Audley Mills Protocol

Significant Event Analysis

What is a significant event?

The MMDU describe a significant event as follows:

“Of the many events that happen to us in practice life, significant events are those which make an impact on the mind.  They can be examples of when things go significantly right, as well as significantly wrong and can be clinical or non-clinical events, involving anyone from one person to the entire team”
Examples of Significant Events

	· New cancer cases

· Unplanned pregnancies

· Sudden deaths

· Trauma/suicide

· Drug reaction

· Terminal care

· Patient complaints
	· Breach of confidentiality

· Dealing with aggressive patients

· Home visits not carried out

· Rota/staffing problems

· Communication problems

· Appointment problems

· Prescribing error and dispensing error


What is significant event analysis?

SEA is a mechanism for looking at practice defined significant events in a structured way 
· It should be multi-disciplinary when appropriate

· It should avoid individual blame by concentrating on systems of care

· It should be felt to be a positive experience by those involved in it

· Outcomes should be documented and communicated to relevant staff.  It may also be appropriate to communicate the outcomes to involved patients

· Outcomes would include any suggestions for necessary change but would also include the reinforcement of identified current good practice
What does this mean for us?
Significant events need to be identified and documented

· There is a folder in the G drive for this purpose

· Keeping a shortcut on your desk top may encourage using it

We need to select cases from the above list that we feel would benefit from SEA

· This can be decided at our practice clinical meeting

· In general terms it is neither feasible nor desirable to hold SEAs for every significant event

We need to organise an appropriate review

· Dates and times for SEA should be decided in advance and communicated to all those within the practice who may be concerned

· The SEA should be properly chaired and the outcomes documented using the attached pro-forma

· Any suggested actions or change should be feasible and have broad agreement

Outcomes of the SEA should be adequately communicated

· Completed review pro-formas should be stored in a folder on the G drive and be accessible to all clinical staff

· Any outcomes relating to administrative staff should be communicated to them at an appropriate staff meeting
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SIGNIFICANT EVENT ANALYSIS – REPORT FORMAT

1. WHAT HAPPENED? 

(Including the role of all individuals directly and indirectly involved, the setting for the event, and any impact or potential impact of the event that is relevant to patient care or the conduct of the practice)

2. WHY DID IT HAPPEN? 

(Including description and discussion of the main and underlying reasons for the event occurring, where this is possible)
3. WHAT HAS BEEN LEARNED? 

(Reflect on significant event and highlight personal and, if appropriate, team-based learning)
4. WHAT ACTION OR CHANGE HAS BEEN RECCOMENDED? 

(What action has been taken, where this is relevant or feasible, ensuring that all relevant individuals are involved)

