient who was 
scheduled to have an angioplasty to the right leg but had the procedure to 
the left leg before the error was noted and the procedure then carried out to 
the correct leg. The WHO checklist was not used correctly or performed at 
the appropriate time. 

16.5 One case comprised a retained foreign object post-procedure Never 
Event in which a patient requiring temporary haemodialysis had a central 
venous catheter inserted. Two days later this line was removed and a 
retained guidewire was found. In this case it was found that there was 
failure to comply with and correctly complete the central venous catheter 
(CVC) insertion WHO Checklist.  

16.6 All of these Never Events come under the themes of Operative Incident 
or Treatment, and so actions are included in the summaries above.   

16.7 The exception is the misplaced nasogastric tube Never Event in which 
a naso-gastric tube was inserted into a baby and became dislodged, and 
was replaced.  It was identified that the second insertion had been into the 
right main bronchus, but a flush had been administered in the interim. In this 
case the guidance was not followed with regard to the procedure for 
replacing a dislodged nasogastric tube. 

16.7.1 Actions to prevent recurrence of this Never Event include  updating 
the ‘Insertion, use and care of fine bore Nasogastric feeding tubes 
infants and children’ policy, ensuring an ‘at a glance’ summary is 
available at every bed space and cot and relevant staff 
competencies are reassessed. 

16.7.2 This incident is also covered above, in paragraph 14.5.1.2. 
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16.8 In 2019-20, learning from Never Events has been shared at all levels in 
the organisation and externally as follows: 

16.8.1 Internally: 

16.8.1.1 The learning has been reported at committees within the 
Trust. This includes the Patient Safety and Clinical Risk 
Committee, Clinical Governance Committee and Quality 
Committee. 

16.8.1.2 The Never Events reports have been discussed within 
departments, for example for Gynaecology morbidity and 
mortality meeting, Directorate and Divisional Governance 
meetings and departmental staff meetings. 

16.8.1.3 In 2019, a new process was adopted, by which all Never 
Event investigations are presented to the CEO, Chief 
Medical Officer and Chief Nursing Officer following 
completion. The investigation team summarises the incident 
and main findings, and the Divisional and local management 
discusses progress against the action plan, and further 
learning. Clinicians involved in the Never Events also attend, 
and positive feedback concerning the process has been 
received from all sides. 

16.8.1.4 Patient safety alerts have been placed on the front page 
of the intranet where appropriate. 

16.8.1.5 Never Event root cause analysis reports are sent to 
governance staff in all Divisions, not just that in which the 
incident occurred, on completion, for immediate 
consideration regarding sharing learning. 

16.8.1.6 All SIRI root cause analysis reports are uploaded to the 
Trust intranet on completion. 

16.8.1.7 The Trust held a Safety Symposium in 2019-20, following 
on from the two held in 2018-19 (see below). 

16.8.1.8 Safety messages have been sent to all OUH email 
accounts and posted on the Trust intranet each week since 
February 2019. These messages are brief and can cover 
any patient safety issue, such as an introduction to a recent 
change in procedure locally or nationally, confirmation of 
best clinical practice, or a celebration of recent outstanding 
activity; they are often inspired by learning opportunities 
raised in incident investigations, and mandated in 
investigation action plans.  By the end of March 2020, 60 of 
these messages had been disseminated. 

16.8.2 Externally: 
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16.8.2.1 The CQC and NHS Improvement are informed of a Never 
Event when it occurs and a 72-hour report is sent to them for 
information. 

16.8.2.2 Oxfordshire Clinical Commissioning Group (OCCG) and 
NHS England/Improvement review all completed root cause 
analysis reports, and they complete assurance visits once 
action plans are complete to ensure that learning has been 
sufficiently embedded, before closing the incident on STEIS. 

16.8.2.3 Representatives from NHS Improvement contributed to 
the Safety Symposium (see below). 

16.9 In response to the high number of Never Events reported, the Trust 
created a Never Event Improvement Plan during 2018-19. This identified 
activity to deliver improvements in areas such as Never Event action 
monitoring, policy content, the National Safety Standards in Invasive 
Procedures (NatSSIPs) and Local Safety Standards in Invasive Procedures 
(LocSSIPs), and positive patient identification (PPID). The plan also 
included engagement with NHS Improvement and the National Patient 
Safety Team.  All elements of the plan were signed off as completed during 
2019-20, including an audit of use of the WHO surgical safety checklist in 
100% of cases, regular audit of PPID practice, and the creation of 25 new 
LocSSIPs. 

16.10 The Trust held a Never Event Risk Summit in August 2018. The 
success of the event was such that a second was held in January 2019, and 
the approach was adapted in 2019-20, in which a Safety Symposium was 
held.  It was attended by 60 Trust employees, and included presentations 
on the National Patient Safety Strategy by NHS Improvement, as well as 
local learning from themes of Never Events and Serious Incidents, a  
situation update on LocSSIPs and the development of the revised generic 
WHO surgical safety checklist. The organisers received positive feedback. 

17. Relevant Corporate Risks 
17.1 Table 5 draws out the relevant risks from the Corporate Risk Register 

to the SIRIs reported in this Annual review. 

 
Table 5: An extract from the Corporate Risk Register relevant to this report 
Risk 
ID Summary Risk Description Proximity Q1 

Score 
Q2 

score Target  

  Close to Home         

C1 
Ability of the Trust to work effectively with other health and 
social care providers to ensure patients are cared for in the 
right place at the right time.  

3-6 months 9 9 6 

C3 Ability to influence system-wide quality improvement 3-6 months 16 16 8 
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  Digital by Default         

D2 Potential risk of failing to respond to the results of diagnostic 
tests Immediate 12 12 4 

  Getting the Basics Right         

G26 
Ability to deliver key national access targets (including 18 
weeks incomplete targets, diagnostic waits, cancer targets 
and ED waiting time targets)  Note new consolidated risk                                    

Immediate new 20 10 

G9 Unable to deliver the Quality Priorities due to competing 
demands between on staff time 3-6 months 9 9 4 

G11 Aspects of Medicine Management identified as needing 
improvement Immediate 6 6 3 

G12 Potential harm to patients via never events through staff not 
following policies (LocSSIPS) Immediate 9 9 3 

  One Team One OUH         

O3 Ability to recruit, retain and engage staff to work together to 
deliver compassionate excellence and fulfil their potential  Immediate 20 20 8 

 

18. Internal Audit of the Trust’s incident management process 
An internal audit of SIRIs, and by extension all the Trust’s incident management 
processes including the communication of outcomes and learning, was completed in 
quarter 4 2019/20 by an external contractor.   

18.1 A draft report has graded the Trust as demonstrating “Significant 
assurance with minor improvement opportunities”, and has many positive 
things to say about incident management processes. The auditors 
responded positively to the Trust’s Incident Reporting and Investigation 
Policy, and allied policies.  

18.2 Processes for the moderation and management of incidents and 
subsequent investigations were found to be “robust”, with the Patient Safety 
Response and SIRI Forum meetings well received, and liaison with 
commissioners during the investigation process was also singled out.   

18.3 The Trust has discussed the recommendations made with the auditors, 
and a final report is awaited; it is not envisioned that further actions will be 
required to further improve processes. 

19. NHS Staff Survey results 2019 
19.1 The results of the 2019 national NHS staff survey provide positive 

assurance regarding the Trust’s approach to incident reporting and 
management.  

19.2 Questions relating to the encouragement of staff to report errors, near 
misses or incidents, and fair treatment of staff in their subsequent 
investigation both showed a fourth annual increase in the satisfaction score, 
and are above the national benchmark for acute organisations.  
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19.3 The survey also returned the highest results in 5 years relating to 
staff’s belief that the Trust would address any concerns raised about clinical 
practice, and again this exceeded the benchmark. 

20.     Future Plans  
20.1 At the end of 2019/20 Trust’s incident management software Datix was 

scheduled to change to a new package, Ulysses.  This was delayed until 
June because of the COVID-19 pandemic.  The new software includes 
improved functionality, including greater connection with EPR, and improved 
correlation between records relating to incidents, complaints and legal 
claims and inquests. 

20.2 All actions specified in reports from SIRI or Divisional investigations 
called since 1 April 2020s will be managed through a module in the new 
software.  This will allow instant reporting on compliance with timetables, 
and the uploading of evidence of action completion to a central repository, 
both of which can be ratified by central governance staff. 

20.3 Ulysses also allows the creation of documents in the record, meaning 
that they can be instantly located when one is viewing the incident, and  that 
multiple staff can have input into a document.  The standard 72 hour report 
and pressure damage variant are already set up, and the falls variant is 
planned to be rolled out before the end of 2021 quarter 2. 

20.4 Agendas and minutes from the SIRI Forum will also be created direct 
from Ulysses, and communication between central PST and Divisional 
governance staff or local managers regarding potential incidents for tabling 
at this meeting can be managed in the incident record.  

20.5 Weekly patient safety message (see 4.5 above) will continue to be sent 
to all staff. 

20.6 The National Patient Safety Strategy was launched July 2019 and 
developments from this e.g. revision of the current Serious Incident 
Framework; implementation of Patient Safety Specialist roles will be closely 
monitored to see what changes the OUH needs to make to be compliant. 

20.7 A weekly incident report will be set to run from the Ulysses integrated 
governance system to highlight patients who have suffered multiple clinical 
incidents during their inpatient hospital stay; specifically in the categories of 
falls, pressure damage and infections. This data will then be used to find out 
if these patients suffering multiple incidents have undergone a cognitive 
screen and/or have a Dementia diagnosis and the outcome and actions 
subsequently put in place. 

20.8 In April 2020 additional fields were added to the incident reporting 
system, to allow staff to indicate where incidents were impacted by COVID-
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19 (either the care and treatment of COVID-19 positive patients, infection 
risks to staff, patients and visitors, or incidents where patients without a 
diagnosis had their treatment affected by changes to practice during the 
pandemic).  These incidents are reviewed monthly at the Serious Incident 
Group, and it is envisaged that further work to supply data and identify 
themes will continue throughout 2021. 

21. Quality Priorities 
21.1 Two of the Trust’s 8 quality priorities for 2020/21 are particularly 

relevant to issues raised above: 

21.1.1 Introduction of standardised safety huddles, short regular 
multidisciplinary briefings focused on patients most at risk.  More 
specific communication around inpatients and their needs is 
expected to minimise the number of significant incidents 
occurring because of a failure to communicate essential data, 
though it is expected to increase the number of low-impact 
incidents, as issues come to light more swiftly. 

21.1.2 Improve the Trust’s position regarding cancelled procedures.  
This priority is aimed primarily at improving communication to 
patients and representatives about cancellations and their 
justification, but a reduction in cancelled procedures is expect to 
impact positively on incidents, such as those detailed in 10.1.1, 
above.  

21.2 The process for setting quality priorities begins in the preceding 
financial year, so although the Trust’s incident profile will have informed the 
final selection, along with many other drivers such as patient satisfaction 
surveys, the full information contained in all SIRI root cause analysis reports 
will not have been available. 

22. Recommendations 
The Trust Board is asked to note the contents of this report. 

 

Professor Meghana Pandit, Chief Medical Officer 
Report Authors: 
Siobhan Teasdale, Deputy Head of Clinical Governance 
Richard Catherall, Clinical Risk & Incident Manager 
Helen Cobb, Head of Clinical Governance 
Dr Peyton Davis, Director for Safety & Effectiveness  
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Appendix 1: SIRIs by Theme 
Graph A1: provides an overview of the non-downgraded SIRIs reported in the past 
two years by category.  

 
A1.1 These themes have been developed considering both the natures of the 
incidents and the causes.  Whilst those themes based on specific outcomes (e.g. 
HAT, pressure damage) are relatively homogenous, others encompass a more wide-
ranging group of incidents. The top three SIRI themes in 2019/20 and the previous 
year fall under three of the more generic themes, and the fact that the most common 
theme both years was treatment does not imply that highly similar incidents 
occurred, nor that there was a lack of learning; for example, five of the 2018/19 
operative SIRIs related to completing the wrong procedure, or completing a 
procedure on the wrong patient, and these have not been replicated in 2019/20.  The 
history and context of incidents is considered both when investigation levels are 
decided upon by the Trust, and when completed SIRIs are considered for closure 
with our Commissioners. 
 

A1.2 Some incidents have the potential to be associated with multiple themes.  For 
example a patient who developed pressure damage because of an omission of 
information about a turning regime might be recorded under pressure ulcer & skin 
integrity or documentation.  The themes are chosen based on the knowledge of the 
case available when the SIRI is originally identified, and with the intention to 
maximise comparison over the years. 
 

A1.3 The greatest number of SIRIs reported in 2019/20 related to treatment. There 
was a decrease from 17 in 2018/19 to 13 in 2019/20 (24 % decrease). 
 

A1.4 This was closely followed by diagnostic (which includes delayed diagnosis) of 
which there were 12 in 2019/20, a reduction from 17 in 2018/19 (29 % decrease). 
 

A1.5 Incidents relating to operative issues were third most common, decreasing 
from 16 in 2018/19 to 10 in 2019/20 (37 % decrease).  
 

A1.6  These top three most frequently occurring SIRIs remain unchanged from 
2018/19. Treatment and diagnostic SIRIs were jointly the most common in 2018/19 
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with operative incidents the most common category the year before that and hospital 
acquired pressure ulcers the two years before that. 
 

A1.7 Incidents relating to unexpected patient deterioration were the fourth most 
common in 2019/20, rising from 7 in 2018/19 to 10 in 2019/20 (43% increase).  
 

A1.8 Hospital acquired pressure damage dropped out of the top four most 
frequently occurring SIRIs in 2019/20 with just 3 in 2019/20. Five Information 
Governance (IG) SIRIs were called in 2019/20 compared to 3 in 2018/19, a 67% 
increase. There are specific criteria for IG SIRIs, supplied by the Information 
Commissioner’s Office. 
 

A1.9 There were four SIRIs called in 2019/20 relating to care of the deteriorating 
patient, after seven were called in 2018/19 (43 % decrease). 
A1.10 Three SIRIs were called in 2019/20 relating to hospital-acquired thromboses, 
after five were called in 2018/19 (40 % decrease). 
 

A1.11 Medication SIRIs fell from five in 2018/19 to one in 2019/20 (80 % decrease). 
 

A1.12 There were no Falls SIRIs in 2019/20 following two in 2018/19 (100% 
decrease). 
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