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Patient Safety Report
The Patient Safety Report shows information up to the end of July 2009.  
This 2 month time lag behind the date of the report is adopted to enable more meaningful information to be reported to the Board. This allows for upload of benchmarking data, review of cases by the clinical teams and for completion of the inputting and investigation within the time frames of the Trust Incident reporting policy.  

	1. Mortality:

Benchmarking
Definitions
	The benchmarking process includes an Index value by combining Trust and Peer group figures to derive Index values for Indicators. The Index value is calculated around 100. 

An Index value of 100 means that the Trust has exactly the same rate as the Peer group for the indicators given the age/ sex mix of the patients treated.

An Index value of 80 means that the Trust has a rate of 80% of that of the Peer having taken into account the age/ sex mix of patients.

An Index value of 120 means that the Trust has a rate 20% higher that the Peer after age / sex adjustment

Key to Performance Spectrum

Spread = ( ( Trust_Index – Peer_Index ) / Peer_Stddev ) * Thread_Direction 
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3 = Trust_Index (from above) 
2 = (3) – Trust Lower Confidence Interval (see below) 
4 = (3) + Trust Upper Confidence Interval (see below) 
1 = Peer_Index – ( 3 * Peer_Stddev ) 
5 = Peer_Index + ( 3 * Peer_Stddev )

Risk adjusted Mortality : In order to compare like with like the data is adjusted or standardised to take into account the age and sex of patient populations and other elements of casemix such as co-morbidity.

	Trust Risk Adjusted Mortality rate


	Trust

Peer

Risk Adjusted Mortality 2008
 

85
93
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	1.2. Risk Adjusted 

Mortality Trends:

Trust


	Special Cause Flags
A: Value beyond 2 sigma

C: 6 consecutive values trended in one direction

B: 8 consecutive values one side of the average

D: 4 of 5 beyond 1 sigma
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	2.3.1 Patient Safety Strategy: Mortality Reduction (use of Global Trigger Tool)
*TRUSTWIDE*
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	Key:

Category E: Contributed to or resulted in temporary harm to patient and required intervention

Category F: Contributed to or resulted in temporary harm to patient and required initial or prolonged hospitalisation

Category G: Contributed to or resulted in permanent patient harm

Category H: Required intervention to sustain life

Category I: Contributed to patient's death

	
	Deep Vein Thrombosis (DVT) Risk
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	Notes:  
Evidence of DVT Risk Assessments are not being found by the reviewers as there is no documentation to evidence that a risk assessment has been undertaken in every case.  In fact the majority of the results show that there is little evidence of Risk Assessment completed around DVT. 
This issue will be fed back to the VTE working group who are overseeing the implementation of the revised VTE policy introduced in April 09.
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	2.3.2 Patient Safety Strategy: Mortality Reduction

*MEDICINE*
	No Further Data received from Medicine.   This data has no updates since last month.
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Please Note: Only one month of data exists for Medicine at present.  


	2.3.3 Patient Safety Strategy: Mortality Reduction

*SURGERY*
	Surgery Mortality Reduction is new this month to the patient Safety report.  It covers from January to April 2009
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	[image: image26.emf]3.1 Serious Untoward Incidents
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	No harm (none)


	e.g. wrong dose of aspirin given, but no harm caused

- requiring extra observation or minor treatment
	Moderate Harm (moderate)
	e.g. returned to theatre to drain wound site haematoma

- causing permanent and significant harm

	
	Low Harm (minor)


	e.g. fell and grazed arm, dressing applied

- causing significant but not permanent harm
	Severe Harm (major)
	e.g. cardiac arrest after allergic reaction, anoxic brain damage- directly attributable to the patient safety incident Or Death-where death is directly attributable to a patient safety incident e.g. paracetamol levels not checked in overdose patient, fatal liver failure
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	The above graphs are sourced from DATIX.  DATIX is a ‘live’ software system, where managers access the reports to investigate them as pressure of work allows. There may be times when the incidents are not investigated in a timely manner (and according to the Trust Incident and Accident Reporting Policy) and therefore have not been approved and moved across to the DATIX main database from which the figures for these graphs are sourced.
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	3.5            Pressure Ulcers (July 2009)
	

	Information and data supplied by Melanie Barlow, Tissue Viability Nurse.

The overall incidence for hospital acquired pressure ulcers for July 2009 was 0.2%. This is down 0.27% on last month. 

It should be noted that three wards have failed to return data this month. They are: Shand, Shuttleworth and Victoria. Please note that the ward admission figures for these three wards were removed prior to any calculations being undertaken. 

The incidence of non-hospital acquired pressure ulcers was 1.17%

Grading of hospital acquired pressure ulcers:

Grade 1
1

Grade 2
1

Grade 3
0

Grade 4
1

The one hospital acquired pressure ulcer occurred on RWW. This pressure ulcer occurred on a sacrum and all preventative measures were in situ.
Pressure Ulcer Classification

Grade 1- Non-blanchable erythema of intact skin

Grade 2- Partial thickness skin loss involving epidermis, dermis or both

Grade 3- Full thickness skin loss involving damage to or necrosis of subcutaneous tissue

Grade 4- Extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structure
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Action: For TVN to ensure pressure care prevention strategies are undertaken and adhered to. Also to re-iterate grading score to ensure pressure ulcer grading is correct. The TVN has been called to 2 grade 4 pressure ulcers this month; however one was a grade 2 and the other a grade 3. 



	Location of all Hospital Acquired pressure Ulcers 

Buttock
1

Sacrum
1

Heel
0
 
	Action: For TVN to review use of alternating pressure reducing mattresses and standard foam mattresses in conjunction with profiling bed frames. The TVN will also assess the use of chairs and seat cushions, ensuring pressure relieving / reducing seat cushions are utilised in conjunction with chairs being set to the correct height for patients. 

More teaching sessions will be arranged to ensure all clinical staff receive updates on pressure relieving techniques.  Many of these additional teaching sessions will be undertaken in small groups in specific work areas. This will ensure relevant information is delivered to all concerned. For example; pressure area care differs greatly between Orchard maternity ward and Victoria, yet all have their own risk factors associated with these. 




	3.6
	Inpatient Cardiac Arrests
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* Cardiology charts based upon data supplied by Sue Collins
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	3.7
	Invasive Devices (June 2009)

	
	Information and data supplied by Alison Carter, Invasive Devices  Nurse.
The overall result for ongoing care of central venous lines (85%) is positively skewed by 100% documented care from CCC (critical care complex) and NNU (neonatal unit). The overall documentation of care for the rest of the general wards was 54%. Care of CVC remains an area of concern. 

Action: Invasive devices nurse and PAR team nurses to work together to provide training and competencies for nurses caring for patients with CVC.

Ongoing care documentation for peripheral lines and urinary catheters (both over 70%) suggests these invasive devices are checked and documented at least daily. This is a good result. Some hospitals are only monitoring daily checks – at Bedford we are monitoring for twice daily checks.

Insertion documentation of peripheral lines and urinary catheters shows that almost a third of insertions of these invasive devices are not documented.

This area of monitoring particularly relates to A and E, AAU and Theatres where large numbers of these devices are inserted (although not exclusive to these areas). 

There are many examples of good documentation from all these areas and work pressures must be taken into account but it seems there are still staff who do not document insertion of peripheral lines or urinary catheters. Identifying individual staff is difficult.

The new FY1 Doctors and the new SPR’s and specialist grades have all been informed of the documentation of invasive devices at their inductions. The response from the senior Doctors in particular was positive and we hope this will be proven by higher compliance monitoring figures for insertion of peripheral lines and urinary catheters in the coming months.



	Insertion actions of central venous catheter: Performing all elements?
	Ongoing care of central venous catheter: Performing all elements?
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	Insertion actions of peripheral intravenous cannula: Performing all elements?
	Ongoing care of peripheral intravenous cannula? Performing all elements?
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	Insertion actions of urinary catheter: Performing all elements?
	Ongoing care of urinary catheter: Performing al elements?
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