APPENDIX ii

Sample Report Form: Significant Event Analysis


Date of significant event:
 Problems with a Part 2 cremation form
4.07.12
Date of significant event meeting:

Date report compiled:
2 August 20xx


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). 

25 June. A 96 year old man with dementia at our nursing home suddenly had trouble swallowing, Having become increasingly frail with weight loss, he was given some metoclopramide syrup to try and the NH agreed to discuss with the family their wishes.
27 June. visited and daughter clear that the family wished him to be kept comfortable in the home with no investigations. He was started on a low dose fentanyl patch, with full anticipatory drugs to be accessible. LCP discussed with staff.

28 June. I visited on the routine weekly visit. He was pain free but intermittently quite agitated. He was on an air mattress and we discussed the use of cot sides and how the agitation was responding to prn midazolam. The matron did not feel a syringe driver was required at this point. I ensured she knew how to get one over the WE if required.

The home managed him over the weekend. The family found his agitation at times hard to cope with. He died in the morning of 3 July. I visited to confirm death. I discussed with my mentor at coffee what I would put on the death certificate - poor oral intake 1/52, dementia 2 y, HT 6y, CKD 5y. The matron was interviewing for new staff when I visited and a nurse I didn’t know escorted me , she seemed annoyed as I disturbed the bedding and I only gave the body a brief inspection. She reported no particular incidents over the weekend. I completed part1 and spoke to a GP I didn’t know from a nearby practice who agreed to do Part 2.
4 July. The Part 2 doctor rang to say that he was concerned re bruising on the flank and abdo of the body, and could I explain this. I admitted that I had not fully examined the body the day before, he had no bruising when I had last seen him alive. The staff had not reported any injury of note.  I asked if it could be postmortem changes but he did not think so. I suggested if he was unhappy he had to discuss it with the PF. It was then arranged that the pathologist would visit the undertaker and remove the body to the city morgue if they saw fit. I was frustrated as I was due to go on holiday the next day, and had to spend time explaining the situation to my colleague who is the lead GP for the home and who was just back from holiday. I was unsure of the legal position, having issued a death certificate and this now being called into question. The pathologist was happy these were postmortem changes and I presume completed the cremation form. The nursing home staff were upset following questioning from the Part 2 doctor. It remained in the back of my mind during my holiday that I could be in some trouble!
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 man received the best care from a nursing team we have great confidence in.
I didn’t examine the body as I normally would, due to time pressure and the attitude of the nurse in the room, and the fact that I felt quite involved in his care.

Due to the previous lack of interest from the PFs when I have rung about elderly patients who have faded away I did not discuss this case with them and used my mentor as a sounding board for the death certificate.

The GP for the Part 2 could not identify post mortem changes, despite some reassurance apparently from the undertaker.
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).

To have good communication with the carers during the last days.
To fully inspect the body for a cremation form.

Some GPs have not had the pathology training I had and may have trouble with PM changes.

The Health Board pathologists are happy to offer training to GPs on PM changes to help in this situation. 
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).

I will be more careful prior to the completion of cremation forms.
If I have doubts for a Part 2, I am aware of the procedure.

I do not know if the Part 2 GP has taken up the offer from the pathologists. This may be something for the trainers to discuss with future registrars.
