











Healthcare Commission (HCC) status: 1 July 2004 - present

1 July 04 ~ 30 June 08
Number of PHT complaints referred to HCC 120
Number of PHT responses sent to HCC 120
Number of PHT outstanding responses to HCC 0
Outcomes
Number referred back for further local resolution 88
Number requiring no further action by PHT 24
Number for which PHT still awaiting comment from HCC 6
Number rejected by HCC 2
Please Note:

PHO100057-0005

We have been notified that 2 additional complaints have been referred to the HCC in this reporting period.

Health Service Ombudsman
The Trust has been notified that one complaint is under consideration by the Health Service Ombudsman. The

Trust response was sent on 4 April 2008 and we await the outcome.

LITIGATION
Claims Closed
April

Security Officer in 2004

Date of Division | Specialty Synopsis Qutcome Comments
Incident
07/11/2204 FM Hot/SMH | Claimant alleged he was assaulted by a Settled for £11,500 Security now managed by CSL.

No other complaint about security
officer involved but he has been
made aware of reasons for
settling the claim

hypoxia and now suffers from cerebral palsy

Fall from commode -> fractured pelvis

31/10/2003 Medical Emerg Alleged delay in diagnosing and treating Settled for £12,000 Incident discussed with doctor
fracture neck vertebra involved to ensure appropriate
future practice
10/08/2004 Medical Gen Med | Failure of cot sides -> claimant fell out of bed Dropped Whole episode review: freatment
appropriate
20/03/2006 Medical Oncology | Alleged re-emergence of tumour following Dropped Whole episode review: treatment
removal of kidney. This was previously the appropriate
subject of a complaint
05/04/2005 Surgical Ortho Claimant underwent THR at RHH during Dropped This is a recognised complication
which the femur was split. This was of the procedure
previously the subject of a complaint
01/07/2005 | Surgical Ortho Claimant alleged failure to provide Dropped Whole episode review: treatment
postoperative care, as he was a known risk appropriate
for developing MRSA
03/07/2006 Surgical Ortho Claimant suffered a punctured lung during an Dropped Recognised risk of procedure but
ulna nerve decompression. This was all anaesthetists have been
previously the subject of a complaint reminded to document risks
23/10/2006 Surgical Gastro Claim for misdiagnosis of pancreatic cancer Dropped Whole episode review. treatment
appropriate
10/05/2007 Surgical Theatre Alleged dislocation of knee during surgical Dropped Whole episode review: treatment
procedure. This was previously the subject appropriate
of a complaint
03/09/2002 W&C Obs/mat | Alleged failure to perform C-section -> Dropped Whole episode review: treatment

appropriate

27/08/2005 DMoP Rehab Dropped Whole episode review: treatment
appropriate

24/07/2003 Surgical Ortho Claimant alleged treatment for fractured right Dropped Whole episode review: treatment
wrist fell below accepted standard -> 10” scar appropriate
on right wrist

15/11/2004 Surgical GenSurg | Alleged missed prescription of Voltarol Settled for £5,000 Error by junior doctor — signature
following removal of stone from bile duct. illegible
This was previously the subject of a
complaint

31/03/2006 Surgical Gen Surg | Alleged inappropriate prescribing of Volatarol Dropped Whole episode review: treatment
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to patient on Warfarin -> bowel problems -> appropriate
surgery
23/08/2001 W&C Obs/imat | Pt admitted to NICU. Parents informed she Dropped Whole episode review: treatment
had had cerebral bleed appropriate
09/11/2000 Medical Renal Claimant alleged she was discharged from Dropped Whole episode review: treatment
ITU too early following ERCP -> cardiac arrest appropriate
-> brain damage
05/02/2007 Medical Gen Med | Claimant alleged deterioration in eyesight was Dropped Investigation  identified  that
due to blood pressure falling too low. This inappropriate given by junior
was previously the subject of a complaint doctor without discussion with
senior doctor, which may have led
to deterioration in eyesight
05/11/2007 Medical GenMed | Claimant alleged that following several Settled for £2,000 Doctor involved has been made
attempts to perform lumbar puncture she aware.
developed severe lumbar puncture headache
about which she had not been warned
01/09/1996 Surgical Ortho Alleged delay in hip surgery -> additional pain Settled for £2,500 Agreed there was a delay of
and suffering. This was previously the approx 2 months. Treatment was
subject of a complaint 4 years ago: waiting times now
improved and adhered to
22/02/2004 Surgical Ortho Alleged delayed diagnosis of ischaemic bowel Settled for £67,5000 No specific actions required but
outcome  highlights  problems
when transferring seriously ill,
undiagnosed patients from one
ward to another
08/-7/2004 Surgical Gen Surg | Allegedly contracted MRSA and died Dropped Whole episode review. treatment
appropriate
14/02/2006 Surgical Urology | Alleged delays in anaesthetic and respiratory Settled for £8,000 Acknowledged delay due to
assessments -> permanent catheter. This breakdown in communication
was previously the subject of a complaint
16/02/2007 Surgical Max Fax | Chair collapsed under pt -> back injury Settled for £2,000 One off occurrence: chair not
faulty
14/02/2001 W&C Obs/mat | Alleged sub-standard care Dropped Whole episode review: treatment
appropriate
09/06/2002 W&C Obs/mat | Mother advised not to come to hospital -> Settled for £62,500 Recommendations made and
breech birth at home -> death of baby. This implemented
was previously the subject of a SUI
12/06/2004 W&C Child Full details never received Dropped None required
25/07/2004 W&C Obs/mat | Alleged unnecessary delays in diagnosing Dropped Whole episode review: treatment
and treating spina bifida appropriate
04/04/2005 W&C Gynae Alleged concerns re postoperative care Settled for £3,000 Agreed that CT scan should have
been performed earlier
10/11/2005 W&C Obs/mat | Alleged failure to provide acceptable care at Settled for £20,000 Recommendations made and
time of birth -> HIE. This was previously the implemented
subject of a SUI

Potential Claims (i.e. request for copy records from solicitors, who are investigating potential claims against the Trust)

Claim
Date

APRI
28/04/2008

Division

Specialty

Synopsis

CSS Diag Imag Pt taken from ward to imaging room without assistance of ward staff. Fell between wheelchair and

scanning table -> fractured hip. This was previously the subject of a complaint

22/04/2008 Medical Emerg Alleged failure to diagnose fractured scaphoid bone in 2005: not identified until 2007

29/04/200 Medical MAU Claimant alleges that, despite requesting assistance, he had to walk to toilet unaided -> tripped over
paint pots -> injury

29/04/2008 Medical Gen Med Claimant concerned that relative not properly assessed before being allowed to walk to toilet -> fell.
This was previously the subject of a complaint

14/04/200 Surgical ENT Alleged delay in diagnosis of brain tumour

17/04/2008 Surgical Ortho Claimant underwent knee replacement in 2006 -> degree of angulation -> second operation

01/04/2008 W&C Gynae Claimant alleges she caught scabies whilst on gynae ward

29/04/2008 WaC Child Claimant all ild’ i i previously the subject of a complaint

02/05/2008 Medical Emerg Claimant alleges there was refusal to x-ray shoulder -> undiagnosed fracture

09/05/2008 Medical Emerg Claimant unhappy with management of fractured wrist. This was previously the subject of a
complaint

19/05/2008 Medical Emerg Alleged failure to diagnose hairline fracture of left humeral head. This was previously the subject

of a complaint
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07/05/2008 Surgical Gen Surg Alleged significant bleeding following angioplasty -> renal failure. This was previously the subject
of a complaint

15/05/2008 Surgical Gen Surg Claimant suffered possible Ml following surgery. Details not yet known

16/05/2008 Surgical Ortho Needlestick injury sustained by contract worker

JUNE

25/06/2008 Medical Emerg Alleged hip not x-rayed following fall. On readmission x-ray revealed fractured hip -> THR

25/06/2008 Medical Resp Alleged failure to drain pleural fluid -> permanent, untreatable respiratory condition. This was
previously the subject of a complaint

02/06/2008 Surgical Ortho Alleged failure to warn of risks prior to spinal surgery

02/06/2008 Surgical Gen Surg Alleged delayed diagnosis of appendicitis -> septicaemia -> colostomy

13/06/2008 Surgical Gen Surg Alleged negligent removal of appendix + discharge issues following infection

24/06/2008 Surgical Gen Surg Alleged perforation of bowel during procedure to remove adhesions This was previously the
subject of a complaint

02/06/2008 W&C Obs/maty Alleged denial of C-section -> hemiplegia

09/06/2008 W&C Obs/maty Claimant alleges she was encouraged to deliver before fully dilated -> emergency C-section

NB: The inclusion of reference to the fact that certain claims were previously the subject of a complaint or an SUl is
new: this does not mean that the Trust has had a sudden increase in the number of complaints or SUls that
progressed to litigation. We will continue to include this reference and monitor the situation accordingly.

Total claims received

Inquests

Apr-Jun 07 Apr - Jun 08
Potential clinical negligence 19 21
Employer liability 8 2
Public liability 1 2
TOTAL 28 25

Apr = Jun 07 Apr=Jun 08
Coroner request for report 44 21
Staff required to attend 19 8
inquest

The continued decrease in the number of requests for reports made by the Coroner in this quarter is due to staffing
problems in his office, as a result of which he held no inquests in the reported three months. He has now appointed
an additional member of staff and the number of inquests held and reports requested is rising once again.
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SERIOUS ADVERSE EVENT SUMMARY

A Serious Adverse Event is one which, for whatever reason, is classified as major or catastrophic: commonly known as a ‘red’
incident. They are classified as major/catastrophic according to outcome, number of patients involved, effect upon Trust
services or litigation costs.

All Serious Adverse Events, or potential Serious Adverse Events, are investigated in line with Trust protocol

January - March 08 April = June 08

Division

Brief Summary

Division

Brief Summary

CSs

1 x MRSA (Ultrasound staff not told of pt's status)

CSS

Body of pt left out of fridge over the weekend -> early
decomposition

CSs

Child underwent CT examination of inner ear,
intended for another pt

CSS

Two bodies not reconstructed before moving from mortuary
to funeral home

CSSs

Radiation dose greater than intended delivered to
thoracic spine

DMoPS

3 x C Difficile

CSs

Unintended radiation delivered to lumbar instead of
thoracic spine

DMoPS

Pt fall -> fractured skuil

DMoPS

1 x MRSA
2 x C Difficile

DMoPS

Pt died 15 mins post arrival at SMH

Medical

3x MRSA
2 x C Difficile

Medical

2 x MRSA
3 x C Difficile

Medical

Whilst performing CPR nurse received shock from
pt's internal defibrillator -> loss of sensation and
function in left hand

Medical

Suspected medication error: further investigation indicates
not as serious as originally expected

Medical

Pt complained to local press that she had been left on
a trolley in MAU for 3 days

Medical

Pt found dead in bed

Surgical

4 x MRSA

Surgical

5x MRSA
1 x C Difficile

Surgical

Pt underwent lap choley -> clips fell off ->
haemorrhage. Pt recovered well and discharged

Surgical

Pt died one day following a total knee replacement

Surgical

Pt drank chlorhexidine solution left by bed for routine
use in MRSA avoidance programme. Transferred to
DCCQ until stabilised and returned to TAB. Pt
identified as having alcohol dependency.

Surgical

Pt died two days following a total knee replacement

Surgical

Pt suffered aortic bleed following donor nephrectomy.
Pt recovered and discharged

WwacC

1x MRSA

Surgical

Following ear surgery pt outlied to DSU. Pressure
bandage slipped but went unnoticed. Possible long-
term hearing problems.

WwacC

Alleged breach of pt confidentiality: actually refers to PCT
who are investigating

Surgical

Pt discharged from HNU following medical review.
Returned to ED 10 hours later in cardiac arrest.
Resus unsuccessful. Pt had cardiac history and was
an unstable diabetic

Surgical

Pt underwent eye surgery with post-op follow up
changed from 3 weeks to 5 days. Given appt for 3
weeks -> complication -> ? affected eye sight long-
term

Surgical

Wandering pt had been assisted back to bed. Later
found on floor -> CT scan -> sub-dural haematoma.
Pt had required specialing but not possible due to
staffing levels

W&C

2 x MRSA

W&C

Infant admitted with bronchilitis -> deteriorated and
required stabilisation and transfer to PICU. CT scan
revealed a cerebral air embolism, following which
treatment withdrawn and infant died. Uncertain
whether embolism occurred whilst in the care of PHT
or SUT

W&C

Pt had (+) pregnancy test -> vaginal bleeding. GP
diagnosed miscarriage, deputy GP diagnosed
endometritis; SCAST felt unnecessary to take pt to
ED. Finally diagnosed in ED with ruptured ectopic ->
removal of 1 tube

Wa&C

Pt suffered burns during an HTA procedure
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ORGANISATIONAL LEARNING
Changes made or to be made in the light of complaints, incidents and PALS include:

Protocol for the management of mortuary visits

Checklist devised to ensure all end of day mortuary procedures are followed

Working group to redesign paediatric admission notes

Use of paediatric ‘triggers’ to ensure appropriate reporting of serious untoward incidents

Review and roll out of bereavement packs in W&C division

Current information leaflet on HTA in gynaecology reviewed

Pre-printed consent form for HTA being implemented

New CT request form introduced into oncology, to allow specific timescales to be inserted

Follow-up appointments to review CT scan given at time CT scan is booked, thus patients leave hospital knowing
dates of both appointments

Cardiology are implementing a system of ‘emergency’ clinics for patients who have previously had their appointment
cancelled due to staff sickness.

oo Patients who are referred for a second opinion to either oncology or gynaecology are brought back to MDT clinic with
the decision the following week.

8 88888888
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RECENT AND FUTURE DEVELOPMENTS

There have been three major developments that should be noted.

Complaints

Further to the Trust's participation in the ‘Early Adopter’ programme (as noted in last quarter’s report), members of
the Trust have been attending and presenting at conferences and workshops to progress the trial of the new
complaints process and share ideas with other ‘Early Adopter’ Trusts nationwide. The new process will involve a
two-stage complaints system focused on local resolution and thorough investigation and then, if the complaint
remains unresolved, referral to the Health Service or Local Government Ombudsman. The Department of Health
hopes that the new arrangements will make the whole experience of making a complaint more user-friendly and far
more responsive to patients’ needs. The emphasis will be on learning from complaints and effective and robust
resolution, feeding the results into service improvement.

Whilst the new process is designed to be more personal and flexible for the complainant, it should be noted that it
has considerable resource implications for the Complaints Department and the Trust as a whole: these implications
will need to be considered as the programme develops.

Legal Services
There has recently been a strengthening of one of the Coroner’s rules (Rule 43) which will have an impact on all

NHS Trusts. Under this rule, in any cases where the Coroner considers there is a risk that other deaths may occur
for similar reasons he has the power to request the organisation to take appropriate action. As of 17 July,
organisations are under a statutory duty to provide a written response, with details of any actions taken, or
proposed to be taken, or provide an explanation as to why no action is proposed. On receipt of the response, the
Coroner has a duty to send that response to the Lord Chancellor and interested parties.

Therefore, healthcare organisations will need, more than ever, to ensure that any failings identified from serious
untoward incident (SUI) investigations have clear and achievable action plans. Where possible, those steps should
already have been taken by the time an inquest is heard and thus illustrate to the Coroner that the risk of
recurrence has been satisfactorily reduced, thus negating the need for a Rule 43 recommendation.

It was already normal practice for the Legal Services Department to send a copy of the Trust's SUI investigation

report prior to an inquest if it was available and on more than one occasion the Coroner has commented that he
was pleased to see that the Trust had already taken action(s). However, the amendment to Rule 43 now makes it
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imperative that SUI reports and the associated actions are completed (or action plan for longer term actions
provided) prior to an inquest.

Serious Untoward Incidents

The Strategic Health Authority was invited to undertake a review of the Trust’s serious untoward incident reporting
processes. That review took place on 24 July 2008 and involved examination of documentation and interviews with
a number of senior Trust staff.

The review team consisted of the:

Clinical Governance and Patient Safety Manager SCSHA;

Deputy Chief Nurse/Head of Clinical Standards SCSHA;

Head of Health Improvement SCSHA,;

Head of Clinical Standards PCPCT; and

Director of Nursing& Operations, Basingstoke & North Hants NHS Foundation Trust

8 8 8 8 8

The Terms of Reference were to review the Trust’s:

o Reporting processes for Serious Untoward Incidents, gaining an understanding of how they are identified,
reported and managed;

« Root Cause Analysis process and identify how this can be strengthened if necessary;

o Risk Management processes and identify any gaps in the system; and

o Complaints procedure and its interface with the Serious Untoward Incident process.

A report from the SHA was promised within one month of the review: end of August 2008. Information on the
outcome will be provided once the report has been received.
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