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Forewora

All new HSC organisations have high aspirations for the fuiure; to provide the
highest quality of freatiment and care and to improve the health and wellbeing of the
local community.

The concept of safety first is an integral part of that high quality of care. To promote
safety within an organisation requires the commitment of leaders, senior managers,
teams and individuals.

This Report covers serious adverse incidents {(SAls) reported to the Department
hbetween January 2006 and March 2007. lt is being presented to HSC organisations
in the interests of promoting safety and learning, so that HSC leaders, educators,
teams and individuals can share experiences, learn and use adverse incident
reporting as a mechanism to improve organisational performance. This Report,
therefore, is about using key adverse incident scenarios to drive improvement in
health and social care. In doing so, it is recognised that in any organisation the
principles should be "what has happened" and "how can we improve" rather than
"who made the error".

A total of 309 SAls were receivéd in the reporting period. The main categories
reported relate to:

Suspected suicides;
Children’s services;
Service pressures;
Professional performance;
Medicines management;

- Security management;

Public health; and
Violence against staff.

Since commencement of the SAl system in July 2004, the total number of SAls
reported is increasing. This does not mean that care has deteriorated but rather it
suggests a willingness of individuals to report and a recognition that such systems-
approaches are part of risk management and performance improvement.

The Report contains a number of topic specific sections including, record keeping &
documentation; medicines management; communication; mental health jssues;
clinical treatment & care; recruitment & training; and children’s services to highlight
learning and to link it with recent guidance and policy documents on related topics.
The appendix contains other sources of mainly local information which aims to act as
an additional resource for HSC organisations, family practitiocners and educators.

DHSSPS
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Regardless of changes that may occur due the recrganisation of HSC bodies, the
Department is committed tc driving forward the agenda on safety and quality
improvement. Key elernents of this wili be an emphasis on:

T meiera

care;

» promoting leadership, with ownership of safety and quality throughout an

organisation,;

development of key performance indicators and service frameworks to drive

improvement; '

integration of reporting systems and implementation of specific safety

solutions; ‘

promotion of collaborative approaches © learning through facilitation and

support via the newly formed Safety Forum, and the reprioritisation of the

Clinical & Social Care Governance Support Team work programme;

incrementat change through "improvement science" techniques, building on

local, national and international interventions that are known to save lives;

» .recognising the importance of professional engagement through leadership
programmes; and

» understanding the pivotal place that patients, clients, families and carers can
play in their own health and well-being.

L0)]

e
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i

imorovernart through effective comnissicning and delivery of

v v W

v

The Department aims to promote this agenda throughout 2007/08 and beyond. Part
of this will be re-organisation of the SAl system and the more timely cascade of
regional leaming arising from adverse incidents.

S
{ Pt 5 e

Martin Bradiey Maura Briscoe
Chief Nursing Officer Director, Safety, Quality and Standards
Chair SAI Review Group
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1 Introduction

Health and Social Care is not risk free, so we must ensure that risks are
identified and managed by changing the culture, and by enhancing systems
and working practices to prevent or reduce the risk of injury or harm to
patients, clients and staif.

That is why it is important to identify and learn from all adverse evenis and
make improvements in practice, based on local and national experience and
learning derived from the analysis of such events.

This is the second annual report on the learning arising from those serious
adverse incidents (SAls) notified to the Department of Heaith, Social Services
and Public Safety (DHSSPS). The report covers the period January 2006 to
March 2007 during which a total of 309 incidents were reported.

1.2 Criteria for reporting Serious Adverse Incidents to the
DHSSPS

A serious adverse incident including a near miss is defined as those situations
where the consequences are likely to:

® be serious enough to warrant regional action to improve safety or care
within the broader Health and Sccial Care system,;

e he of major public concern; and/or

) require an independent review.

The reporting criteria for the period 06/07 was outlined in circulars HSS(PPM)
06/04", 5/05% and 02/06°. This requires HSC organisations, and family

practitioners services (via HSS Boards) to report serious adverse incidents to
the Department.

Yo e s snenl ooy Lkbssnhm-04 dog
Y hitp dhsspsnbaov.uk/hssopmdh-05.dog
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1.3 Managerment of SAls within the Depariment

Each month the Depariment’s Serious Adverse Incident Review Group meets
under the Chairmanship of the Chief Nursing Officer.  The Group’s
membership is drawn from social services, rnental health, child care and
~~nandary care, and since March 2007 ~ &s 2 oilot =xercise - has
representation from each of the four HES Boards.

Upon receipt in the Department each SAl is logged and views sought from the
relevant professional leads and policy directorates, as required. This may
result in further clarification being sought from the Trust. When all information
has heen obtained the case is considered by the SAI Review Group, regional
learning, if any, is identified and in certain cases referral is made to the
relevant policy or professional lead with a view to the issue of a professional
letter, policy, guidance or NIAC alert to the service. '

1.4 |dentification of Regional Learning

The objectives of the SAIl reporting system are to encourage an open and
learning reporting culture, acknowledging that lessons need to he shared in
order to improve service user and staff safety and apply best practice in
assessing and managing risks. [t also aims to provide feedback on high level
analysis and themes arising from reported incidents and ensure that the
service is alerted to emerging learning. :

Out of the SAls considered in this reporting period six main learning themes
emerge and are reported on more fully in the body of the report. The themes

are;

® Record keeping and documentation;
® Medicines management;

e Communication;

e Mental health issues;

® Clinical treatment and care; and

® Recruitment and training.

1.5 Levels of HSC Activity

While there were 309 reported SAls, this needs to be set in the context of
overall HSC activity. During 2005/2008, the HSC delivered levels of treatment
and care in a variety of settings®. For example, these were:

e ?00,000 accident and emergency (A&E) attendances;
® 29 million prescription items dispensed in the community;
& 1.5 million out-patient attendances;

*Source: DHSSPS
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500,000 in-patient and day cases;
: 181,000 people in contact with Social Services;
: 2,400 looked after children;
] 19,000 children referred to Social Services; and
& 1,800 children on the Child Protection Register.

With complex activity taking place on this scale, it is inevitable that some
serious adverse incidents occur.

1.6 Strategic Context

Since the statutory duty of quality was placed cn HSS Boards and HSC Trusts
in 2003, there have been significant national and local developments on
quality and safety. During 2006/07, the Regulation & Quality Improvement
Authority (RQIA) commenced its governance rewews based on two themes of
the Quality Standards in Health and Social Care® - Corporate Leadershxp &
Accountability and Safe & Effective Care. The annual compliance exercise
against controls assurance standards is now in its fourth year. Work on the
Safety First Action Plan® is substantially completed and it will be reviewed
later in the year. Completed actions include the development of Safe &
Effective key performance indicators which will assist HSC organisations in
driving forward quality improvement.

A HSC Safety Forum has been established to keep pace with international

" and national developments on patient safety. its work includes providing
support to Trusts as they implement evidence-based patient safety
interventions which demonstrate improved outcomes for patients and reduce
harm. During this reporting pericd, HSS Boards have established SAl
handling procedures in their respective areas. This helps inform Boards with
regard to meeting the statutory duty of quality on the services they
commission and also assists in strengthening accountability with Trusts on
statutory and delegated functions. The Boards also have protocols in place
with family practitioner services for the reporting of adverse events and for
onward transmission to the Department by the area Board of those events
which meet the SAl reporting criteria.

1.7 Conclusion

This report has been produced to support learning from serious adverse
incidents. |t is aimed at those who work in or manage health and social care
and at those who have an interest in improving the safety and quatity of care.

Safe and effective practice remains the top priority for health and social care
in Northern Ireland. The public have a right to expect that every effort will be

5 hito:iwww.dhsspsni.gov.ukfindex/pheaith/sgs/sqsd-standards/spsd-standards-quality-standards.htm

¢ http:/iwww.dhsspsni.gov.uk/index/phealth/sgs/sqsd-safety/sqsd_safety_safety_first.htm
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made to ensure that their care and freatment will be in accordance with best

practice and any risks minimised.

This report will be accornpanied by a workshop to cascade learning and to
discuss with MSC staff how the SAl reporting sysiem ight be improved.
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200 Setiing the Seane

An adverse incident is “any event or circumstances that could have or did
lead to harm, loss or damage fo people, property, environment of
reputation’.

This definition represents the current working definition for adverse incidents
in HSC organisations, as outlined in the Safefy First: A Framework for
Sustainable Improvement in the HPSS. 1t recognises that not all errors result
in. harm to service users and/or staff, but some do. Where an incident is
prevented, resulting in no harm this is called a “near miss”. This report

~ contains a subsection of ali adverse incidents — ie. which are classified as
serious adverse incidents and which meet the criteria contained in circulars
(PPM) 06/04, 05/05 and 02/06.

it shouid he noted that:

Adverse incidents arise in a variety of settings;

Incident reporting systems are but one method that can be used to
detect such events;

® When an incident reporting system is used, the success of it depends

on individualfteams/organisations promoting its use in the interests of
learning and sharing information;

) There are many local and national systems to which HSGC
organisations report; and
® The Department's interim SAl system is dependent on the voluntary

reporting by HSC organisations; this “regional incident reporting” tool
does not represent a complete picture of all adverse incidents
occurring in organisations either in terms of the frequency or the
severity of incidents.

In addition to the above, a number of other challenges emerge regarding the
interpretation of the data provided by HSC organisations which a reader of
this report needs to keep in mind:-

(i) the reporting system was solely designed to provide feedback on the
three criteria (as defined within the departmental circulars); therefore,
the data cannot be used for comparative purposes with other more
comprehensive local, national or international systems;

9
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(iy  from April 2008, the system requests the initial classiiication of the
incident (ie. catastrophic, major, moderate, minor, insignificant) in order
to assess the degree of harm caused to the individual service user or
the level of severity of the reported incident — it remains the
responsibility of the HSC organisation to investigate the incident fully;

(i)  the information supplied by HSC organisations is usually limited to a
one page proforma; therafore, it is not possible fo ascertain whether a
service user outcome (e.g. a death) was caused by the safety inciclent
— this is the responsibility of the HSC organisation to determine; and

(iv) an organisation which reports many incidents, does not necessarily
mean that this organisation is unsafe but rather the converse may be
frue ie. the organisation may have achieved more in terms of
supporting an open and learning culture, thus levels of reporting are
higher than other similar organisations. Equally so, an organisation
with low levels of reporting could be an unsafe organisation, as it may
not support an open reporting and learning culture.

Within the identified constraints of the system, the foilowing information on the
frequency and variation of reporting an adverse incident is supplied to
promote discussion at locaf level on whether each HSC organisation supports
an open reporting and learning culture and whether individuai organisations
are assured that staff have knowledge of existing reporting pathways.

2.2 Reporting from Health and Social Care settings

309* incidents were reported to the Department between 1 January 2006 and
31 March 2007 (*3 incidents were reported twice by different organisations
and are therefore only counted once). Due to the integrated nature of health
and social care services in Northern Ireland, the settings from which the
incidents are recorded are acute, community/social care and family
practitioner services.

10
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D Acuie

O Comr/Soc Gare
O Frim Gare

O Other

All HSS Boards and HSC Trusts reported at least one SAl. For acute and/or
mixed/community Trusts, the range was 1 - 58 per Trust within the specified time
period. -

Figure 2 sets out the origin for the reporting organisation. Just over 20% of SAls
were reported from an acute trust (almost half of these were from acute mental
health services), This would indicate that there continues to be underreporting by
acute trusts. In its latest data summary, the National Reporting and Learning
System continues to have around 70% of incidents reported from an acute/general
hospital setting’. However, the 57% overall increase in local SAl reporting suggests
an increasing commitment by HSC organisations to report SAls. This includes an
awareness in Family Practitioner Services of the value of reporting adverse
incidents.

’ Quarterly. National.Reporting.and.Learning System data summary, tssue.4: October.to December.. ...
2006 {(NPSA, 2007)
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Acute Mixed Cemim Board

Type of organisation

No firm conclusion can be drawn regarding the quality of care provided by any one
HSC Trust. This is because:
o Not all SAls may have been captured at local level,
o Not all SAls, within the remit of circulars HSS (PPM) 06/04, 05/05 and
02/06 may have been reported to the Department.

In addition, the following factors may have a bearing on the quality of care or
reporting:
o The profile of care provided by HSC Trusts varies;
o The extent of population coverage varies; and
o There is likely to be underreporting by some Trusts, especially some acute
frusts. :

In light of this it would render comparisons inappropriate at this time.

Figure 3 demonstrates that the profile of origin of organisation reporting has not
altered significantly during this period.

12
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Acute Eﬁﬁﬁx;e- Comm Board Other

2.3 Summary of lssues Reported

Of the 309 reported incidents, the following represents an overview of the type of
issue that was reported to the Department between January 2008 and March 2007.

» Almost one-third involved the death of a person. It should be noted, however,
that an SAl report, which documented a death, does not necessarily imply that
the circumstances relating to the adverse incident contributed to the cause of
death.

» Just over two-thirds of these deaths were suspected suicides®, involving
people in recent contact with HSC services.

» Almost one-fifth involved people who are or had been in receipt of children's
services. The majority relate to children absent without leave from residential
care or incidents where children in receipt of services either perpetuated a
crime or had a crime committed against them.

» Between 5% and 10% of incidents reported:

® In the absence of knowledge of an inquest verdict, these cases have been classified as "suspected

suicides” regardless of the circumstances in which the individual was reported to have been found.
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o involved service pressure issues, mainly around the non-avaitability of
appropriate specialist child & aclolescent mental health services; and
o addressed professional performance issues.

> There were a range of issues which arnounted to less than 5% of incidenis
reported. These include:

o Medication managernent issues (from primary, social care and
secondary care),

o Involvement of public health related issues eg. comrnunicable disease;

o Security management issues, including theft from, and threats against,
HSC properties; :

o Violence against HSC staff, ranging from verbal aggression and threats
to physical assault; and

o Concerns about procedural errors in the acute sector, including non-
adherence to policies and procedures.

14
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Between 1 January 2008 and Miarch 2007, there was a fotel of 308 incidents
reporied to the Depariment. Figure § shows that there has been a consistent

voluime of reports received during the 15 moaths period.

Figure 8 = Frecuency of Reporting by ionth (Juty 2004 — March 20073
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20 Record keeping and documentation is an integral part of good professional

rsctice and helps fo protect patients/clients from injury or harm by promoting:
) ¥ R

high standards of cere;

coniinuily of care;

hetter coramunication and dissermnination of infermation between mernbers
of the inter disciplinary tearns; ’

an accurate account of treatment and care planning and delivery; .

the ability to identify risks and detect problems such as changes in ihe
patient/client condition.

Relevant related guidance is documented at paragraph 3.3 and in the Appendix.

Learning arising

3.2 Issues identified by HSC organisations for learning that have arisen in this
SAl reporting period include:

Clinical records:

e}

All details in p'atien.t's/c_lien't’s notes (in'c_l_udir'l_g test results) must be dated,
timed, signed and printed before fiing. |

All records belonging to patients should have full demographic details
Where patients are receiving treatment from several specialities it should -

remain clear and recorded in the notes who is responsible for which

aspect of management.

The format of patient’s/client's and other notes should be uniform,
consistent and, where possible, combined into one set of patient’s/client’s
notes.

Al clinical contacts with the patient should be documented in the records

(including those contacts by telephone).

All appointments made/referrals should be dated and recorded in
records.

DHSSPS
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Meaniad Healite

5 When assessing a mental healih patient, the first assessment should be
documented fully and where criteria for delained admission ara not met

tha reasons for this assessment should be writtein in fuil,

» A comprehensive social history should be contained in the case file.

s The need for farmalised multi-disciplinary care plans to be a formal
integral part of care planning, pariicularly in complex mantal health
‘cases. The management of these patients can require the input of a wide
range of health and social care prbfessiona!s and carers. The specific
inputs and accountabilities should be clearly identified and documented
in the care plan; including the individual professional who is taking the

lead in the management of care.
Laboratory resulis:

o Systems should be in place to ensure a clear and permanent record is
kept of results received; date and time received; Who_ received them; to
“whom they have been communicated; and what action by a named

individua! has been taken on basis'of resulits.
Early warning systems:

o Observation charts should be standardised across the organisation and
incorporate an ‘'early warning system’ score. All staff should be trained in

the proper use and completion of observation and fluid balance charts.
Voluntary sector:

It is important to have appropriate communication and reporting systems
in relation to supply of information between Trusts and voluntary sector
organisations which provide services, with special emphasis on
admissions and readmissions, in relation to respite clients. The Trust
should ensure that case reviews have representation from the service
users' respite provider, where applicable, and minutes issued fo the

provider.

DHSSPS
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bast Oifics Proceduras

ldentity hracelets, even if soiled, should not be removed from bodias. 1
| ast Office procedures include fixing identification braceleis these should

e in addition to those already baing worn by the patient during life.

The delails on the notification of death forin should be chec ced against
e ey Dracee noh oa admission 1o the mortuary and prior to
release to an Undertaker,

In a situation where more than one body is being dealt with, preparation
of the body, including the administrative preparation at the patient’s

bedside, should be completed on one body before moving to the next

hody.

3.3  Related guidance:

¥

Inter-hospital transfer of patients and their records (CREST, August 20086).

% Use of physiological Early Warning Systems (CREST, May 2007)
% Good Managemeni, Good Records (DHSSPS, December 2004)

Sumrnary

3.4 There are a number of factors that contribute to effective record keeping.
Patient/client records should:

@

be factuai, consistent and accurate, recorded in a way that the
meaning is clear,

be recorded as soon as possible after an event has ocecurred, providing
current information on the care and condition of the patient/client;

he recorded clearly and in such a manner that the text cannot be
erased or deleted without a record of change;

be recorded in such a manner that any justifiable alterations or
additions are dated, timed and signed or clearly attributed to a named
person in an identifiable role in such a way that the original entry can
still be read clearly,

DHSSPS
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be accurately dated, timed and signed, with the signature printed
alongside the first entry where this is a written record, and attributed o
a narned person in an identifiable role for electronic records;

@ not include abbreviations, jargon, meaningless phrases, irrelevant
speculation, offensive or subjective statements;

3 be readable when photocopied or scanned.
3.5 Members of the public expect that health and social care professionals will
practice high standards of record keeping. Good record keeping is a mark of

a skilled and safe practitioner.

3.6  Systems should be in‘place to ensure that the standard of record keeping and
documentation is kept under confinuous review.

19
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I B A N S
SR

MEEHCIMES MANAGERIENT

The presciibing, supply and adminisiration of medicines are imporiant aspecis
of clinical practice.

Several errors in relation to the administration of medicines were reported as
SAls in 2006/07,

CGood pracuce indicates that where there are medication-related adverse
incidents a pharmacist should be included as part of the mvestrgatron team.

Relevant related guidance is documented at paragraph 4.5 and in the Appendix.

Learning arising

4.4

Issues identified by HSC organisations for learning that have arisen in this
SAl reporting peried include: '

There is a need for vigilance when dlspensmg “seldom used drugs”.
When these are entered onto computer systems they can sometimes
move to defauit set’ungs of more frequently used drugs To avord
dispensing the incorrect medrcme tems should be carefully read and
checked against the prescrlptron |ssued for srgnature and be aware of
similarly named drugs. '

Pharmacists in community pharmacies should bring to the prescriber’s
attention any medication the identification of which they are not sure

about or any dosage which appears inappropriate.

GPs should be aware that computerised systems, whilst improving safety

of prescribing, also introduce new risks such as ‘picking’ errors with

“similarly spelt and sounding medicines and should be vigilant against

“errors.

All doctors working in Out of Hours services should be awarée of the ready
availability of pre-filled cardiac medicines to obviate the need for a doctor

to prepare medication in an emergency situation.

Where shortages exist in certain medicines {eg. diamorphine), to

DHSSPS
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consider having usagehwarnings provided regarding alierative strengths
of praparation and o have in pl e procedures for reading labels and

dose calculation.

To ensure that there is clear cormunication of the medicine dosage 1o
the patient and that any risks associated with the medicine are

understood by the patient.

Registered homes should have a recent photograph of residents placed

~on each medication kardex to enable clear identification when staff are

adminlstellng medication. Agency staff should be accompanied by

regular staff for purposes. of |dent ficatron/venfloatmn of medi cation.

Use of Insulin — the storage and labelllng of nsulln v1als and syringes
should be accompanied by apprOprlate srgnage lnductmn tralnrng in the
use of insulin should be available for;unlor olrnscrans Two qualrf d

members of staff should check all medlcatlon for parenteral _

ad minrstratton

When usmg a syringe pump, it 1s |mportant to have regular volume
checks where patient controlled analge3|a is bemg used and proper

reoordmg of these checks
To be aware of differing strength of OpIOd patches

To raise awareness among mental health professionals of the physical
side-effects of psychotropic medication and in particular the cardiac side-

effects

To consider bespoke fraining for A&E staff on risk assessing and
providing appropriate care for patients presenting with mental health

needs

The Clinical Pharmacy Standard for medication history taking should be
adopted as a working model for charting what medication a patient is

currently taking/used, either prescribed or bought .

Patient referral letters should contain a clearly defineated ‘Medication’

section specifying,

DHSSPS
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o Al currant medication, and

o Any recommeanded medication changaes.

4.8 Relsted guidancs
= CPR2I03 - Guidance on the prascribing and supply of Warfarin Therapy
(DHSSPS, Aprit 2003)

v OPh1/04 — Use and controls of Medicines (DHSSPS, May 2004)
- HSS (WMD) 46/04 — supply of diamorphine injection (DHSSPS, December
2004) S

> HSS (MD) 08/05 — withdrawal -of Co-Proxamot Products and Interim

‘Updated Prescribing Information (BHSSPS, January 2005)

Recommendations to improve the safe use of insulin in secondary care

(DHSSPS, December 20058y Rl aT

% Guidelines on Cyclosporin (Regional Group of Specialist Medicines,

2004, Rev 20086) L e e e
Guidelines for the treatment of hyperkalaemia in adults (CREST, January

CPh 2/06 - Regional Kardex Template (June, 2008), "~ 0 '

HSS (MD) 15/06 - Ensuring Safer Practice with High Dose Ampoules of

Diamorphine and Morphine (DHSSPS, July 2008) o

Safe and Effective Use of Insulin in Secondary Care: recommendations

for treating Hyperglycaemia in adults (CREST, August 2008), :

> Newsletter - Medication Safety Today (NI Medicines Governance Team,

February 2007} S e

5 HSS(SQSD) 28/07 - NPSA Safe Medication Alerts (DHSSPS, June
2007)

LY

v

‘\ﬁ;ﬂ

v v

v

Summary

4.6 When administering medication against a prescription written manually or
electronically by a registered medical practitioner or another authorised
prescriber, the prescription should:

o be based, whenever possible, on the patient's/client's informed consent
and awareness of purpose of the treatment;

o be clearly written, typed or computer generated and be indelibie;
clearly identify the patient/client for whom the medication is intended,;
record the weight of the patient/client on the prescription sheet where the
dosage of medication is related to weight;

o clearly specify the substance to he administered, using its generic or brand
name, where appropriate, and its stated form, together with the strength,
dosage, timing, frequency of administration, start and finish dates and
route of administration; B — - i L =
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be signed and dated by the authorised prescriber,

. ot be for a substance to which the patient is known to be allergic or
otherwise unable o tolerate (all known allergies should be recorded on
Kardex);
in the case of controlled drugs, specify the dose to be taken, the dosage
form, the strength of the preparation and either the total quantity (in both
words and figures) of the preparation or the number (in both words and
figures) of dosage units. If in an out-patient or community setting, the
prescription may be hand-written or computer generated but must be
signed by the prescriber, and it must be dated.

Staff in exercising their professional accountability in the best interests of their
patient’s/clients must:

:[tb
~J

o know the therapeutic uses of the medicine to be administered, its normal
dosage, side effects, precautions and contra-indications;

o be certain of the identity of the patient/client to whom the medicine is to be
administered;

o check that the prescription, or label on medicine dispensed by a
pharmacist, is clearly printed and unambigucus;

o have considered the dosage, method of administration, reute and timing of
the administration in the context of the condition of the patient and co-
existing therapies;

» check the expiry date of the medicine to be administered;

o check that the patient/client is not allergic to the medicine before
administering it; )

e " contact the prescriber or another authorised prescriber without delay
where contra-indications to the prescribed medicine are discovered, where
the patient/client develops a reaction to the medicine, or where
assessment of the patient/client indicates the medicine is no longer
stitable;

s make a clear, accurate and immediate record of all medicine administered,
intentionally withheld or refused by the patient/client, ensuring that any
written entries and the signature are clear and legible. It is also the
individual's responsibility to ensure that a record is made when delegating
the task of administering medicine;

e clearly countersign the signature of any student who is being supervised in
the administration of medicines.

4.8 Some drug administrations can require complex calculations to ensure that
the correct volume or quantity of medication is administered. In these
situations it may be necessary for a second registrant fo check the calculation
in order to minimise the risk of error.- The use of calculators to determine the
volume or quantity of medication should not act as a substitute for arithmetical
knowledge and skill.
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Good and effective communication is one of the essentials for safe and
effective praciice. This requires the ability to share with patients and clienis
information that they want or need to know and fo do this in & way that they
can undersiand.

it is also important that nc!ailonshlps with clients are based on openness, trust
~~2 good cerarntnicaticn whicn fosiers nzitnership weorking with patients o
adda‘ess their needs.

Relevant related guidance is documented at paragraph 5.4 and in the Appendix.

Learning arising

53

Issues identified by HSC organisations for [earning that have arisen in this
SAl reporting period include:

A patient's ahility to communicate with staff should be addressed, by easy

access to a nurse call system/hand beillor other communlcatlons system.

To av01d confusing patlents w1th S|m||ar names, Out of Hours services
should consider ldentafymg oails by a unlque cail number and secondiy by
name. It should be stressed to callers the lmportance of re- contactlng
the service if for some reason they do not receive. a call back "from a GP

within a reasonable timeframe (usually no more than one hour).

Health visitors should explain the programme of visits to parents and
details of these should be recorded in the ‘Red Book'. All Health and

Social Care staff visiting homes should carry identification with them.

Overseas travellers should be provided with written information on
malaria medication, emphasising ithe need for prophylaxis to be region-
specific and highlighting the need for co-ordination of medication

according to written instructions. -

Protocols for management of clinical risky situations shotild be

developed, easily accessible in clinical areas, available in suitable

formats and included in induction (for example, the treatment of

DHSSPS
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hypeikalaermia and the use of insuling.

wWhen mental health patients are being considered for passes from
hospital, responsibility lies with staff to ensure thay get independent
feedback from families and carers regarding any concerns or views prior
to and after any pariod of leave. '

Handaver Arrangamants

o Team mermbers should be aware of challenges facing new team
members and they should be encouraged io discuss anxieties or

concerns with senior staff. Standard protocols for management of muiti-
disciplinary handovers should be developed. ' '

o Handover arrangemenis should be formalised and working practices
scrutinised to improve continuity of care by all grades of heaith and social
care staff.

54 Related Guidance

NG

Continuity of Clinical Care (Royal College of Phys:c;ans 2003).

Maintaining Good Clinical Practice (Royal Coilege of Phy5|c|ans 2004)
Health Visiting Service in NI (DHSSPS News Release July 2008)-
HSS(SQSD) 10/07 = Wammg to travel!ers who change the;r travel plans
(DHSSPS, February 2007) -

HSC(SQSD) 29/07 - Guidance on strengthening Personal & Public
Involvement in Health and Social Care (DHSSPS, September 2007)

Y ¥V

N4

Summary

5.5 Staff need to be sensitive to the content of the communication and the
situation, need to adopt approaches to the circumstances and be sensitive to
Ianguage and cultural differences, using interpreters where appropriate.

5.6 To communicate effectively requires the ability to share with patients and
clients the information that they want, in a way that they can understand and
be in a position to respond to their questions and keep them informed of the
progress of their care.

5.7 Health and Social Care records are also a tool of communication within the
team and should contain an accurate account of treatment, care planning and
delivery. These should be written wherever practicable with the involvement
of the.client.and_completed.as soon as possible. after the event has occurred.
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The record should provide clear evidence of the care planned, the decisions
made, the care delivered and the information sharad.
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The reporiing of SAls from the mental healih field make up 43% of all
incidents in the reporiing period. OFf those incidenis involving suspecied
suicides®, almost iwo thirds were male and just under haif appear in the 15-34
age group. A further quarter appears in the 45-54 age group. Around one
third were in receipt of addiction services for diug and alcohol misuse.

o
]

Figures from UK siudies suggest that one in 5 adults have a mentai disorder
and one in 10 a personality disorder'® and it is estimated that GPs spend one
third of their time on mental health issues.

6.3  Suicide trends over the last 10 years show a 27% increase in Northern freland
compared to a 9% decrease in the UK overall'.

6.4 Itis also known that mental health service users are vulnerable to a number of
potential risks. Ofien these risks are related to their own behaviour cr to the
behaviour of other patients, (such as self harm, aggression and violence} and
may be linked to their mental ilness'.

Analysis of Serious Adverse Incidents
6.5 Since the introduction of the SAl reporting system in July 2004 a significant

number arise in mental health services and the learning from these incidents
is categorised under the following headings:

® Assessment and Management of Risk;
® Trust Internal Reviews;
) Suicide and self harm.

8.5.1 Assessment and Management of Risk

An analysis of the SAls coming from the mental health and learning disability
services highlight the following areas in relation to the assessment and
management of risk:

» Prompt and proactive follow up following discharge from inpatient care;
o Access to ligature points (showers, windows, efc) in inpatient facilities;.
o Management of disengagement from services;

% 1t should be noted that in the absence of knowledge of the inquest verdict, all of these cases have
been classified as *suspected suicides” regardless of the circumstances in which the individual was
reported o have been found

10 gingleton et al 2001; Meltzer et al 19968

W i fhuawr BISTEL GOV UK

12\wfith Safety in Mind: patient safety in mental health services (NPSA, July 20U6)
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Management of alcahol misuse, sspecially with dual diagncsis;

Improving compliance with medication;

Preventing absconding, especially detained patients;
. Access fo services/assessments and waiting times;
s Mechanisms to decrease risk to staff from assault;
increased staff awarenessfiraining to encourage identification of specific
well known risk factors and their management. This should include that
clients may be appropiiately deemed low risk, with future adverse
outcomes not reasonzbly predictable, and the need for staff support if
things go wrong;
» Adequate provision for under 18 year olds.

©

6.5.2 TrustInternal Reviews

As part of the follow-up of Serious Adverse Incidents, Trusts on occasion, are
asked for copies of their Internal Review Reports by the Department. These
internal Review Reports are considered in refation to:

)] Method of Review

Membership of Review Team — multi-disciplinary.

Formal Multi-Disciplinary Review meeting(s).

Use of independent Chair from outside Directorate/Programme.

Service user, carer, or advocate involvermnent and participation.

Specific reports requested and provided by clinicians.

A structured information gathering process including one-to-one
interviewing.

e © & © & &

(i) Content of Report

o Clear information about the incident addressing gaps or outstanding
issues. : _

Timeline including contact with professionals.

Identification of critical issues and contributing factors.

Analysis of issues and factors. -

Recommendations and action plan (inciudes cases were recommendation

is that no action be taken).

o Review of implementation of actions. ‘

« Staff support considered (not staff being commended or thanked).

e & © o

The vast majority of Internal Review Reports had evidence of a multi-
disciplinary approach with formal Multi-Disciplinary Review Meetings taking
place, contained clear information about the incident including a timefine,
identified critical issues/contributory factors, and contained an analysis and
recommendations.

However in less than a third of the Reports was there evidence of an
ndependent Chair, involvement of a service user, carer or advocate, provision
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of reports by clinicians or use of individual one-to-cne interviews, & review of
irmplermentation of zciions or provision of stefi support.

The internal Trust Review Reports also ralsed the following thermnes:

Provision for under 18 vear olds adimitted to adult wards.
Services for people with subsiance misuse problems, in particular alcohol
rnisuse and dual diegnosis.
lmproving assessment and management of risk, both to self and others,
with particular focus on sometimes risk factors being identified but not
managed prior fo ‘inevitable’ incident. ,

» Improving comimunication including around assessment, follove-up and
prescribing of psychiatric medication. '

» Improving compliance with medication.

s Clients often viewed as low risk on last contact.

o Preventing disengagement from services. .

o Potential of involving family and carers to promote compliance with
medication or attendance at outpatient appointments, etc.

o Considering bereavement as significant risk factor.

6.5.3 Suicide and Self Harm

“Not all suicides or incidents of self harm are preventable, however there is a
danger in going from recognising risk in patients as a whole to accepting the
inevitability of individual deaths. The National Confidential Inquiry into Suicide
and Homicide (NCISH) by People with Mental lliness (England and Wales)
2006" suggests that virtually all in-patient suicides could be seen as
preventable, unlike suicide in the community where supervision is less
immediate. :

In this reporting period, from those SAls involving suspected suicides, over
one third died from hanging (mostly in their own home), one tenth drowned
and one tenth overdosed. Where information was available on the last
contact with mental health services, just over 80% had been in contact with
health and social care two months prior to their death and haif of these within
two weeks of their suicide.

A Regional Steering Group on the Assessment and Management of Risk in
Mental Health Services has been established by the Department. its aim is to
improve risk assessment and management for generic aduit mental health
services by developing appropriate local standards and supporting their
implementation by provision of training.

3w oy rnedicing. manahestsr, 2o uidsuicidenrevention/noiilseiulfayoidails dealiis. el
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Felevani related guidance i decumented at peragraph 8.7 and inthe Appendb.

[ T e T
LNy ER1 i TRy
JASUaUng SREENy

oo
P

When considering the [earming from incidents of suicide and self harm in this
SAl reporiing period the following has amerged:
ihe need to listen to relatives’ views and forming a partership with
families and carers in the planning and delivery of the patient/client’s
freatment;
tha naad o astablish congistency 2across HSC units on risk
assessment and subsequent management (eg the use of special
observation and the ratio of qualified to unqualified staff);

6 tef drive . forward improﬁements_. in pre'ejtice__,_.including through the
setting of .standarde (eg ~how to manage Do Not -Attends.'
Documented assessment of comr_nun_itylfamﬂy_ epppoﬂ structures);

> the need to adopt a standard approach to'-c_onducﬁng .a.n' incident
rewew SO that the report :eflects the learhing wHich has taken piace
_and that it has been conducted in fine W|th Mental Health Commlssmn
guldance 4 and has the reqUIred mdependence and objectivity;

° the need to be mmdful of treating the phy5|oal wellbeing of someone
‘with mental health issues and the implications of medicating for a
variety of conditions (see Section 4); _

e the need to offer appropriate training to staff — to refresh skills and to
change the cuiture (see Section 8);

0 to effectively manage transitions (eg interface from acute to
community; from young persons to adult services and between mental

health and other service, such as childcare).

8.7 Related Guidance

+»  Discharge from Hospital of Mentally Disordered People, (DHSSPS,
16986, rev. 2004}

% SAN (NI} 98/53 — Curtain Tracks ~ Paints of Ligature (Heaith Estaies,
September 1998)

¥ htip ey

chaspeni.gov.ukdm aho nyldance o moh toring. Untoward evenis.pdl
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LHJKE}{E: - Mational Confidential
andd homicide by people with

4"1{3‘}
f 00761 ~ Cubloal curtain track rails (ant ligat
Eatate & 20073
P A8GS0 ,} /()f - HEC Regional Template and Guidancs for
incident Review Reporis (DHSSPS, i%cgmm*m 2007}

Summary

6.8 Not all deaths from suicide are preventabie; however, much can be done to
reduce risks. Mental health services should have suicide prevention strategies
in place and monitor their implementation. Individual assessment of suicide
risk needs to be undertaken for all patients entering the service, particularly
those who have attempted suicide or who have self harmed in the past and
are expressing suicidal feelings.

6.9 Patients at particuiar risk are those who are substance abusers and have a
mental illness — dual diagnosis patients. Provision for dual diagnesis patients
should be central to provision of mental health services and should include
staff training in substance misuse management, joint working with drug and
alcohol teams, local clinical leadership and enhanced supervision for those
with a severe mental iliness and a destabilising substance misuse probiem.

6.10 Fundamentally staff must develop therapeutic relationships with service users,
in which clients who feel suicidal or wish to self harm can talk openly about
how they feel and develop strategies together with staff about how to manage
self harm feelings and behaviours.

DHSSPS
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This theme covers & range of issues relaiing to the care and management of
patients and clients. Pracitioners must keep their knowledge and skills up io
date throughout their working lives and should be familiar with relevant
guidelines and developrnents that affect practice. Participation in educational
activities that maintain and further develop cornpatence and penormance are
essential.

Relevant related guidance is documented at paragraph 7.3 and in the Appendix.

Laarning arising

7.2

S S

DHSSPS

issues identified by HSC organisations for fearning that have arisen in this
SA reporting period include:

e Flmd Management Current gurdellnes on the admlnistratlon of fluids
_should be avallable |n all departments where ch||dren are cared for.

' Hypotonlc sod|um contammg flu1ds should not be routmely stored inall

areas, They should be kept locked away in deS|gnated areas suoh as
Pharmacy and HDU. Paedlatrlc Teams should work 1o standard|se Fluid

Management Records for both preson_bmg and administration.

Management of chest pain in A&E - Trusts should have a protocol in
place for the investigatio_n and management of patients presenting in
A&E with chest pain. Consideration should be given to a check list
proforma completed to assist with diagnosis and appropriate referral.

Use of blood products — Staff should be aware.of the procedures
relating to transfer of blood products from storage to theatre or wards and
the importance of using cool boxes to ensure administration to the patient

at the correct temperature.

Jaundice in new born babies — There is a need to be able to identify
and be increasingly vigilant about recognition and management of early,

prolonged and late onset of jaundice and bleeding in the newborn.

o Antenatal care of women — HIV positive results should be forwarded in
. héwamoopy To the patient's Obstetric Consultant-and-the- AAMBHLEad et
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WMichwife for screening. There should be prompt filing of hard copy resuils
into recorda. A full range of booking bioods should be taken on
unbooked admissions and the tabs should ba informed that these

samples ba fast-tracked.

Postnatal care of women — To be particularly vigilant in the
managerent and recognition of sepsis; post-partum haemorrhage; pre-
eclampsialeclampsia; and pulmonary embolisim or deep venous

thrombosis,

Paediatrics patients presenting to A&E with severe headache - (i)
patients (especially those with severe symptoms and signs) require a
written drﬁ‘erenttat dragnosrs oovenng the most Irkely and most severe
possrbllrttes and a management plan; (i) an znconsrstency in
presentat|on or expected clrnrcat course should prompt further
reassessment and snvestlgatron (m) all paedlatrrc pattents wrth htgh risk

headaches (unusuai pattern neurologlcal signs, severe symptoms)

' shoutd recerve an urgent CT bram scan (i) atl paed|atnc patrents wrth a

neurotogrcat iliness admitted for observatron should have regular
neurologlcal observations using an agenappropnate sptlt GCS scale to
detect subtle changes — not srmply a_.s;ngle number. . This' soale is
available from the paediatric neurosurgical ward at the Royal Belfast
Hospital for Sick Children; (v) ali paediatric patients with high-risk
headaches (as at (iii) above) should be admitted to an inpatient unit and
not discharged until symptoms resolve and the diaghosts is clear; and (vi)
all medical and nursing staff caring for children should be familiar with the
current best evidence for the treatment of paediatric migraine and its
differential diagnosis, '

Shoulder dystocia in newborns — To be aware of studies and good
practice in this area.

Laboratory processing of blood samples for STl screen and
confirmation of results - The importance of confirmatory testing, and
proactive follow-up when a potential mismatch has occurred between the

initial and confirmatory test on blood samples for HIV. Learning identified

DHSSPS
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ncludes:

{he potential for enhancement nf record keeping, and a systern 1o
improve traceability, to identify the individuals who took the
specific blood samples from the patien,

3 proaciive face 1o face communication and follow-up with the
patient; and

»  early use of "identity matching” technique on both the initiat and
sonfirmatory blood samples to give focus o where the
invastigation should concentrate its efforts when considering a

recall of other patients or mapping laboratory processes.

» Bedrails — when in use, bed rails should be fully engaged and correctly

re-engaged after every patient intervention.

7.3  Related guidance

v

Focus Group Sheulder Dystocia: In: Qonfidentiai Enguiries into Stillbirths
and Deaths in Infancy. Fifth annual report. London: Maternal and Child
Research Consortium; 1998, P.73-9. N S

Guidelines — Better use ‘of ‘Blood in NI (CREST, January 2001 -
currently under revisjon). - S T T A
Wallchart — Any child réceiving prescribed fluids “is at risk of
Hyponatraemia (DHSSPS, April 2002) B R

Webb S, Bonell, Lindsay K. the investigation of acute severe headache
suggestive of probable subarachnoid haemorrhage; a hospital-based

study. Brit J Neurosurg 2003: 17(6):580-584.

Hinshaw K. Shoulder Dystocia. In: Jehanson, Cox C, Grady K, Howell C,
Editors. Managing obstetric emergencies and trauma: the MOET course
manual, London: RCOG press: 2003. P.185-74.

HSS(MD) 06/03 — Better Blood Transfusion; Appropriate Use of Blood
(DHSSPS, March 2003)

Finichel G. Headache, In: Fenichel G, editor, Clinical paediafric
neurology. 5" ed. Philadelphia: Elsevier Saunders, 2005:77-90.

Royal College of Obstetricians and Gnaecologists, guideline No.42,
December 2005, Shoulder Dystocia.
Serious Hazard of Transfusion Report (Annual Report, 2006}

.g';_i_i‘g}r!:’\w.wshctuk.cmiS'ﬁ'D?%Qﬁr@matﬁo?ﬁ?@[}ﬁ‘odf

Goadsby P. Recent advances in the diagnosis and management of
migraine. Brid Med J 2006; 332:25-29.

o S tOT OF HYpONatTaSia- - S hildren-{DHS SRS, Aptil. 2006)

DHSSPS
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S8, Novernber

I - N Guidalines
Pos sl Care of HIV positive women and management of the HIY
exposed infant (DHSSPS, July 2006}

s HE0 BUS Usl of

3OS0 20/07 - NPSA Patient Safety Alert 22: Reducing the |

Hyponatraemia when Administering Infravenous Infusions 1o Children
(DHSEPS, Aprit 2007)

> HSCISQSD) 21/2007 — National Patient Safely Agency: Siips, Trips and
Falle in Hospital (PRO 3) (DHSSPS, May 2007) '

¥ HSC(8QSD) 22/2007 — National Patient Safety Agency. Safer Fraclice
Notice 17; Using Bedrails Safely and Fffactively (DHSSPS, May 2007)

> HSC {SQSD) 30/07 - National Patient Safety Agency: Safer Praciice
Notice: "Right Patient, Right Blood” (DHSSPS, June 2007)

» Guidelines on blood transfusion - British Committee for Standards in
Haematology (BCSH) ' L P :

bt fere boshquidelines.comiputlishedHO. aso?=Rlood %20 T rensiusion &status= '

Summary

7.4 HSC staff have a responsibility to deliver care based on current evidence,
best practice and where applicable, validated research when it is available.

7.5  Inasystem as large as health and social care, accidents and incidents can be
repeated over and over in different parts of the system unless information is
shared and common lessons learnt,

7.6 Individuals and teams need to assess the quality of the care they provide,
using a combination of clinical outcomes, data and measures of patient’s or
client's experiences. Reflect on this experience, including hoth successes
and failures, and apply the lessons learnt.
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%4  Ermployers have a duty to protect ihe public by ensuring that newly recruited
siaff are zble to underiake the work they are employed to do. Where
registration with & regulatory body is required the employer must check with
that body the practitioner's current registration status and take up all
appropriate references in relation to previous employment.

i}
oo

In- addition the employer must ensure that all pre-employrent checks have
been satisfactorily carried out including Protection of Vuinerable Children and
Aduli (POCVA) checks and occupational health assessment.

8.3 New employees should have:

- a thorough induction into their area of work;

- training and supervision where necessary;

- mentoring,

- ongoing access to professional development;

- clinical supervision.

8.4 Getting the recruitment and initial emptoyment process right is the first line of
- defence in protecting the public. ,

Relevant related guidance is documented at paragraph 8.6 and in the Appendix.
Learning arising

8.5 Issues identified by HSC organisations for fearning that have arisen in this
SAl reporting period include: '

Recruitment

e Forms for pre-employment checks should ask for any previous addresses
outside the UK or ROI.

o Trusts to be assured that empioyment agencies used in the provision of

staff, carry out the requisite employmeht]registration checks.
Induction

s All newly appointed staff, whether substantive or locum should be given a

formal induction programme.

o Dealing with emergencies should be included in induction training.

36
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Al funlor medical staff should receive a structured induction process
regardiess of the time of year employment comimences,

s Systems should be in place to ensure focurns are familiar with Trust
protocols and guidelines.

Dealing with Emergencies

s There should be clear procedures on the management of emergencies

occurring within HSC premises.

o In the event of an environmental incident, A&E Departments should follow
appropriate procedures, which includes contact with the Public Health
Depariment of the area HSS Board (so that it can involve other local,

agencies as necessary)..

s In case of a medical emergency, dental practice staff should have up-to-
date life support training and an emergency drug kit which should be
regularly checked and replenished. ' DU '

Primary Care

o All doctors working in Out of Hours service (including those frorh non-UK
countries) should underiake pre-hospital life support &training in accordance
with UK guidelines.

Surgery

& When junior staff are being supervised it is important that the supervisor is
satisfied that they are competent to undertake the task. Senior surgical

staff need to be aware of their responsibilities for supervising junior staff.
Medical Equipment |

e Staff should not use any surgical device or equipment unless they know

how to do so.
Mentoring

o Staff should be encouraged to seek help and advice from senior suitably

qualified colleagues in dealing with unfamiliar procedures.
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Ganeral Tralning lssues

No one should perform a procadure that ihey are not familiar with Ll they

hava recaived suitable instruction frora a practitioner with experience.

2.8 Felated Guidanss

Choosing o Protect (DHSSPS, April 2005} - Form POCYARND 3 Service
Cheok, as amendad {current version February 20075 ‘

» Report on induction Processes for Medical Staff in the HPSS (DHSSPS,
August 2006) L o - _ '

w HSS(TCB) 8/2006 - Interim Arrangements for the Appraisal of Locum
Doctors in HPSS Trusts and Boards (DHSSPS, October 2006)

. Tood Medical Prosedure — General Medical Council, 2006 ‘

» ONOJ01/2007 —~ Reminder of the importance to undertake comprehensive
pre-employment checks on nurses and midwives (DHSSPS, August 2007)

8.7 Al employees should receive regular performance appraisals (at least
annually) during which their training needs should be identified. Employers
have a responsibility to recognise and reinforce good performance, or to take
steps to identify and deal with poor performance.

8.8 If an aspect of practice is beyond the level of competence of the practitioner
or-outside their area of professional practice, then they must obtain help and
supervision from a competent practitioner until the individual and the employer
consider that the practitioner has acquired the requisite knowledge and skill.

38

DHSSPS
330-071-038




9.1

CHILDREN'S SERVICES

The reporting of SAl incidents in relation to children’s setvices make up one-
fifth of the total SAls received in the reporting period. SAl reporis received
during this period covered the following:

children absconding fror residential care,

perpetration of criminal damage while in residential care,

allegations of sexual activity between residents,

deaths - including suspected suicides of children under 18 years, some of
whom had previous involvement with social services, and

s non-compliance with child protection policies and procedures.

e © © @

Key Themes

Child Protection

9.2

9.3

Of the SAI child protection reports received, a Case Management Review
(CMR) to establish what learning, if any, can be identified and disseminated
regionally was considered in four of the reports (in line with Chapter 10 of Co-
operating to Safeguard Children). At this stage, the Department has been
notified that the Area Child Protection Committees have agreed the
commencement of at least one CMR; with internal reviews underway in the
three other cases. Gonsequently regional learning from these CMR/reviews
has not yet been identified but wilt be taken forward once available.

In view of the challenges presented by the increase in the number of potential
CMRs the Department is currently reviewing the CMR process as currently
operated. However, any new proposals will contain a focus on learning and in
particular dissemination of regional learning.

Children Absconding from Residential Care and those with Challenging

9.4

Behaviour

The majority of SAl reports received were related to the absconding of
children from residential care and in particular a problem with persistent
absconding regarding children in this category was identified within one Trust
area.

DHSSPS
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0.6

The Department has corrasponded with the relevant Trust seeking an urgent
review of the cases involved and reassurance that all appropriate strategies
and risk management praciices have been brought o bear in the cases
identified. The Departrment has sought the submission of a report which will
contribute to the regional learning and development strategy for residential
child care staff.

The Department launched a consultation document entitled Care Matters NI
Building a Bridge to a Better Future™ in March 2007. This document looks &t
how best we can look at a range of preventative services designed to help
children and their families stay together and to improve the experience and
the outcomes of children who come into care, through improvements in
health, education, career and recreational opportunities. The strategy
sosnowledges ihat mesting the neads of children in residential care is a
complex process that places demands and pressures on residential staff and
makes proposals for actions/outcomes required to achieve the vision for
improvements in residential child care. Likewise, the Children Matter Task
Force has commissioned a regional review of residential child care focusing
on care planning and the strengthening of safeguarding arrangements
through the development of a workforce strategy and a range of policies and
procedures designed to improve the management of challenging behaviour in
line with best practice, standards and guidance.

Interface with Juvenile Justice Cenire

9.7

In order to address concerns about the number of young people being
admitted to the Juvenile Justice Centre from care the Chief Social Services
Officer issued a letter on 11™ September 2006 asking that all such
placements be reported as serious adverse incidents. From September 2006
to March 2007, a number of SAl reports continue to be received in relation to
this issue. The Department will continue to monitor the submission of SAls in
this regard.

Process Issues

9.8

While more timely reporting of incidents when they occur and adherence o
the Departmental SAl circular is acknowledged, the following issues have
been identified as requiring further attention:

o there are issues regarding the lack of information provided on the initial
SAl reporting form, for example in the case of a persistent absconder from

DHSSPS
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residential care, as this could reduce the amount of follow-up work
needed; and

the length of time if takes to obtain additional information on individual
SAls, as this can prevent case and regional learning being identified
sooner. '

9.9  The Department will be reviewing how these areas could be improved and will
have further discussions within the Department and with key stakeholders on
the management of SAls and the responsibility for seeking additional
information with a view to further strearlining the process.

DHSSPS

41

330-071-041




SECTION 10

CONCLUSION — THE WAY FORWARD

The Department is encouraged by the willingness of HSC organisations and family

practitioner services to promote adverse incident reporting and a culture of-learning
within their environments.

Working closely with HSC colleagues, a number of projects have been completed or
are nearing completion. These developments will further enhance the safety and
quality of services.

In relation to mental health and learning disability services, there has been the
astablishment of the Mental Health & Learning Disability Board. This body will act as
a champion for patients and clients and will be a driving force in delivering reforms
through the Bamford recommendations. Complementary to this will be the outcome
from the Regional Steering Group on the Assessment and Management of Risk to
produce local standards for the improvement of risk assessment and management
for generic adult mental health services. Such standards will also be developed for
other mental health and leaming disability services.

A model for an incident review template has been developed in order to
standardise the format of reports and to piace an emphasis on the learning arising
from an adverse incident or near miss. Work on Phases 2 & 3 of the Patient/Client
Safety project is concluding. This will produce & minimum dataset for incident
reporting and will standardise coding and definitions of incidents.

Details on incidents/near misses involving medical devices and equipment
continue to be reported to the NI Adverse Incident Centre for collation and further
investigation, where appropriate. The learning from these is the subject of a
separate annual report produced by Health Estates.

It is acknowledged that HSC organisations have to report incidents/near misses to a
wide range of bodies, depending on the nature of the incident. This can often lead to
confusion and duplication for the HSC as reporting systems can serve different
purposes and may have different specialist audiences. An exercise has taken place
to map these reporiing lines; and algorithms will be developed in order to raise
awareness and promote clarity of reporting within the HSC. It is hoped this work will
facilitate a streamlined approach to incident/near miss reporting under new RPA
structures. :

During 2006/07, the first clinical and social care governance reviews were
underiaken by the Regulation & Quaiity Improvement Authority (RQIA). In the first
year the focus was on two themes from the Quality Standards for Health and Social
Gare — namely, Corporate Leadership & Accountability of Organisations and Safe &
~ Effective Care. In the latter theme, organisations’ procedures for the prevention,
e TG COMMUNICation-and-learning- from-adverse-incidents/near.misses.were
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considered. Any gaps identified by RQIA will have to be addressed by the individual
arganisation through an improvement plan which will be subject to indepsndent
maonitoring.

The National Patient Safefy Agency (NPSA) has undergone significant change in
the last year with a remodelled National Reporting and Learning System (NRLS) and
an extended programme of work. The National Institute for Health and Clinical
Excellence (MICE) is also involved in the developrment of safety solutions. Further
work will be done in 2007/08 to align Safety & Quality policy, systems and

processes. A significant part of this will be through further development of the Safety
Forum to support HSC organisations and promote shared learning in taking forward
patient/client safety interventions. Linked to this will be the publication of key
performance indicators for Safe & Effective Care to assist HSC bodies fo improve
the care provided for patients/clients within each organisation. -
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Document Description / Title lesuad By Date of T
No {ssue B
Renort into Coronary / cafl | NCEPOD [ 2004/05
Standards for the Inspection of Child Protection Ssi 2004
Guidance Guidelines for Control of Infection in Dental Practice Dental 2004
PELIOAGT SARS Contingency Planning: Requirements for Health 23/01104
Segregation Rooms in all A&E Departments and Minor | Estates
Injuries Units .
Guidance note- Implementing the Equality Goced. RS & PSD 02/02/04
Practice Reviews on
Access to Information
The Handling of Complaints
Service User Involvement
Promoting positive Staff Attitudes to Diversity
HSS Prescribing Incentive Scheme Boards/Practice IPAs PCD Draft-Feb
(PCDY1/2004 | 2004/05 2004
HEG (MDD} Atypical Antipsychotic Drugs and Stroke CMO's Office | 09/03/04
0804 )
HES (MDY HSS(MD)7/04 PARCXETINE (SEROXAT) Reminder fo CMO's Office | 11/03/04
07104 use the recommended dose
HSS (GEN1) | Campaign to stop violence against staff working in the HRD 16/03/04
1/2004 HPSS -
. Recording and reporting incidents
HES (D) Protecting the blood supply from variant CJD: deferral | CMO's Office 19/03/04
; of donors who have received a biood transfusion
FEL(04104 Standards for Space Around the Acute Bed in Wards Health April 2004
and Acute Single Rooms in Hospitals Estates .
HES Hal Guidance On Antenatal Care - Routine Care For CMO’s Office | 01/04/04
g3/a4 Healthy Pregnant Women
HSS (ML) Good Practice In Consent — Regional Forms And CMO's Office | 02/04/04
Guides
ASINZS 4360: 2004 - Risk Management PPMD 02/04/04
g B3
HES (WMEN Anti-D Prophylaxis For Riesus D Negative Women CMO's Office | 08/04/04
13404
HES G4 Hospital Services For The Acutely lll Child In Northern CMO’s Office | 14/04/04
14/04 Irefand Report Of A Working Group 1999
HES (MDy | Health For All Children {HALL 4) CMO's Office | 15/04/04
100G e ; : o e
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Doeument Zaegdoilon [Tle tamyad By
i fseus
Discharge from hospital and the continuing care in the | MH & DSD vay 2004
cormmunity of people with a mentzl disorder who could
represent a risk of serious physical harm to themselves
or others
Reducing the risk of exposure of patients to the agent CMO's Office | 17/05/04
of CJD through braln hiopsy proceduyes
Use and Controls of iMedicings CPO's Office | 28/05/04
i Incident Involving A Gastroscope At Lagan Valley CMO's Office | 01/06/04
Hospital
HSS Performers List Regulations PCD 02/06/04
(PCD)712004
Harley Street Wellman Clinic, 57 Harley Street, London CMiO's Office | 03/08/04
W1G 8QS
Decontarination Of Endoscopes CMO’s Office | 15/06/04
HES ’?fi b Update On Decontamination Of Endoscopes CMO's Office | 21/08/04 .
21104
PELICAVTS Health Estates Decontamination Testing Service Health Estate | 22/06//04
HES PPV Reporting and follow-up on serious adverse mcrdents PPMD Q7/07/04
0604 interim guidance
CPh2/04 Northern Ireland Guidelines On Substitution Treatment | CPO's Office | 22/06/04
Fer Opiate Dependence
HES (PP Governance In The HPSS: Controls Assurance PPMD 05/08f04
812004 (Word | Standards — Update
442 KB
HES (DY Improving nfusion Device Safety CMQ's Office | 05/08/04
25104
Guidance Decontamination of re-usable medical devices Dental 05/08/04
HSS (MD) Protecting the breathing circuit in anaesthesia - CMO's Office | 12/08/04
26104 Summary and Conclusions
Drug and Substance misuse in Mental Healthcare MH & DSD Sept 2004
Settings — Guidance for Service Providers
HES by Variant Creutzfeldt-Jakob Disease (vCJD) And Plasma | CMO’s Office | 21/09/04
28404 Products
HSS (M) Meodified Pneumoccocal Immunisation CMO's Office | 21/09/04
30004 Recommendations For Patients With Cochlear
Implants
HES /D REFECOXIB (Vioxx/VioxxAcute - Withdrawal Due To CMCO's Office | 01/10/04
Wﬁzi Increased Risk Of Thrombotic Events -
Guidance Guidance on drug and substance misuse in mental MH & DSD 16/10/04
Dogument health care settings and guidance on discharge from
psychiatric or learning disability hospital and the
continuing care in the community of people with a
mental disorder who could represent a risk of serious
physical harm to themselves or others
PELIBAI0Y Supplement 1 Crash Call Number Health Estate | 28/10/04
Draft Standards: Approved Social Workers S8l Nov 2004
Gu1dance Consent for School Dentat Screenings Dental 01/11/04
18 Updated Prescribing Advice On The Effect Of Depo- CMO's Office | 18/11/04
Provera Contraception On Bones
Good Management, Good Records (DHSSPS) P &CSD Dec 2004
j hitn fewrw dhespsnboov ik/dhs-goodmanagement. pdf
Safety Of Selective Serotonin Reuptake [nhibitor CMO's Office | 06/12/04
Antidepressants
HESHet isclation-Rooms—Best-Practice-Staridards-for-Gapital CMOs.Office-|-30/12/04
f
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Planning (includes report on Isolation Roorns)

Advice On The Use Of Celecaxib And Other Seteciive
COX-2 Inhibitors [n Light Of Concerns About
Cardiovascular Safety

CiviO’s Office

21/12/04

Withdraws! Of Pregestimil® By Mead Johnson
Mutritionals

CMQ's Office

22/12/04

Guidance on Decontarination of reusable medical
devices in General Dental Practice

Dental

2212104

Supply of Diamorphine Injection

CMQO’s Office

29/M12/04

NCEPOD

2005

Adverse Incident Reports

HEALTH
ESTATES

2005

Choosing 1o Profect — A Guide to Using the Protection
of Children, [POC (NI)] Service, DHSSPS

2005 |

Choosing to Protect — A Guide to Using the Protection
of Vulnerable Adults, Northern Ireland [POVA (N1)]
Service, {DHSSPS)

2005

Care Standards for Northern Ireland (draft), 2004-05,
including draft standards for:
o  Child Minding
Children’s Homes
Creches
Day Care Centres
Domiciliary Care Agencies
Fostering Agencies
Full Day Care
Independent Health Care
Nursing Agencies
Nursing Homes
Out of School Care
Pre-School Session Care
Regulation of Early Years by HPSS Trusts
Residentiai Family Centres
Residential Homes

@ 0o ®© & & © © © © ° o 0 < ©

Draft standards available on
www,dhsspsni.gov.uk/governance-careconsultation

PPMD

2005

HSS

General Ophthalmic Services- Payments or continuing
Education and Training (CET)

PCD

(PCD)11/2005

Pathway of Care for Patients With Brucellosis

CMOQ's Office

06/01/05

Drug Alert/Medicines Recall - Bendrofiuazde 2.5mg
Tableis

CMO’s. Office

28/01/05

Withdrawal Of Co-Proxamol Products and Interim
Updated Prescribing Information

CMO's Ofjice

31/01/05

Estate Briefing Number 8 PEL{05)62 Enslostre

Health
Estates

Feb 2005

DHSSPS

CMO’s Office

03/02/05

|-Strattera-(Atoroxetine)-?-Risk-of Hepatic.Disorders.....if..
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Dezeription f e lsguzd By Detz of
isgue
Updated Advice on the Safety of Selective COX-2 CMOQ’s Office | 21/02/05
{nhibitors
Publications CD-ROM lssue 2 Health Mar 2005
Estaies
LAOED Audit Scottand: Hospital Cleaning & Mationat Audit Heaith 21/03/05
Office for Wales: The Management and Delivery of Estates
Hospital Cleaning Services in Wales
Influenza Pandemic Contingency Plan CMOQ's Office | 02/03/05
= :!. ) .
CCPD 1/05 CCPD 16/03/05
Supplemeand
HES DY Guideline - Management of Minor Head Injury in CMO's Office | 23/03/05
1108 Children
D560-05 Managed clinical networks: the way forward SCB 14/04/05
FELIOSINE Publications CD-ROM Issue 3 Health Apr2005
- Estates
HES W Update on Appraisal and Revalidation CMQ’s Office | 18/04/05
14/08
HEZ ( ECCLY | Intermediate Care ECCD 26/04/05
212005
HES i Standards for Newborn Bloodspot Screening CMOQ's Office | 29/04/05
16H05
HSS D Acute iliness in Children - New Training DVD CMOQ’s Office | 29/04/05
12105
H3B (MDY Publication of Revised Guidance on Transmissible | CMO's Office | 13/05/05
17105 Spongiform Encephalopathy Agents: Safe Working and :
the Prevention of Infection
PEL(06100 Firecode: Fire Practice Note11 Reducing Unwanted Health Jun 2005
Fire Signals in Healthcare Premises _ Estates
HES (D) Correct Site Surgery — Pre-operative Marking and CMO’s Office | 07/06/05
18405 Verification Checklists
HSS (P Reporting of Sérious Adverse incidents within the PPMD 10/06/05
505 HPSS
HSS (PCD) GOS (New arrangements for mobile optical services PCD 156/06/056
7/2005 and direct referral of patients to hospital)
HES (8D Good Practice in Consent - European Court of Human | DCMO's 15/06/05
204685 Rights Ruling Qffice
Hag Safety Alert - Prescribing, Supply and Administration of | CMO’s Office | 25/07/05
22168 Certain Medicines
| HSS(MD) Evaluaton Of Medical Avoraisal Svstems In HPSE CMO’s Office | 28/06/05
23/05 Organisations
Completion Instructions for Boards
Complation Inslrections for Trusis
-Board Question
HES (Al Exclusion of Femoral Heads From Living Donors - CMOQ's Office | 29/08/05
24105 vCJD Prarn:n('innc-
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Gooument Dageriplion { Tius iseed Ry Tnie of
Mg lssue
FISS (MD) Chnann o o RO Ysechmtiun Froans s CMO’s Office | 15/07/05
25/05
Lollow e failer
Cardiovascular Safety on NSAIDs - Review of CMO's Office | 03/08/05
Evidence
The Use of Infra-Red Operated Water Taps Health 08/08/05
Estales
HFN 30: Infection Cantrol in the Built Environment Health 08/08/05
Estates
Discontinuation of the Volumatic Spacer Device - CRO's Office | 16/08/05
Important New information
The Health and Personal Social Services Nursing & 25/08/05
(Primary Medical Services) (Miscellaneous Midwifery
Amendments) Regulations (Northern Ireland ) Advisory
2005 Group
HES (MER Commencement Of The Newborn Hearing Screening CMO's Office | 16/09/05
29105 Programme
H3G (BAln Good Practice in Consent - Student Health CMO's Office | 19/09/05
Professionals
New Evidence On The Risk Of Suicidal Thoughts Or CMO's Office | 30/09/05
Behaviours With Strattera (Atomoxetine)
Massage from Profassor G Dl re Shellers
{slomoxetinel
Cuestions and Angwars
TPELIOBYIZ Cleanliness Maiters - A Regional Strategy for Heaith 12/10/05
jmproving the Standard of Environmental Cleanliness Esfates
' in HSS Trusts
HES (MDY Avian Influenza and Pandemic Influenza CMOQ's Office | 21/10/05
22435
DREI0H Information for the Public and Health Professionals on | CMO's Office Oct 2005
Pandemic Influenza
Guidance Mantainng bion Profassions) Standards n the Moderm | HRD Nov 05
HBSS - A Framework for the Handling on Concers
shout Doctars and Dentist in the HPSS
HAS (DY National Patient Safety Agency -Patient Safety CMO's Cffice | 01/11/05
34465 Observatory Repart And Bulletin
Re-Write of Safe Disposal of Clinical Waste - Health Nov 2005
PELIGS 14 Consuitation Draft 'Safe Management and Disposal of | Estates
Healthcare Waste'
Multiprofessional Integrated Care Pathway for CMO's Office | 18/11/05
PSS (M Meningitis & Septicaemia in Children
33108
BEHSO - Mullbrofessional Care Patlway .
HSS (MO Recal! Women for Breast Cancer Assessment CMO's Office | 21/11/05
3;‘“;‘“}!‘
PELIGETD Hine Raview of Endoscope Decontamination: Rinse Health 28/11/05
Water Testing PEL{05)01 Publications CD-ROM lssue Estates
2
Mialntaining Hiah Professional Standards in the Modern | HRD 30/11/05
HPSS — A framework for the handling of congeimns
shout Doctors and Denfists emploved in the HPFSS
HEshm Paroxetine:(Seroxat)—-Safety-ln-Rregnancy. el CMO's: Office .| 07/12/05
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Zosumant I lzguad @y
Mo
Falciparum Maleria in Travellers Returning From the ChiQ's Office | 12/12/05
Gambia
Confidential Enquiry into Maternal dnd Child Health CMO's Office | 19/12/05
Guidance Recommendations to improve the safe use of insulin in | CPO's Office | 22/12/05
secondary care
Bt eewy dhise oo aovaddinsulin recomsndall R
Report 2
HSS Generic prescribing policy update PCD 2006
{(PCD)12/2008
Crhiag Amendments to the Misuse of Drugs Regulations (NI) CPO's Cffice | 03/01/06
2002
%{ Re-Introduction of Volumatic Spacer Devices - - CMO's Office | 04/01/06
Important New Information
(H)F 104 ":3”)
HES /)y 04/06 | Corporate Governance in Central Departments FD 23/01/06
Guldance Establishing an Assurance Framework — A Practical Permanent 24/01/08
Guide for Management Boards of HPSS Organisations | Secretary
hitp fferww.dhssnsnl gov.ukfassurance Framework, oo
HES(MD) NPSA Consultation on Hypotonic Fluids in Children DCMO's 10/02/06
Q372006 - 10 Office
February
2006 (PRF 81
KBy
HESIMD Strattera (Atomoxetine) — Conclusions of Risk: Benefit | DCMO's 17/02/06
0472006 - 17 Review ' Office
Esbruary
2008 (POF A0
KB
HSS (PP Reporting and Follow-up on Serious Adverse incidents | PPMD 24/03/06
02/06 Within the HPSS ‘
HSS (WD} Memorandum of understanding. DCMO’s 20/02/06
8/06 Investigating patuenUchent safety incidents Office
(unexpected death or serious untoward harmy):
promoting liaison and effective communications
between the HPSS, PSN!, HMC & HSENI,
HES ML) NI Avian Influenza Diagnestic Algorithm CMO's Office | 29/02/06
07708
Guidance Under 18 Year Olds in Adult Mental Health Facilities Andrew 13/03/06
Hamilton
Standads Quality Standards for Health and Social Care: Permanent 14/03/06
Supporting Good Governance and Best Practice in the | Secretary
HPSS
Aotion Plan CMO's Office | 21/03/06
Changing the Cu'ture: An Action Plan for the
Prevention and Contro] of Healthcare Associated
Infections {(HCAls) in Northern Ireland 2006/2009
: o CMO's Office | 23/03/06
D f?O 823 Changmg the Culture: An action plan for the prevent[on
Marchn U4t and conirel o Heatttioare Associated Iinfections
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Sucide Pravantion Straleay Gonseliaiion Qusstionaie
Sacdon 15 Analysls of suicide and el Scen o N
CMO'S 13/04/06
Contro! of Tuberculosis in Northern Ireland - Updated  |OFFIGE
Guidance
CMO's Office | 21/04/06
Prevention of Hyponairaemia in Children
CMO'S Office | 24/04/06
Guidance document "How ta classify Incidents and
Risk"

Guidance CCPD Apr 05/
hoosing o Protect - & Guids to using the Protection Rev Mar
of Vulnerable Adulis Northern lrsland [POVA NI
Service : _

Guidance CDO's office | 25/04/06
Re:Ozone (HealOzone) Therapy for Treatment of
Dental Caries

Guidance CCPD Apr 05/
Choasing to Protect {Children) (PDF 356 K&} Rev Mar
A Guide to Using the Protection of Children, Northein
lrsland Sewvics

CMO's Office | 08/05/06
: Paroxetine (Seroxat) 7 Risk of Suicidal Behaviour in

Sy 2068 Adults

HES (W _ CMO's Office | 31/05/06

1612008 Updated Prescribing Advice for Venlafaxine
(Efexor/Efexor XL}

CMQ's Office | 08/06/06
Risk of Pneumococcal Meningitis in Cochlear Implants

3 Patients - Update to Immunisation Recommendations

CPh2/06 CPO's Office | 20/06/08
Regional Kardex Template (Circular)

Kardex Training Presentation
Kardex Template Booklet
Kardex Template Card 1
...... Kardex Explanatory Notes
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CiiO’s Office | 08/06/08
Transitional Arrangements for New Specialist Training
Programmes — August 07
fpnandinsdo DU AL T
CiMiO's Office | 09/08/06
Good Practice in Consent — 12 Key Peints on Consent
Consent desk aid — 12 key points
Gt Safety First: A Framework for sustainable improvement | Permanent 12/06/08
in the HPSS Secretary
‘ . ICMO’s Office | 14/06/06
Good Practice in Consent; Working with Prisoners and
Detainees
CiMO's Office | 10/07/06
Update on GP Appraisal 2008/2007
CMO’s Office | 10/07/06
Re: Ensuring Safer Practice with High Dose Ampoules
of Diamorphine and Morphine
) ' CMO's Office | 26/07/08
Use of imported Fresh Frozen Plasma {FFP)
CMQ's Office | 27/07/06
Biological Agents: Managing the risks in Laboratories
and Healthcare Premises
HES MDY CMO's Office | 28/07/06
2412008 Northern Ireland Guidelines for the Antenatal,
intrapartum and Postnatal Care of HIV Positive Women
and Management of the HIV Exposed {nfant
HR 03/08/06
Report 2enorton lndustion Frocesses fot Medical Siaff inthe  |Directorate
HPSS
Cover Letter
1. Human Tissue Authority Website CMO’s Office | 08/08/06
2. Publishing Codes Of Practice
3. Lifting of the Moratorium on the disposal of
existing holdings of Post Mortem Material
CMOQ’s Office | 09/08/06
Diabetic Retinopathy Screening Service in Northern
Ireland and QOF Requirements
PEL{05) 17 | Strengthening Assurance of HSS Trust Compliance Health 09/08/06
with NIAIC medica! device/equipment alerts Estates
Agency
CMO’s Office | 14/08/086
Beclometascne Disproportionate Pressurised Metered -
Dose Inhaler
CMO's Office | 23/08/06
Guidance and Principles of Practice for Professional
Staff: Health for all Children
CMQ's Office | 21/08/06
Assessment {o be carried out on patients, before
certain surgery and endoscopy procedures, to identify
patients with, a risk of, CJD
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. CMWQ's Office | 21/08/06
Endoscopic Deconiamination
CMO's Office | 04/02/08
Development of an Integrated Plan fot the
Manzagement of Blood (Red Cell Component)
Shoriages
integrated Plan
Letter Interface between Juvenile Justice Centre and Children CS880's 11/09/06
in Residential Care Office
’ CMO's Office | 27/09/06
CSupvaillance, Proverdion and Gordol of
AMCCT735 Report on the Review of Medical Appraisal in Northern Permanent 02/10/06
Ireland Secretary
Mg 8708 Antenatal Infections Screening Programme ~ Review of |M Mc Bride 11/10/2006
Management of HIV Resuits M Bradley
AMCCT793 RQIA Breast Screening Review Permanent 12/10/06
Secretary
HES (M Safety of Selective and Non-selective NSAID's CMQ's Office | 24/10/06
4112006 :
HES (TC/) Interim Arrangements for the Appraisal of Locum HRD 27110108
82008 Dactors in HPSS Trusts and Boards
HES (M Routine Post Natai Care of Women and Their Babies — |CMO’s Office | 23/11/06
43/2008 NICE Clinical Guidelines for Implernentation
Lessons Learnt in Dentistry Healthcare 30/11/06
: Policy Group
NCISH Report | Avoidable Deaths — Five year report into suicide and National Dec 2006
homicide by people with Mental lliness Confidential
tnquiry
Benot
Surnmary Repoil
interim Advice to Health Professionals Regarding the  {CMO’s Office | 01/12/08
Radioactive Material *Polonium 210" Resulting from a
radiologicat incident eccurring in November 2006.
HES (A Diabetic Screening Programme — Regional Information CMO's Office | 06/12/06
ﬂJ‘QQ
HSS (01/086) Chief Social 20/12/06
Statutory Functions — Lewis Services
! aller Officer
Hs National Institiis Tor Tioalth and Clinical Excellence  [PPMD | 09/01107
(i (NICE) The Interventional Procedures Programme
Hepatitis C — Information Pack for Professional, CMOQ’s Office | 17/01/07
Patients and the Public
Action Plan
Contamination of herbal or skunk type Cannabis with |CMQ's Office | 18/01/07
glass. beads : N I
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NICE Technology Appraisal for Implementation in the  |8QS 23/01107
HPSS ~ Psariatic Arthritis — Eianercept & Infliximab Rirectorate
MICE Technology Appraisal for Implementation in the  |SQS 23/01/07
HPSS — Breast Cancer (early) Trastuzumab Directorate
(Herceptin)
NICE Technology Appraisal for Implementation in the  [SQS 23/01/07
HPSS — Colorectal Cancer — Laparoscopic Surgery Directorate
MICE Technology Appraisal for Implementation in the  |SQS 23/01/07
HPSS — Prostate Cancer (Hormone Refractory) - Directorate
Docetaxel
MICE Technology Appraisal for Implementation inthe  [SQS 23/01/07
HPSS ~ Breast Cancer (early) - Docetaxe! Directorate
NICE Technology Appraisal for Implementation inthe  |SQS 23/01/07
HPSS - Breast Cancer (early) - Paclitaxel Directorate
NICE Technology Appraisal for Implementation in the  [SQS 23/01/07
HPSS — Cardiovascular Disease - Statins Directorate
HS5 (5050 | National Confidential Inquiry: 5 year report into suicide | SQS 15/01/07.
08407 and homicide by people with Mental lilness (NICISH) |Directorate
HSS (S0S0) | Safety First: A Framework for Sustainable 3Q8S 29/01/07
09/07 improvement in the HPSS Direciorate
DS 5-07 Priorities for Action 2007-08 Service 02/02/07
Delivery
] Directorate
AMCC1021 | Lessons Arising from the Death of Janine Murtagh Permansant 1102107
Secretary
HES (MDY Gadolinium-Containing Mri Contrast Agents And CMO 08/02/07
512007 Nephrogenic Systemic Fibrosis (NSF) CPC
H58(5Q8H 8QSs 20/02/07
a7 Warning to Travellers who change their Travel Plans Directorate
HES (3088 Regional 08/03/07
18087 Conducting Patient Service Reviews /Lookback Governance
Guidelines Network/SQS
Guidance Directorate
. CMO's Office | 22/03/07
Healthcare Associated Infection Survelliance
Reporting and follow-up on serious adverse incidents;  [SQS 31/03/07
and Directorate/
Reporting on breaches of patients waiting in excess of [Service
12 hours in emergency care department Delivery
’ Directorate
. OCMO 02/04/07
NICE Technology Appraisal for Implementation in the
HSC — Psoriasis — Efalizumab and Etanercept )
OCMO 02/04/07
NICE Technology Appralsal for implementation in the
HSC - Follicutar Lymphema — Rituximab
QOCMO 02/04/07
NICE Technology Appraisal for Implementation in the
HSC — Inhaled Insulin for Treatment of Diabetes
Mellitus Types 1 & 2
QCMO 02/04/07
NICE Technology Appraisal for Implementation in the
HSC ~ Drug Misuse — Methadone and Byprenorphine
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QCMO
NICE Technology Appraisal for Implementation in the
HSC = Drug Misuse - Naltrexone
. OCMO 02/04107
NICE Technology Appraisal for Implementation in the
HSC — Colorectal Cancer — Bevacizumab & Cetuximab
OCMO 02/04107
MICE Technology Appraisal for Implementation in the
HSC — The Management of Urinary Incontinence in
Women ' .
OCMO 12/04/07
Prevention of infection Caused by Clostridium Difiicite  |[CNO
Good practos Gulde
OCMO 24/04/07
Recommendaticns of the Expert Working Group on the
Prevention of Venous Thromboembolism (VTE) in
Hospitalised Patients
OCMO 27/04/07
NPSA Patient Safety Alert 22: Reducing The Risk of CPO
Hyponatraemia When Administering Intravenous CNO
Infusions to Children
HSC (8GSD] 5Qs 16/05/07
21107 National Patient Safety Agency: Slips, Trips and Falls  |Directorate
in Hospital (PSO3Y)
HSC (803D) SQSs 16/05/07
22107 National Patient Safety Agency: Safer Practice Notice  |Directorate
17: Using Bedrails Safely and Effectively HEA
HOS (DY OCMO 18/05/07
11/67 Update on seizures of cannabis contaminated with
glass particles
HES (ME OCMO 18/05/07
1207 Decontamination of surgical instruments in light of
National Institute for Health and Clinical Excellence
{NICE) guidance — patient safety and reduction of risk
of transmission of creutzfeldt-jakeb disease {cjd} via
interventional procedures
Guidelines CREST Guidelines on the Use of Physiological Early ~ |CREST May 2007
Warning Systems
NICE Clinical Guideline No CG 35 - Parkinson’s OCMO 06/06/07
Disease — Diagnosis and Management in Primary and
Secondary Care
NICE Clinical Guideline No CG 38 — Bipolar Disorder - |OCMO 08/06/07
The management of bipolar disorder in adults, children
and adolescents, in primary and secondary care
NICE Clinical Guideline No CG 39 — Anaemia OCMO 06/06/07
Management in Chronic Kidney Dissase -
NICE Clinical Guideline No GG 44 — Heavy Menstrual jOCMO 06/06/07
Bleeding
NICE Technology Appraisal No TA108 — Peginterferon |OCMO 08/06/07
alfa and ribavirin for the treatment of mild chronic - '
hepatitls C :
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Review Reports
Lettar
Guidence

ol Tide gl By Dufe of
lssug
CPO 04/06/07
NPSA Safe Medication Alerts 803
Directorate
) sQs 13/06/07
NPSA Safer Practice Notice: Right Patient, Righi Blood |Directorate
CMO 13/06/07
Promotion of Safe, High Quality Healih and Social Care |CNO
in Undergraduate Curricula CS8S0
el CPO
Glloangs ChO
- 5Q8 22/08107
Guidance on Complaints in Residential and Nursing Directorate
Homes i
OCMO 11407107
Cyanide Poisoning
5Q8 16/07/07
NPSA: Safer Practice Notice 16: Early identification on | Diréctorate
failure to act on radiological imaging reports
OCMO 25/07107
Update to HIV Post-Exposure Prophylaxis (PEP)
Gulidance from the Expert Advisory Group on AIDS
{EAGA] following the recent recall of Viracept (HSS
(MD) 14/07)
OCMO 25/07/07
Risk of Depression and Suicidal Behavior with
Acomplia (Rimonabant)
Allachiment
CNO/01/2007 _ CNO 10/08/07
Reminder of the importance to Undertake
Comprehensive Pre-Employment Checks on Murses
and Midwives
OCMO 17/08/07
Regional Gulidelines for Off-licence use of Recombinant
Factor Vlla (Eptacog-Alfa; Novoseven r) in aquired
coagulopathy :
o Recombinznd Facior Viia Reglongl Guidelines
HMEC (mRse) SQ8 12/08/07
LE7 Guidance on Strengthening Personal and Public Directorate
Involvement in Health and Social Care
HSC {SQSD) 8Qs 12/09/07
33/07 HSC Regional Template and Guidance for Incident Directorate

The NIAIC website contains the following information:

- HEA and MHRA Device Bulletins can be assessed at

nttodtweaw s spenbaov.uk/index/heainial

......

ofniaie device Buflefins hitm

- A full range of warning notices (MDEAS, hazard notices, advice notices, safety notices,
pacemaker technical nofes) can be assessed at:
Witedhenw dhesesnboov.aukiniale warning hotloes

DHSSPS
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The CREST wahsile contains the fuli range of guidance lesued by the Team:
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