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1. Practice Management Systems & Process 

Welcome to our 3rd Newsletter featuring learning from SEAs/SIRIs that you have shared with us.  

In this edition we have also included Area Team activity that may be of interest.  

IT Systems 

Contingency Planning  

Would you know what to do if your Practice IT failed and you could 

not access your systems or shared drives on your server?   

Learning: Are your Practice Business Continuity Plans up to date? Are all staff 

aware of these plans and know where to locate them in an emergency?  Do staff 

know the correct contact numbers to ring for your IT Service Desk? Could these 

numbers be displayed on the front of the server for ease?  

 

‘INR Star’  

One contributory factor we identified from a 

Warfarin related incident we received, is the 

‘end date’ alerts on INR Star not being 

flagged to staff appropriately. This SEA highlights a common risk which could have serious  

consequences for both patient and doctor if the patient should have a bleed whilst taking  

warfarin. Our Assistant Medical Director, Dr Shelagh McCormick has contacted the  

company regarding these issues. INR Star have confirmed that the latest version of the 

software has been upgraded with the end of treatment notification. Learning: Practices 

should ensure that they have in place a robust system to ensure end-of-treatment 

dates are set and that all relevant staff understand and use it. Where practices use  

anticoagulation dosing software they should consider updating the software as  

further safety features have been added. 

 

Confidentiality/ Information Governance   

We have received many SEA incidents recently relating to  

Confidentiality/ Information Governance breaches. One contributory 

factor from several of these reported incidents relate to Practices having 

registered patients with the same name.  

Learning: All staff when searching for a patient on any system should ALWAYS use 

a minimum of 2 methods of identification at all times. For example, Name and Date of 

Birth. 
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HCA Training  

Event: Blood sample left in the fridge and not collected on time.  

Contributory Factor: A trainee nurse had been working the morning shift who had not been trained to 

check the fridge for samples. 

Patient: Explanation and apology given. Patient rebooked for another blood test and sample sent to the 

lab ASAP. 

Learning: Ensure that all new staff are aware of Practice processes.  

    Ensure that all staff training records are kept up to date.   

    Risk assess procedures to identify weaknesses in the system. 

 

 

Average Blood Pressure Readings  

Event: A patient was incorrectly told their average home BP readings showed their blood pressure 

was in the hypertensive range. The patient was called for an appointment to discuss with a Doctor 

who identified an error had been made.  

Contributory Factor: The systolic and diastolic figures were added and divided by the total number 

incorrectly by the Nurse. 

Patient: Discussed with the patient who was reassured that her blood pressure was in fact normal.  

Learning: Ensure that all staff double check their calculations.  

 

Vitamin K Injections                     

Event: Patient had an appointment with Maxillo-Facial for a biopsy, for a growth on the roof of 

her mouth.  As she is an INR Patient the hospital checked her INR before the procedure by finger 

prick which came back as over 8.  A venous sample was sent and the hospital suggested she 

sees the GP for a vitamin K injection.   

There were no  Vitamin K injections in stock at the surgery, as they were waiting a delivery, so a 

PX was issued.   

Contributory Factor: Upon further investigation there was Vitamin K in stock but it was the  

paediatric version and the Nurse was not aware that this could be used on adults. 

Patient: A prescription was issued and dispensed straight away at the local pharmacy in order to give the injection to the  

patient. 

Learning: Remind Practice Nurses that Paediatric Vitamin K injections are appropriate to use in adults.  

Ensure appropriate stock checks are undertaken and re-ordering is completed in a timely way.  

http://www.peterdspringbergmdfacp.com/blog/wp-content/uploads/2013/07/iStock_000009956578Small.jpg
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2. Learning from SEAs - 

Items for your Clinical Governance/SEA Practice Meetings  
Event: Patient with raised PSA had been referred to the Urology Department, where he underwent biopsies showing a  

benign histology. He was entered onto the Practice ‘PSA register’ for six-monthly monitoring.  

Contributory Factors: PSA result not returned by lab, Patient confusion when recall screen showed during regular blood test 

visits with the Nurse.  

Patient: In April, three months after he should have had his PSA test, the patient attended for a blood test appointment and be-

cause the PSA alerting system had now demonstrated that he was three months overdue, he was specifically called to have his 

PSA sent again, and unfortunately it came back raised.  He was referred under the two week wait rules, but there was a three 

month delay in this patient being referred.  

Learning: This SEA highlights the responsibility on each and every one of the Practice staff to follow each trail as far 

as they can and pass it to another if it is more appropriate.   

Ensure process for regular weekly/monthly searches of tests requested is run and is an on-going process. 

All staff (non-clinical as well as clinical) have been asked to remember the importance of a reality check if a patient  

requests test results and they are not back... "should they have been?" and also if a patient consistently presents for a 

test when there is no obvious reason... "why?". 

 

Event: Patient attended surgery for retest of recent blood test, patient told HCA about recent visit to hospital and asked whether 

they had been informed regarding her high blood pressure. HCA found hospital letter which confirmed raised BP which asked for 

surgery to recheck but no action had been taken.  

Contributory Factors:  Ambiguity in Hospital Letter—Wasn’t clear from letter that it was the GPs responsibility to chase the 

patient and normal practice would be for the hospital to advise the patient to see their GP. 

Patient: HCA took patients BP during that appointment and it was still very high. Hypertensive bloods were taken and patient 

was advised to make an appointment with GP as soon as possible.  

Learning:  It is good practice to contact patients on receipt of such letters inviting the patient to make an  

appointment. This is particularly the case with older patients where there may be concerns about memory.  

Do not make assumptions and always act in the patient’s best interest first, if there is ambiguity then consider how to 

safety-net the patient and take system problems up with the hospital as a secondary action (if necessary). 

 

Event: During a medication review with GP, they became aware that patient had been on dual antiplatelet therapy which should 

not have been prescribed by the Practice and then continued for far too long. 

Contributory Factors: This was not picked up in HCBP Clinic, although was picked up in medication review by Doctor which 

noted clopidogrel was not for issue but for information only. 

Patient:  Patient informed and supported. 

Learning: This SEA highlights the responsibility to ensure a review is undertaken of all patients on dual-antiplatelet to 

check if they should have been stopped.  Where patients should have drugs stopped from a particular date, could this 

be included in the drug directions.  E.g one tablet daily until June 2014.  
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3. Working in Partnership with our CCGs… 
We are continuing to work closely with our CCGs to ensure we triangulate information to improve 

systems and process and to share learning across wider healthcare providers. 

 

 

Death Notifications  

Notification of death of patients to GP’s by Plymouth Hospital NHS Trust. 

The current process in place by the hospital is that in the first instance the ward clerk is  responsible for contacting the GP by 

telephone at the start of the working day after the death of a patient. Ward clerks are only on duty on week days from 9am to 

5pm so if a patient dies during the evening, at weekends or bank holidays the GP practice will not be contacted until the next  

working day.  

Currently a number of wards within the hospital do not have a designated ward clerk so their duties have been picked up by 

other members of staff, this may help to explain why GP’s feel they are not being notified in a timely way. PHNT are currently 

in the process of recruiting more ward clerks. The CCG Patient Safety and Quality Team have asked the Trust to remind all 

wards of their responsibility to inform GP’s of the death of one of their patients if the ward clerk is unavailable. 

Written confirmation of death of a patient is undertaken by the Hospital Bereavement Service who will send a letter by courier 

to the GP practice. The letter will state the cause of death, so there may be a delay whilst this is being determined and the 

appropriate documentation signed by the Hospital Doctor. 

 

Warfarin—Meds Optimisation Team  

A review of the medication incidents has highlighted that the most common drug involved is Warfarin. We are working with 

our CCG colleagues, sharing anonymous information,  to ensure any themes can be reviewed in conjunction with the annual  

anticoagulation audits that practices undertake.  

 

Case reviews for infections 

Healthcare Associated Infections (HCAI) have had a lot of focus over the last few years and welcome reductions made in C 

difficile and MRSA bacteraemia case numbers. There is however still more to be done to reduce the prevalence of these  

infections. As a way of making inroads into those that occur in the community, case review is now  required through 

the use of the Significant Event Audit (SEA) process. It would be expected that through this process lessons might be 

learned to be applied to other patients to prevent HCAIs, for example reduction in the use of urinary catheters with the  

consequence of reduced E. coli bacteraemia cases. 

SEAs should be conducted for Meticillin Sensitive Staphylococcus aureus bacteraemia, E. coli  

bacteraemia, and C. difficile infections. MRSA bacteraemia case reviews in the community are led by the HCAI Lead 

Nurse from the local CCG.  

Please share these incident forms with the Quality and Safety Team at the Area Team in the first instance. 
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Working with Torbay Hospital’s Pathology department, we are now being notified of  

incidents which relate to patients needing unnecessary repeat blood tests due to blood 

sampling resulting errors.  

The department are tackling this issue through increased education, training and awareness 

and our Quality & Safety Team will be sending Torbay Practices an SEA Incident form request 

to help raise awareness of these issues.  

The errors and failures we have identified which lead to sample rejection and transfusion  

delays include;  Expired sample bottles, Failure to include all demographics on sample bottle (frequently unit number or  

signature), No blood in sample bottle, Wrong patients blood in sample bottle, Altered labelling of sample bottle.  

Learning: A Helpful reminder for all Nursing Teams can be found below regarding the collection of samples; 

The Collection of Samples for  

Crossmatching 

 The request form must have all 

sections completed 

 Sample bottles expire – so check 

 Positive patient identification 

prior to venepuncture 

 Label sample tube immediately 

after blood has been added 

 Sample tubes must not be pre-

labelled 

 Addressograph labels must not 

be used on bottles 

 Look at where you are taking 

blood from 

 Do not label another person’s 

sample 

Request form 

 Full patient details 

 Ensure same ID number is used 

on both form and sample NHS or 

Hospital number 

 Clinical details should be clear 

 Anaemia or low Hb not sufficient; 

Hb should be stated 

 Sample taker must be clearly 

identified 

Sample Labelling 

 Full name – no nicknames or 

abbreviations 

 Date of birth 

 Hospital/NHS number 

 Signature of phlebotomist 

(person taking the blood) 

 Date of collection 

 Surgery/ DN team taking blood 

Working with Peninsula Community Healthcare, our Quality & Safety Team are  

made aware of Pressure Ulcers that are reported by the Tissue Viability Service  

as originating at home with no health input from KCCG commissioned services.  

  We will be contacting Cornwall Practices with incident form requests, when we have been 

made  aware of these incidents & will ask the Practice to undertake a review of previous  

medical  history, whether previous episodes of care might have indicated the Patient was at 

risk. Learning : When seeing/ visiting patients with little or no mobility, think are they at risk of a Pressure Ulcer?  

Comprehensive record keeping is essential. 

          Pressure Ulcer Strategy Group 

The purpose of the DCIoS Pressure Ulcer Strategy Group is to systematically bring together Tissue Viability 

Leads to share information and to agree a standardised approach across Devon, Cornwall and Isles of Scilly for 

reporting Pressure Ulcers. The group will be a proactive forum for collaboration, providing a shared view of risks 

to quality and opportunities to coordinate actions across Devon and Cornwall to drive improvements in Pressure 

Ulcer Care for patients. For more information please contact Rachel Newport, (Patient Safety Lead)           

— rachel.newport@nhs.net.   

http://www.peninsulacommunityhealth.co.uk/
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Welcome to the 1st ‘SIB’ edition.  

This section of our quarterly newsletters will be used to share learning from RCA Investigations which have 

been undertaken by General Practices as part of Serious Incidents Requiring Investigation (SIRI) process.  

Since the process was first introduced in August 2013, we have reported 29 Serious Incidents to the national reporting system 

STEIS, in that time 14 SIRIs have been formally investigated and closed. The learning from some can be found below; 

Warfarin SIRI 

Event:  

 

 

Telephone consultation advising patient to stop Warfarin because of persistent nosebleeds over the 
weekend and then recommence. Repeat INR was arranged and taken 2 days later, however results not 
actioned. It was an expected low INR but a further test should have been arranged. The patient appears 

not to have recommenced treatment which may have resulted in a thrombosis 2 weeks later. Incident was 
identified by locum doctor some 2 weeks following an OOH report and follow-up by GP. 

 

ACTION 

PLAN 

Contributory 

Factors 

Patient factors: Age,  bereavement, co-morbidity&  decline 

Staff Factors: recent return from serious illness 

Equipment: New computer system with items with similar and 

adjacent to each other 

Procedural: No safety netting for this type of problem. 

 

Human failure leading to  

treatment lapse; poor system design 

as no safety net present. 

 

 

 

The process involves receptionists keeping a log of all INR's due for housebound patients. The patient 
name, date due and date result actioned is recorded on a table .The table is checked on a daily basis and 
is the responsibility of all administrative staff - this ensures that it is not missed.  

 We expect all INR result back the day after they are taken, if when the table is checked, we do not have a 
result, we check that the result has been received. We can check this on our clinical system and ICE. 

Lessons 

Learned 

Implemented a checking system to avoid an error happening again.   
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Delayed Diagnosis SIRI 

Event:  

 

 

A patient on Warfarin, sustained a head injury that resulted in a Sub-Dural Hemorrhage. 

 

ACTION 

PLAN 

Contributory 

Factors 

1. Delayed action by patient in seeking 

medical attention.  

2.   Patient taking anticoagulants.  

 How well somebody can appear when they are harbouring a life         

threatening intracranial haemorrhage several days after a head injury    

1. Recognition of the need for extra caution and a lower threshold for 

admission for neuro-imaging in patients taking anticoagulants with a 

history of head injury- regardless of the time that has elapsed since 

the index event.    2.  Detailed ‘Safety Netting’ in patient notes.  

 

 

   The recommendations from our meetings have been actioned and all clinicians and staff have heightened              
awareness as regards the increased risk of intra-cranial bleeding in patients who are anti-coagulated. We also 

are increasing our learning as regards Novel Oral anticoagulants and their better safety profile as regards  
intra-cranial bleeding  

Seek advice or admit patients on anticoagulants with a history of head injury even if the head injury may 
seem minor and physical examination is reassuring.  

Lessons 

Learned 

Findings shared at Weekly Clinical In-House meetings  

Event: ‘A Cautionary Tale’ -  Delayed Diagnosis. If a symptom is persisting, despite medication intervention and other 

tests, always be alert to consider other diagnosis... What else might be going on?  

Consider as a Practice taking a case study of a delayed diagnosis, either real or imaginary where the symptoms may be 

masked by other factors, what else might you do differently?  
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5. Area Team, Nursing Directorate News! 
 
Safeguarding Alert Process: 

 

A Primary Care Safeguarding Alerts reporting flowchart has been agreed with the CCG  
Safeguarding Leads, NHS England and the locality Safeguarding Boards. The flowchart clearly 
illustrates what needs to take place in the locality before NHS England become involved, the  
process NHS England will follow and how learning will be shared. This will be fully shared via the 

GP Bulletin.  

 

Complaints: 

 

Primary Care complaints process continues to be managed by the North West London CSU 
with local officer (Ria MacQueen) now in place. We have worked extremely hard with all your 

support to improve the quality and timeliness of our responses to improve patient care.  

We are planning to look at the themes from these complaints so we can share the learning 

more widely with the support of the LMCs. 

 
New PPG Project - Patients as Partners!  

 

The Patients Association has just started a one year project funded by the NHS England  
Area Team to help practices develop patient participation groups in line with new guidance in 

the DES and GP contract.   

The PPG programme will consist of developing a blueprint to enable patients and the public to be involved and give everyone 

a clearer idea of the purpose, role and benefits of patient and carer participation.  

We want to work with existing PPGs to learn from their successes and challenges as well as providing assistance to those 

areas where it has been more difficult to get people involved. 

If you are already part of or have a PPG in your practice or would like to be involved in this project please contact me 
– Heather Eardley- Director of Development, The Patients Association heather@patients-association.com   

Contact Number—07872 633189. 

 

Sepsis Working Group  

The Sepsis Working Group led by Susan Bracefield are running a pilot in South Devon in the 

Autumn to test the whole systems pathway.  

Following this pilot all General Practices across Devon and Cornwall will be contacted by Dr 

Graham Lockerbie (Medical Director for DCIoS AT) to implement the pathway into practice.  

If you are interest in this work and would like more information then please contact our Assistant Director of Nursing, 

Susan Bracefield -  susan.bracefield@nhs.net.  

mailto:heather@patients-association.com
http://102theavenue.files.wordpress.com/2013/09/image6.jpg
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Enhanced Service for the Prevention of Unplanned Admissions and Older People Living with 
Frailty -  

A Toolkit for General Practice in Devon, Cornwall and the Isles of Scilly. 

 A toolkit has been developed as a collaboration between New Devon CCG, NHS Kernow and NHS England Devon, Cornwall 
and Isles of Scilly Local Area Team. Following master classes held across Devon and Cornwall for GPs and Practice staff in 
May 2014, there were requests for a common approach to case finding, assessment, care planning and case management of 
frail older people. There was also a request to provide tools to support practices in achieving the Unplanned Admissions  

Enhanced Service (ES).  

 

Older people living with frailty make up between 9% and 25% of the population. They are the highest users of services across 
health and social care and have the highest levels of unplanned admissions to hospital. Yet we know that between 20% and 
30% of the admissions in this group could be prevented by proactive case finding, assessment, care planning and use of  

services outside of hospital (Mytton et al 2012). 

Frailty is a combination of the natural effects of ageing and the impact of multiple long term conditions leading to a loss of 
function and reserves. It can be managed like any other long term condition within primary care. It takes 5-10 years to develop 
and there is often a trajectory of slow functional deterioration. However, frail older people often present in crisis and as  
clinicians we may manage the crisis but not recognise and address underlying frailty. We know that if recognised early, there 
are effective interventions that can be used at all stages of the trajectory to prevent exacerbation and improve independence 

and quality of life. 

The aim of the toolkit is to provide GPs and Practice Nurses with a suite of tools to support the case finding, assessment and 
case management of frail older patients whilst also achieving the requirements of the Unplanned Admissions ES. The toolkit is 

just being finalised and will be distributed to all practices in the next few weeks.  

If you have any questions in the mean time please contact Helen Lyndon, Frailty Lead h.lyndon@nhs.net. 

 
Practice Nurse Development Programme 

 

Across Devon, Cornwall and Isles of Scilly the transformational programme is underway to plan and deliver an effective  
Primary and Community Care nursing strategy supporting GP Practices and CCGs across the Area Team footprint. We would 
really appreciate your support with this emerging piece of work. Here are some examples to provide you with an idea of what 

we are currently working on: 

 A Practice Nurse Development Steering Group has been established, with representatives from each of the CCGs, 

Practice Nurses, Practice Managers, and Health Education England to progress this work.  

 A Succession Planning for Practice Nursing Workforce questionnaire has been circulated to GP Practices. Thank you 
to those Practice Managers who submitted their answers. To date we received 91 responses (39.5%). If you have not 
yet responded it’s not too late, we would still like to hear from you so please contact Joanna.gage@nhs.net if you 

would like to request a copy of a questionnaire. 

 The Area Team has funded extending of the already existing Cornwall Practice Nursing website 
(www.cornwallpn.co.uk) across Peninsula. We would like to hear from our colleagues in primary care who might be 

interested in contributing to this project. 

 Save the date! A conference is planned for Practice Nurse community across Devon and Cornwall in March next year. 

If you are interested in this work, would like to get involved in some way or would like more information, we would be 
very pleased to hear from you.  Please contact our Programme Lead, Magdalena Wood – Magdalena.wood@nhs.net 

mailto:h.lyndon@nhs.net
mailto:Joanna.gage@nhs.net
http://www.cornwallpn.co.uk
mailto:Magdalena.wood@nhs.net
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For more information 
If you have any Serious Incidents Requiring Investigation 
(SIRIs) or Significant Event Audits (SEAs) you would like to 

share, then please complete the Primary Care Serious Incident 
48 Hour Notification Form and send to;  

england.devcorn-incidents@nhs.net  
 

Any thoughts/feedback or improvement suggestions you 
have regarding our process would be greatly received. 

Quality & Safety Team 

 

Devon, Cornwall & Isles of Scilly Area Team 

NHS ENGLAND 

Peninsula House, 

Kingsmill Road, Saltash  

PL12 6LE. 

Phone: 0113 824 8793 

Fax: 01752 841589 

E-mail: england.devcorn-incidents@nhs.net 

“High quality care for all, now 

and for future generations.” 

 

@DevCornAT 

Plea for Positive SEAs…  
This Newsletter is not just about learning when things go wrong but also about sharing Best 

Practice…. Do you have any positive events that would benefit others?  

We want to hear about your;  

*Patient Compliments  

*Successful  

Team Working  

*Good  

Communication  

*Early Diagnosis  

Incidents  
*Process Improvements  

The Quality & Safety Team would like to take this opportunity to thank those practices that have started and continue 

to share their SEA Incidents with the team.  The run chart below shows the number of SEAs we’ve received to date. 
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http://www.elevationnetworks.org/wp-content/uploads/2014/06/Law-pic-team-work.jpg

