Significant Events/Root cause analysis

Significant event audit (SEA) has been defined as occurring when "individual cases in which there has been a significant occurrence (not necessarily involving an undesirable outcome for the patient) are analysed in a systematic and detailed way to ascertain what can be learnt about the overall quality of care and to indicate changes that might lead to future improvements".1

Background 

The technique of SEA is based on work on the critical incident technique developed durign World War II by an aviation psychologist called Flanagan to identify successful and non-successful aspects of combat leadership which could then be applied to training. 

A key concern of the modern NHS has been the improvement of quality and reduction of risk of harm to patients. 

Clinical governance was instituted in April 1999 in the wake of the publication of 'A First Class Service'7 which was followed by other important government documents:

The Chief Medical Officer's 'An Organisation With a Memory'
Department of Health's 'Building a Safer NHS for patients'9 which identified opportunities for improving patient safety. 

SEA has been strongly promoted, particularly within primary care, as a means of delivering many aspects of clinical governance.
From 2004, SEA was introduced into the Quality and Outcomes Framework (QUOF) as one of the organisational indicators. 

Increasingly, also, proof of an individual's involvement in SEA and of reflective learning based on it, is being demanded in appraisal and potentially for future revalidation.

Prevention of harm to patients depends on strong clinical governance. Reporting of near misses and significant events is particularly important so that lessons may be learnt but reporting is fragmented within primary care with a variety of reporting mechanisms to different organisations. Currently, GPs report directly to their local PCT Clinical Governance lead or NPSA,4 as well as other systems such as the Yellow Card system for adverse medicine events.15
Can you think of examples of events which may constitute significant events?

List:

Examples could include:

· Underage pregnancy

· New cancer diagnosis

· Mental health sections

· Suicide

· Prescribing or dispensing errors

· Adverse drug reactions

· Terminal care

· Coping with staff illness

· Complaints or compliments received by the practice

· Breaches of confidentiality

· A sudden unexpected death or hospitalisation

· Unsent referral letters

· Aggressive patients

· Rota and staffing problems

· Communication problems

· Appointment/Access problems

· Near misses

Significant events can be very wide-ranging. 
They can be positive as well as negative, 

If you don’t know whether or not an event is significant then as a general rule, it is best to report it, this could be discussed with your practice manager or a GP partner

Your examples of significant events please, discuss 1 each, 

Why is reporting significant events important?
What is the process for discussing them?
Careful and structured dissection of events and people involved in the case 

(clinical, administrative, or organisational procedures) 

Crucial questions:2
· "How could things have been different?"

· "What can we learn from what happened?"

· "What needs to change?"

Can you apply this format to your significant event? Also see form on next page re this, 

Significant Event Analysis (SEA)

Significant event:

Date:

Key person involved to fill out first section and then pass to SEA coordinator to bring to SEA meeting:

	What actually happened?
	

	Issues arising from incident and discussion
	

	Positive points
	

	Concerns
	

	Suggestions
	

	Action
	

	Follow up and review
	


The SEA process 
· The whole primary health care team ideally should be involved and any other relevant 'stakeholders' should be invited formally by the team.

· A regular meeting (or part of a meeting) should be instituted to discuss significant events, both good and not so good.

· Events should be collected as they occur and recorded in a form/book kept in an accessible place.

· Ahead of the meeting, make an agenda based on priority, availability of personnel and involvement of team members. Circulate the agenda a few days ahead of the meeting.

· At every SEA meeting, run through the record of the last meeting, particularly reviewing action points.

· Identify a facilitator for the meeting.

· Each topic/event should be presented by the key person with description of what first occurred, the subsequent events, and why they perceived the incident to be an example of effective or ineffective practice and followed by more general discussion.6
· Try to remember to provide positive comments ahead of criticism.

· Focus on system improvement rather than issues with individuals (though these may arise) to develop a 'no blame' culture.

· Record the key points in a systematic way. 
· Pay attention to any action points agreed and those agreeing to implement/oversee change.

· Outcomes include: 

· Congratulations where a SEA has been well handled.

· Immediate action to rectify problems revealed by the SEA.

· Lack of resolution - possibly requiring further work or audit to clarify the situation.

· No action - sometimes SEA is an appropriate place for the team to air frustrations without requiring systems change, 
Difficulties and barriers to the process 

· Time restrictions - where time is too short, participants can feel that quick, easy or superficial solutions are adopted. 
· It can be difficult to be sufficiently honest – beware, Staff may fear that lifting the lid will release terrible pressures and unexpected consequences but where SEA is confined to safe or unduly trivial areas, it loses effectiveness.

· The process is emotionally demanding. SEA is often a new and uncomfortable experience for many of the team who may find the critical process generally disconcerting and could be embarrassed by revelations of other members' shortcomings. Debriefing time is often denied by the many other tasks of general practice taking over immediately afterwards without adequate opportunity to talk things over.

· Group dynamics can be difficult: some group members may feel vulnerable in speaking out, especially if their contribution might be seen as critical of those perceived to be of higher status.

· Externally employed staff could be stressed, with loyalties to the GPs and their own management structure sometimes in conflict, which could interfere with SEA

· Motivation - the selection of topics affects motivation. Leaders are more inclined to choose events that involved them with the risk that clinical GP topics can dominate SEA, alienating non-clinical or non-medical staff.

· Issues of confidentiality or fear of increasing the risk of litigation need to be addressed.

· In some aspects, SEA performed within a practice is quite insular and there is a need to be able to assess its effectiveness. 
The following agencies, partners etc, may need to be notified/alerted to significant events:

· PCT (issues relating to secondary care, commissioning etc..)
· SHA (via pct)
· Secondary care (issues relating to specific patients/episodes of care/service)
· Mental health trust

· Social services (eg child protection)
· Emergency services

· National patient safety agency (NPSA) eg. Issues for which there could be shared learning nationally
· Medical devices agency

· Professional bodies (BMA, MPS, GMC) eg issues relating to professional behaviour/indemnity

· Other GP practices (eg for shared learning locally)

· Patients (eg if issues related to otc medicines etc..)

· Other health services (pharmacies, dentists, walk in centres, nhs direct, ooh)

· Heatlh and safety executive (health and safety issues)

· Community services (district nurses, health visitors)

· Health protection agency eg, communicable disease

· Media 

· Reporting of injuries, diseases and dangerous occurences regulations (RIDDOR) any incident resulting in death hospitalisation or absence from work of more than 3 days.
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