APPENDIX ii

Sample Report Form: Significant Event Analysis


Date of significant event: July 2011

Date of significant event meeting: August 2011

Date report compiled: August 2011



What happened?

(Describe what actually happened in detail.  Consider, for instance, how it happened, where it happened, who was involved and what the impact or potential impact was on the patient, the team, organisation and/or others). 

Child A was brought to the practice by her father for an “on the day” appointment on a Friday morning.   The father said she had been febrile for about a day and a half, had vomited once the day before, and that morning had passed several watery stools.   He also said that she seemed a lot quieter than usual – but he wondered if she was just tired after an exciting holiday with his wife’s family.   He thought she was drinking well.  Dr S examined A, felt she was well hydrated and had no abdominal tenderness.   Temperature was 37.6C and her peripheries were warm with good capillary return.   Dr S diagnosed gastroenteritis, prescribed sachets of oral rehydration salts and gave the standard advice about maintaining adequate fluid intake and seeking advice if concerned.
On Monday afternoon Dr S was reviewing the out of hours attendance records for the weekend on DOCMAN.  

He saw that child A had attended the OOH on the Sunday morning because her parents were concerned at her increasing lethargy.    The doctor at the children’s hospital noticed A’s pallor and requested bloodwork which showed that she had a Hb of 85 and a very markedly raised creatinine.    She was admitted for possible dialysis with a presumptive diagnosis of haemolytic uraemic syndrome.
A’s subsequent course was stormy.   Her creatinine continued to rise and after 3 days she underwent peritoneal dialysis.   This was complicated by infection and septicaemia and she required dialysis four times.    After the first week of her admission a local paper published a story about her which contained an implied criticism of “the GP who said it was just a virus”.     She was finally discharged after three weeks in hospital.   It transpired that child A’s grandparents lived in northern Germany, close to the source of an E. coli outbreak, which was subsequently linked to several other cases of haemolytic uraemic syndrome in affected children.   Father had not mentioned the location of the family holiday when he brought child A in to be seen at the surgery and Dr S had not asked. 
The adverse publicity in the local paper was very upsetting for Dr S, who was bound by confidentiality and unable to comment.
The family remain patients of the practice although they have not consulted Dr S since the incident.
Why did it happen?

(Describe the main and underlying reasons – both positive and negative – contributing to why the event happened.  Consider, for instance, the professionalism of the team, the lack of a system or a failing in a system, lack of knowledge or the complexity and uncertainty associated with the event).

Essentially it happened because the child had acquired a serious infection whilst on holiday with her grandparents in Germany.   Haemolytic uraemic syndrome is a rare but recognized complication of E.Coli. infection. 
It was not diagnosed by Dr S at the first presentation because there is overlap between the symptoms of an E Coli and the symptoms of the much commoner viral gastroenteritis.    There were no specific clues in the history or examination of the child to alert Dr S to this possibility of a more serious underlying condition and the information about foreign travel was not obtained.    The outbreak of E.Coli infections in Germany had not been well publicized at that point.
Things that went well.
Dr S was able to see child A for assessment on the day an appointment was requested.

Dr S examined child A fully and gave appropriate advice for the condition that was diagnosed at the time on the evidence available.   This included “safety-netting” advice to the father to seek help if concerned at child A’s condition.

The parents acted appropriately on this advice and sought help from the OOH service.

The correct diagnosis was made and treatment was ultimately successful.

Dr S was given prompt support and guidance when he contacted his medical defence society about what had happened.

Dr S felt that subsequently discussing the case in the practice as a significant event was also very helpful.

Things that did not go well.

Dr S did not think of haemolytic uraemic syndrome [HUS].   The E.Coli infection that triggered the HUS was probably acquired in Germany.    It was very unfortunate that this child was affected so severely.     HUS is a condition not seen very often in general practice and would not have been at the front of Dr S’s mind when child A presented.
Father did not volunteer that the family had been visiting Germany – but neither did Dr S enquire about foreign travel.    The publicity about the Ecoli outbreak was only just starting at that time and no children had been reported ill. 
The local paper reported the story [with the family’s agreement].  Unfortunately the paper chose to run the story with a sensational headline ie: “ Doctor said child with killer bug “just had a virus” !”    Dr S consulted his medical defence society and was advised that he could not respond publicly to this in any way because to do so would be to breach patient confidentiality. 
Dr S remains very upset at what happened both for the child and for the effect that this newspaper story will have had on his reputation amongst patients of the practice and in the wider local community. 
What have you learned?

(Demonstrate that reflection and learning have taken place on an individual or team basis and that relevant team members have been involved in the analysis of the event.  Consider, for instance: a lack of education & training; the need to follow systems or procedures; the vital importance of team working or effective communication).

The vital importance of clearly explaining to parents of ill children the actions they should take if they feel their child has deteriorated since seen by a health professional.

The need to always remain vigilant for unusual infections and complications.

The support to be gained from honest discussion of an adverse event with peers.
What have you changed?

(Outline the action(s) agreed and implemented, where this is relevant or feasible.  Consider, for instance: if a protocol has been amended, updated or introduced; how was this done and who was involved; how will this change be monitored.  It is also good practice to attach any documentary evidence of change e.g. a letter of apology to a patient or a new protocol).

· The practice has decided to include SEA discussion as a standing item in all monthly practice meetings, to encourage all clinicians to present significant events to the team as and when they arise.
· All clinicians are even more aware of the need to give parents a clear plan for followup and review of sick children, particularly if the symptoms and signs are non specific. 

· Dr S has produced a small leaflet which describes some common viral infections, explains that a child’s condition can change very quickly, and emphasizes the need to seek advice if parents are concerned, together with the contact telephone numbers of the out of hours service.   Supplies of this will be available in all consulting rooms and can be given to parents to reinforce the verbal advice they will have received. [ see separate attachment].
· The GP who organizes the protected learning time has invited a local paediatrician to come and give a talk to the practice on “ The presentation of serious acute illness in children”.  [ Dr S will attend this protected learning time event].

Report compiled by Dr J Starter following SEA discussion.  August 2011
