APPENDIX ii

Sample Report Form: Significant Event Analysis


Date of significant event:
March 2011

Date of significant event meeting:
April 2011
Date report compiled:
April 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). 
An elderly couple [ Mr and Mrs V] joined the practice as temporary residents.   They were living locally in rented accommodation whilst the retirement house they were due to move into four miles away underwent treatment for dry rot.   Mrs V had just undergone a bilateral bunion operation and had developed a DVT postoperatively.   The hospital commenced warfarin at a fixed dose and discharged her with the instruction that she was to see her GP for a blood test.   Mrs V was given an immediate discharge summary that simply said she was “on warfarin 5 mg daily for a DVT”.  The full discharge summary was posted to her old practice where she was still registered.

Mr V brought in the immediate discharge summary and requested temporary registration for his wife and said she could not come in because she was effectively housebound following her operation.    He also said that she needed a blood test for warfarin and could it be arranged?
After speaking to the practice nurse to find out what was needed, the receptionist filled out the form for an INR, called the phlebotomist and arranged for the blood test to be done.  She told Mr V to make an appointment for Mrs V to come back and see the GP when she was able.   The result was phoned back as 1.3.    Because the INR was taken by the phlebotomist there was no entry made in the practice warfarin register and so the result was not transferred to the front of the warfarin register where the duty doctor would notice it.    The practice nurse was a locum and so was not aware that it was practice policy to complete an information summary sheet for patients on warfarin.       The duty doctor saw the INR result of 1.3 in the message book but did not act on it because it was not unduly high, there was no information sheet to indicate that this patient was on long term warfarin and there was no information on the computer about this patient.   He thought that this blood test might have been ordered by the local hospital.
Mrs V meantime had misunderstood the instruction she was given.  When nobody contacted her about the blood test result and her warfarin ran out, she assumed that the blood test had been satisfactory and so she didn’t need to take any more warfarin.

Two weeks later she came to see the GP to get a further supply of painkillers.   She asked, in passing, about her INR result and at this point it was discovered that she had not taken any warfarin for more than a week.  The GP took an INR level, filled in a section of the warfarin monitoring sheet, and told her to ring that evening to find out what dose she should be taking.   The INR was 1.1, so warfarin treatment was recommenced.
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).

The receptionist was trying to be helpful and so suggested that the phlebotomist would be able to take the blood for an INR.
The locum nurse did not know that a warfarin sheet should be filled in for patients on this drug.

The full discharge summary was sent to the former GP and took two weeks to arrive, so the duty doctor was not alerted to the problem of the DVT.
The duty doctor did not follow up the INR of 1.3 to find out why it had been taken and whether any further action was required.

The registration and request for a blood test were all arranged through a third party [ie Mr.V] so there was no opportunity for a member of the clinical staff to discuss Mrs. V’s illness and its treatment.

Mrs V forgot the instructions she had been given.
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).

That proper process should have been followed.   The receptionist ought to have passed the request for the INR to the duty doctor, who could have then telephoned Mrs.V, clarified the situation, established a proper management plan, made notes in her temporary patient record and filled in a warfarin management sheet.
When he saw the INR the duty doctor should have contacted Mrs V directly by phone to establish why it had been taken and what action was needed.

The hospital could have clarified where Mr and Mrs V would be living after discharge – and where the discharge should be sent.   Given that they were going to be temporary residents, the hospital could have provided a much fuller immediate discharge summary with clearer and more detailed instructions. 
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 SEA discussion was an opportunity to remind all clinical and reception staff of the importance of keeping full and proper records to ensure that warfarin management is safe.

It was agreed to use this SEA as a trigger to audit the completeness of warfarin management recording, comparing current practice with recently produced local guidelines.

One of the reception staff will look at the recording of the following information for all patients taking warfarin:

Patients full and up to date contact details

Reason for anticoagulation 
Target INR

Proposed duration of treatment

Recording of current warfarin dose when INR is taken

New dose recommendation

Record that patient has been informed of new dose

Interval to next INR test

The practice manager will collate the data and present it at the next full practice meeting for consideration.

Report compiled by Dr Elder   April 2011.
