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WIT-93505

19. Number of Subject Access Requests exceeding timeframe for completion. 
The Medico-Legal Team is unable to comply with the General Data Protection Regulations (GDPR) 2018 in respect of responding to Subject Access Requests 
within the statutory time-frames.  This had been due to the sheer volume of requests (which had increased by approx. 1000 per year) and a lack of staffing 
to cope with the demand.  An application has been made to the Strategic Investment Committee for additional funding for staff and it is hoped that the full 
IPT will be considered by the Strategic Investment Committee in July 2020.   The Governance Committee have been advised of a back-log; it has been 

brought to the attention of the Trust’s SIRO and placed on the HROD Risk Register. 

There is currently a back-log of 167 requests that are in excess of 90 days across the following areas:-

Directorate Acute 
Services 

OPPC MHD CYP TOTAL 

Number of 
Outstanding 

Requests 

124 0 15 28 167 

Whilst the back-log has reduced slightly from the previous week, the week-end days are included in counting towards the 90+days and therefore impacts 
on the work carried out during the week. 

As outlined previously, the reasons for back-log include (in addition to the staffing and volume issues) - difficulties accessing notes and records, and issues 
relating to redaction and consent to release.  A concerted effort has been made to focus on the processing of the back-log resulting in a knock-on effect in 

SARs now accumulating for sign-off due to a combination of maternity leave, annual leave and vacancies.  A focus on sign-off has however meant that the 

back-log at this stage has significantly reduced.  

MEDICATION INCIDENTS 

20. 

SAFEGUARDING 

21. Link to SharePoint site regarding RQIA Notifications/Alerts 
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WIT-93508

 Delayed Diagnosis of Appendicitis – Due 27th December – (Acute, OPPC) - Regional extension now provided until 13th August 2020.  Change leads in 
place. 

 Risk of Death and Severe Harm from Ingesting Superabsorbent Polymer Gel Granules - work is progressing - being corporately led by Heather 
Trouton. Caroline in the final stages of compiling assurance within Acute and has updated the RA and SOP which will now be circulated to 
Professional Leads in Acute for approval. This will be shared with Heather’s team (Olivia Delaney) as a resource that can be modified for use across 

the other directorates – aiming for completion by 31/08/2020 

 Valproate –in relation to First Do No Harm Report.  It was agreed that the MDT meeting would be reconvened to discuss Valproate. 2 meeting dates 
(10/09 and 17/09/2020 at 11am) have been circulated and availability being collated. Dr Gormley to chair the extensive MDT forum. Invite extended 

to Catherine Weaver who is sending a representative from Information Governance and she has also seeking rep from IT - this will be beneficial in 
exploring IT solutions to keeping a live register of patients who are on valproate 

20170424_HSC-SQS HSS(MD) 8 2018 - July 2020 First Do No 
D-19-17 - Valproate.pValproate Contraindic Harm report.pdf 

 IV Fluid Management and Prevention of Harm from Hyponatraemia – agreed that this would be led by the Hyponatraemia Oversight Group. 
Correspondence received from Jilly.  Stephen to confirm if Jilly’s comments have been fed back to the DoH. These comments have been sent to 

report authors on 14/07/2020.  

30. SHSCT - Assurances Safety and Quality Alerts due to Covid-19 

HYPONATRAEMIA 

31. Regional PIVFAIT Audits 
CYP 

 CAH CYP week ending 09/08/2020  -2/2 = 100% 

 DHH CYP – week ending 02/08/2020  - await data 

S&G.DOCX 
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WIT-93509

Acute 

 Acute  - week ending 09/08/2020  - 1 case 
IVF audit_Acute and 

 Outstanding cases to review –17 cases . CYP summary for wee 

AOB 

32. Re-instatement of Regional Operational Policy Templates – June 2020.  An extension is being requested re this.  Early Alerts, Adverse Incidents and the Being 
Open have been worked on and will be shared with the Governance teams. Letter sent to Brian Godfrey 16th July 2020. 

Memo reinstating 
HSC (SQSD) 24 19 Re 

33. PPE Incidents - There is currently not enough information provided within the datix incidents to provide sufficient detail in relation to PPE 

PPE Incidents.xlsx 

34. T34 Battery Management – Jilly circulating email to CYPS and OPPC.  Procedure updated and available on the Palliative and end of life care SharePoint 
site. Meeting being held on Monday with the manufacturers of the pumps.  Jilly has requested update from this meeting with Michael. 

35. FOI for trips/falls in car park of CAH – Timeframe of FOI to be confirmed. 

Secondary Care 
Incident Notification -36. Secondary Care Incidents 

Attendees: 
Apologies: 
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WIT-93571

Root Cause Analysis report on the 
review of a Serious Adverse Incident 

including 
Service User/Family/Carer Engagement 

Checklist 

Organisation’s Unique Case Identifier: ID: 108139 

Date of Incident/Event: 

HSCB Unique Case Identifier: S16403 

Service User Details: (complete where relevant) 
D.O.B: 

Personal Information redacted by the USI

Gender: M Age: 
Personal Information redacted 

by the USI

Responsible Lead Officer: Dr David Grier 

Designation: Consultant Paediatrician 

Report Author: Review Team 

Date report signed off: 

1 
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WIT-93574

contacted Dr 1 in CAH to request that XX be seen. XX’s mother was advised to bring 
XX in for assessment to the Short Stay Assessment Unit (SSPAU) in CAH at 14.00 
hours. 

Paediatric Service: 

XX arrived at SSPAU at 14:00 on . Initial observations were carried 
out by a Health Care Assistant rate 48, heart rate 112, 
temperature 36.9, oxygen saturations 95% in room air. The observations were 
repeated at 16:00 hours: respiratory rate 53, heart rate 155, temperature 36.9, and 
oxygen saturations 100% in room air. Paediatric Early Warning Score (PEWS) was 
scored in the nursing notes as 1, due to elevated respiratory rate. XX had 30ml feed 
on arrival at 14:00 hours and had a small vomit post feed of approximately 10mls. 

At 17:00 hours Dr 1, along with trainee Advanced Paediatric Nurse Practitioner 
(trainee APNP 1), assessed XX for “abdominal distention/vomiting”. The history was 
noted as: vomiting post feeds, snuffly – present since birth, slight wheeze throughout 
the chest. The impression was XX was a well child with a slight abdominal distension, 
dry skin and mild jaundice. The plan was to check serum bilirubin (SBR) and to 
discharge home. XX’s mother was advised to seek advice if XX’s feeding was 
reduced or increased vomits, or if bowels had not opened for more than 3 days or 
green vomit. 

(HCA 1): respiratory 

At 18:50 hours on XX’s mother was contacted via telephone to 
inform her of the SBR results and was advised by trainee APNP 1 that no further 
treatment was required. XX’s mother did not report any further problems at that stage. 

At 04:55 hours on , XX was brought to CAH children’s ward by his 
mother who approached nursing staff stating, “my baby is unwell”. Nursing staff noted 
XX to be sitting in a car seat and was ‘white’ in appearance. XX was immediately 
brought into the treatment room, accompanied by Deputy Sister 1, Dr 2 and Dr 3. An 
oxygen mask was applied and XX was noted to be bleeding from the nose, with no 
respiratory effort. XX was given five inflation breaths, then reassessed and a further 
five inflation breaths were administered. 

Chest compressions were commenced at a ratio 15:2. A cardiac arrest call was 
made. Pulseless electrical activity (PEA) was identified on Electrocardiogram (ECG). 
IV access was obtained on the third attempt, followed by interosseous access into the 
left tibia. Three doses of adrenaline were administered. XX also received a 20ml/kg 
bolus of normal saline 0.9%. The resuscitation was attended by Dr 4 at 05:25 hours. 
The adult arrest team and the anaesthetic team were also in attendance during the 
resuscitation. XX’s mother was invited into the treatment room to observe the 
resuscitation efforts. Dr 4 discontinued the resuscitation attempt at 05:30 hours as the 
ECG monitor was demonstrating asystole and there had been no return of circulation 
despite effective ventilation. 

Blood and urine samples were taken after XX had died. These demonstrated the 
presence of E coli bacteria in the blood and urine. XX went for a Coroner’s post-
mortem examination. Provisional reports from this have indicated that XX had 
extensive pneumonia at the time of death. 
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Antenatal Timeline 
Date of Incident: 

ID: 1 

WIT-93585

Date 
and 
time 

Significant events Key to 
staff 

XX was a 34 year old para 3. 
3 normal deliveries at Term in 2003, 2011, 2018. 
History of LLetz and cervical cautery 2017 

16/04/19 Booked at 12 weeks gestation for consultant led shared 
care and therefore 3 weekly growth scans due to 1 risk 
factor - Smoking 
CO reading was13 at booking but stopped on 14/09/2019 
BMI 28.71 
BP 120/60 
EDC 10/11/2019 
Low risk VTE, GTT and Aspirin risk assessments. 

26/04/19 Rescan to confirm EDC and confirmed 10/11/19 

Scheduled antenatal appointments 

25/05/19 stopped smoking and all well - 17 weeks 
16/08/19 27+5 - all well - 1061g 
06/09/19 30+5 - bloods done - EFW 1502 

Plan for DOU on 13/09/19 for weight review 

DOU 
13/09/19 

ATTENDED DOU 13/09/19 for amniotic fluid volume 
estimation and dopplers. Amniotic fluid index found to be > 
5th percentile with normal dopplers 

20/09/19 32+5 - breech - 1816 
Advised re reduced FM to attend MAU 

DOU 
27/09/19 

33+5 estimated foetal weight less than 10th percentile. 
Doppler’s positive and amniotic fluid normal and planned to 
review next week 

04/10/19 34+5 - cephalic - all well - 2200g 
10/10/19 35+4 - all well, good foetal movement 
18/10/19 36+5 - 2588g 

Labour and delivery 

MAU 
23:20 

XX’s mother presented to MAU with spontaneous rupture of 
membranes (SROM) at 38+3 weeks gestation. 
SROM at 20:00 
Observations normal and CTG commenced 
Vaginal examination found cervix to be 2cms dilated and 1.5 
cms long with the presenting part at ischial spines -3 
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WIT-93590

check her blood sugar. He recorded that 
Personal 

Information 
redacted by the 

Personal 
Information 

redacted by the 

hit her head on the floor, injuring it and having 
Personal 

Information 
redacted by the 

a loss 
of consciousness. He also noted that had an ankle injury. At that time had no severe 
headache or any vomiting and appeared to be fully recovered from her loss of consciousness. 

Personal 
Information 

redacted by the 

had no shortness of breath. On examination her Glasgow Coma Scale (GCS) was 15/15 and her 
pupils were equal and reacting to light. Doctor 1 documented that she had normal power and tone, 
she was able 

Personal 
Information 

redacted by the 

to speak and her memory appeared 
Personal 

Information 
redacted by the 

normal. It is documented that 
Personal 

Information 
redacted by the 

’s gait and vital 
signs were normal. The impression was that had a collapse with loss of consciousness. The 
plan was for to have computerised tomography of her brain (CTB) and if this was normal then 
she was to be referred to the medical team. An ECG was carried out and an x-ray of the right ankle 
performed. It was noted that 

Personal 
Information 

redacted by the 
was on warfarin, frusemide, bisoprolol, 

Personal 
Information 

redacted by the 

candesartan, insulin and 
that she had atrial fibrillation (AF) and cardiomyopathy. Doctor 1 noted that was a non-smoker 
and did not drink alcohol. 

At 20:35 the result 
Personal 

Information 
redacted by the 

Personal 
Information 

redacted by the 

of ’s troponin 

Personal 
Information 

redacted by the 

test was recorded as 15. This was to be repeated again at 
00:00. At 22:19 ’s CT brain was reported on which confirmed that there was no acute 
intracranial pathology and at 22:26 ’s x-ray of her right ankle was reported which confirmed a 
non-displaced fracture. 

At 23:00 Doctor 1 returned to review 
Personal 

Information 
redacted by the 

. The diagnosis was that of a head injury with loss of 
consciousness. A medical referral was made and admission agreed by with the medical team. 

At 01:15 the following morning the result of 
Personal 

Information 
redacted by the 

’s troponin test was recorded as 31 and at 03:11 her 
chest x-ray was reported on as normal. 

At 08:00 
Personal 

Information 
redacted by the 

was discussed at the CAH trauma meeting and that it was agreed that she needed a 
CT of her ankle. The plan was for the CT to be reviewed and a decision on surgery would be made 
after that, although 

Personal 
Information 

redacted by the 
was an unlikely surgical candidate due to her significant cardiac issues. 

At 08:15 
Personal 

Information 
redacted by the 

had a blood glucose check and this was followed by novorapid (insulin) and breakfast. 

At 12:00 
Personal 

Information 
redacted by the 

was seen by Doctor 
Personal 

Information 
redacted by the 

Personal 
Information 

redacted by the 

2 (Cardiologist) who noted that 
Personal 

Information 
redacted by the 

’s head went “funny” prior 
to finding herself on the floor. reported that her blood glucose was 7.8 mmol/l and she did not 
feel the ICD delivered shock. ’s blood pressure (BP) was 110/55, heart rate (HR) 70 and she 
was in normal sinus rhythm. Her temperature was normal. Doctor 2 noted the past medical history 
and the plan was to admit 

Personal 
Information 

redacted by the 
to Cardiology. There were no 

Personal 
Information 

redacted by the 

immediate changes to 
Personal 

Information 
redacted by the 

’s 
medications and she was to be put onto telemetry. It was noted that was a high risk patient for 
general anaesthesia. 

Doctor 3 (T&O SHO on call) documented at 12:15 that Doctor 4 (Medical CT1 DHH) phoned to agree 
the plan for the management of 

Personal 
Information 

redacted by the 
’s fractured ankle. Doctor 3 agreed she would be 

Personal 
Information 

redacted by the 

called when 
CT ankle was reported on and then she would discuss with the Registrar ’s clinical 
management and advise if surgery was required. 

At 12:20 
Personal 

Information 
redacted by the 

’s observations were stable and 
Personal 

Information 
redacted by the 

she was given analgesia for pain. At this time she 
was awaiting a CT scan of her ankle. At 12:45 was given lunch and insulin. 

At 14:31 the results of the CT of 
Personal 

Information 
redacted by the USI

s ankle were reported on. It concluded that, “appearances are 
in keeping with a trimalleolar fracture. Reformatted multiplanar imaging has been saved to aid 
surgical planning.” 

At 14:45 an ambulance to CAH Trauma and Orthopaedics was booked and 
Personal 

Information 
redacted by the 

left ED at 16:21. 
Her discharge observations were BP 108/57, HR 69, RR 18, T 36.oc and blood glucose 10.7. 

Personal 
Information 
redacted by 
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WIT-93594

Personal 
Information 
redacted by 
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