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Incident Data – Annual Review 2005/6

1.
INTRODUCTION
1.1
This report is designed to provide the Trust Board with information and analysis of incidents reported by the IR1 system and Serious Untoward Incidents (SUIs) during the period April 2005 to March 2006. Wherever possible comparisons have been made with the previous year’s data. In addition the National Patient Safety Agency’s (NPSA) National Reporting and Learning System (NRLS) has provided its first report for the period October to December 2005. This has enabled the Trust’s data to be put into context against a cluster group of 25 unidentified but similar sized acute teaching hospital trusts.  

It is recognised nationally that in the NHS there is an under-reporting of incidents (approx 20%) and so the NHS and the Trust’s approach has been to encourage reporting to reduce this under-reporting.
2.
PURPOSE OF PAPER


The Trust Board is asked to note and discuss this annual review of the reported incident data for 2005/6.

3.
GENERAL OVERVIEW
3.1
A major change took place in incident reporting during the last financial period with the transfer, in July 2005, of responsibility for the inputting of incident forms being devolved to individual CMTs/Departments instead of centrally managed from within the Risk Management Department. A reduction in the number of forms being input was identified in November 2005 and a paper was presented to the Trust Board by the Director of Quality.  In order to assist areas with this new work flow and give CMTs time to formulate a way to address the issue, funding for two temporary posts in Risk Management to clear the backlog was agreed by both the Trust’s Directors of Operations. 
3.2
In January 2006 the Risk Management Department published a revised policy and procedure for the reporting and investigation of incidents, accompanied by a modified incident report form. The key objectives behind these changes include; improving the quality of the data provided for each incident, strengthening the investigation process, prompting staff to consider what actions are needed to prevent a recurrence of an incident and recording the lessons they have learned and shared. These issues are covered under a separate Trust Board paper on Incident Reporting - Quality Issues.
3.3 
In the period April 2005 to March 2006 17,892 IR1 forms were input onto the Datix database, a 9% reduction in reporting, when compared with the previous year’s figures, however we are still receiving IR1 forms to input.  In the financial period 2005/6 Leeds Teaching Hospital Trust began reporting incidents electronically to the NPSA. This enabled the Trust to secure benchmarking data against a cluster group of 25 acute Trust peers for the first time. The NPSA figures show that as an organisation we had submitted the highest number of incidents for October-December 2005, of the cluster group we were allocated to. The NPSA data however only relates to patient, clinical and near miss data.  In terms of incidents per hundred admissions the NPSA data shows that LTHT had 11.1 incidents the second highest figure within the cluster group. In addition the reporting of SUIs increased by 15% from 55 in April 2005 to March 2006 to 64 in the same period in 2005-6.  
3.4
There is no indication from our benchmarking work that we have any more incidents than our peers, rather it is about our ability to capture information about incidents to enable learning. The Trust approach is to encourage reporting of incidents to facilitate learning, for which the Trust has been praised by both the NPSA and CNST on this matter.  Therefore an increase in reporting and our high position in our cluster group should be taken as a success of the Trust approach, not that we have more incidents than others.

4.
CLINICAL INCIDENTS

4.1
On analysis of the initial benchmarking data the figures on clinical incident reporting confirms the belief that as a Trust we still under-report this type of incident as we report considerably less clinical incidents than our peers, despite the higher number of incidents we reported as a Trust.  Despite our benchmarking performance, the Trust performance of reporting has seen an increase in clinical incidents up by 3% from 2004/5 and therefore we are improving our performance but have some way to meet our peers.
4.2
The most frequently reported clinical incident is that of a medication-related incident followed by treatment and procedures.
4.3
The NPSA data shows that we are probably still under-reporting many medication incidents that are happening within the clinical area.  On the data above 9% of medication incidents were prescribing errors compared with 15.2 of the cluster group and 45% of errors were administration errors in comparison to 60% in the cluster group.  However we report significantly more errors in the preparation/supply of medicine with LTHT reporting 30% of this type of error as opposed to 17% within the cluster group.

4.4
Pharmacy do review all the medication related incidents and with the appointment of a Deputy Chief Nurse and Deputy Medical Director in relation to medicines management, it is hoped that in 2006/7 this position will improve.
5.
PATIENT INCIDENTS 
5.1 In analysis of the initial benchmarking, it shows that we report a significantly higher number of patient incidents than our peers with us reporting 44.89% of reported incidents as potential incidents with the peer average being 29.8%.  This is a significant achievement and the lessons we have made on reporting of this type of incident need to be learned for clinical incidents.
5.2 The Trust has seen an increase in the number of reported missing patient/absconder incidents.  It is believed this is due to the publication of a revised policy during 2005/6 rather than a real increase.
6.
STAFF INCIDENTS

6.1 The NPSA to date do not provide us with benchmarking data on this type of incident.

6.2
Between April 2005 and March 2006 1856 staff incidents were reported, this is down by 2% when compared to the same period in 2004.  This continues the year on year trend in the decreasing number of staff related incident figures.
6.3
The most reported incident is slips, trips and falls with slips injury second.  There has also been a reduction in the number of violent/abuse incidents reported in 2006/7.

7.
DATA QUALITY

7.1
The quality of the data is still causing concern with a large number of entries being returned to CMTs for inputting with an error rate of 35% in an audit carried out.  This will be monitored throughout 2006/7 and Risk Management will work with CMTs to look at ways of improving this.
8.
CONCLUSION

8.1
The Trust has made significant progress in 2005/6 with the number of incidents reported and new policies being developed and revised as a result of incidents.  The Trust for the first time by reporting to NPSA now has benchmarking data which compares our own performance against peers.  This will enable us in 2006/7 to further develop our Risk Management processes and learning from incidents.

8.2
The Risk Management system needs to continue to be built upon, areas of particular focus for the next twelve months are detailed below:

· New Risk Assessment Committee will be introduced to look at Trust wide themes - first meeting scheduled for July 2006

· Training on incident reporting to be available in 2006/7

· Risk Management to work with the Operations Board to look at how to improve the Quality Assurance of the Incident Reporting System within individual CMTs

· CMTs to confirm local arrangements for managing incident recording

· Risk Management will continue to work with Occupational Health to analyse if there is accurate recording of incidents involving dirty sharps

· Trust wide incident analysis to be reported quarterly

· Consider the way incidents such as property and absconding/missing patients are recorded on the system.

8.3
In working with the Operations Board we will encourage CMTs to make greater use of the data generated from the database to address trends within their own CMTs, as this would support them in looking at ways of improving service delivery and the prevention of future incidents.
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