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Capital and Coast District Health Board (CCDHB) continues to focus on improving the quality of care we provide 
and the use of improvement methodology to ensure staff engagement in solutions that lead to sustainable 
change. 
 
During the period 1 July 2015 to 30 June 2016 CCCDHB had 21 Serious and Sentinel Events (SSEs). These SSEs 
occurred in our hospital which meant that patients suffered harm or death whilst in our care. We sincerely 
apologise to the patients and family/whanau involved in these cases and acknowledges the distress and grief that 
occurs when things go wrong in healthcare. 
 
Our practice is to communicate openly with patients and family/whanau at all times, including when adverse 
events occur, to acknowledge what has happened and to apologise. We will listen to concerns, provide support, 
involve patients and family/whanau in the review to the degree they prefer, and answer their questions and 
address any concerns that they have. 

We rely on events being reported by the people involved and for this to occur we require a just culture that 
focuses on improving systems and not blaming individuals. We want our patients and their family/whanau, other 
health providers such as family doctors and primary health nurses, and our own staff to tell us when an incident 
has occurred and raise concerns, so that we can look into what has happened to try to minimise the chance of a 
similar event happening again. When reviews result in recommendations for changes and action, we ensure that 
these are followed up and implemented, thereby enabling a continually improving patient safety culture. 

The 2015/16 SSEs are reported to the Health Quality and Safety Commission (HQSC) according to category. For 
CCDHB these are as follows: 

CATEGORY CCDHB 2013/14 CCDHB 2014/15 CCDHB 2015/16 

Clinical Processes 9 17 9 

Patient Falls 10 7 11 

Medication/IV Fluids 2 2 1 

Total  21 26 21 

Please note the National HQSC Report states 24 adverse events for CCDHB. At the time of completing 
this CCDHB report  3 events were found to not meet the HQSC SSE criteria. 

 
Clinical Processes/Management (assessment, diagnosis, treatment, general care) 
These events highlight the importance of interdisciplinary communication, clear escalation pathways and 
accessible information.  
 
Patient Falls (includes falls in hospital involving a fracture or other serious harm) 
CCDHB has been very proactive with regards falls prevention but there is opportunity to improve the timeliness of 
these assessments and the importance of the risk reduction interventions with our nursing staff.  
 
Medications 
Only one medication error was reported during the 2015/2016 year and this is still under review.  
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1  

Category: Clinical process Deceased: Y SAC Rating: 2                 

Event Summary: Unexpected death from multi organ failure due to colonic perforation following elective laparoscopic completion of left nephrectomy. 
 

REVIEW 

Key findings:  

This patient was electively admitted for a surgical procedure. The patient deteriorated following surgery and the initial investigations revealed no clear diagnosis.  
Subsequent investigations showed a possible bowel perforation and the patient was returned to Theatre. Discussion with the family resulted in discontinuation of active 
treatment and the patient passed away. The review team found in addition to the surgical complication there was delay in recognition of the perforation and the 
opportunity to have prevented the perforation.       

Recommendations and progress: 

The review team has made recommendations regarding auditing process related to complex surgical procedures and all specimen labelling. The action plan is in progress 
 

 

2. 

Category: Clinical Process Deceased: Y SAC Rating: 1      

Event Summary: Patient prescribed long-term Clozapine 
 
REVIEW 

Key findings:  

This review was triggered by a query from the patient’s GP who expressed concerns regarding the patient stopping smoking and the possibility of a rise in Clozapine 
levels. There had appeared to be no recognition of the risks associated with cessation of smoking and rise in Clozapine levels.  

Recommendations and progress: 

The review team has made recommendations with regards information available for staff on the risks associated with smoking cessation and Clozapine levels, and the 
development of an alert so that the Community mental Health Team or patient’s GP are informed of the possibility that a patient has stopped smoking during admission 
so that the patient can be closely monitored until smoking levels post discharge are established. The action plan is in progress. 
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3. 

Category: Patient falls Deceased: Y SAC Rating: 2     

Event Summary:  Elderly patient had a fall resulting in a fractured left neck of femur 
 

REVIEW 

Key findings:  

The patient had an unwitnessed fall 45 minutes after ward admission resulting in a fractured left neck of femur which required surgical repair. The patient was 
transferred to rehabilitation but deteriorated and after consultation with the family given palliative treatment and died. The root causes of the patients fall were 
identified as failure to assess the risk for developing post-operative confusion and non-recognition of patient’s confused state.  

Recommendations & progress: 

The review team have made recommendations regarding increased observation , further education on the Delirium Management Plan which is included in the Patient 
Admission to Discharge Plan (PADP), increased auditing of practice and as an organisation wide review of staff information on how to create environments to reduce 
post-operative delirium and relocation stress . Recommendations implemented 

 
 

4. 

Category: Clinical process Deceased: Y SAC Rating: 1                   

Event Summary: Patient had a rapid deterioration in his condition which resulted in death. 

 

REVIEW 

Key findings: 

The Patient presented to the Emergency Department(ED) with the initial diagnosis thought to be septicaemia with an unknown cause, and the absence of a definitive 
diagnosis on arrival in ED, all active treatment was maintained. The communication and a clear plan for escalation could have been improved, although the review team 
believe that it is unlikely the outcome for the patient would have been different. 

Recommendations & progress:    

The review team have made recommendations regarding facilitating clear communication on clinical care in an acutely unwell patient. The action plan is still in progress.  

 
 
 



Capital and Coast District Health Board  
Serious and Sentinel Events Report: 2015-2016 

CCDHB Serious and Sentinel Events Report 15-16  Page 4 of 9 

 
5. 

Category: Clinical Process Deceased: Y SAC Rating: 1       

Event Summary: Neonatal death at a primary birthing unit. 
  

REVIEW 

Review in progress 

 
6. 

Category: Clinical process Deceased: N SAC Rating: 2                

Event Summary: Loss of live donor kidney transplant despite repeat operation 
 

REVIEW 

Key findings:  

A patient with known end stage renal failure received a kidney from a live donor. Following surgery it was identified that the urine output in recovery was poor and the 
recipient returned to theatre. It was found that the kidney was not perfused because the artery had kinked. Perfusion was restored but the kidney did not recover. The 
review team found that the care provided to the patient was consistent with Wellington transplant guidelines and that those guidelines were generally similar to those 
of the other New Zealand transplant centres. There were opportunities to improve on time delays and review by a renal physician in recovery, 

Recommendations & progress: 

The review team have made recommendations regarding urine output observations, timeframes for contacting the renal physician and further testing to assess 
perfusion of all kidney transplants in recovery. Action plan in progress 
 
7 

Category: Patient Falls Deceased: Y SAC Rating: 2                   

Event Summary: Patient had an unwitnessed fall which resulted in fractured left neck of femur. Patient deceased nine days after the fall. 
 
REVIEW  

Key findings:   

The falls assessment had been completed, but not within the expected timeframe of one hour post. The patient’s initial confusion assessment incorrectly indicated that 

the patient was not at risk of delirium.  
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Recommendations & progress: 

The review team recommended a multidisciplinary safety huddle as part of the daily ward progress meeting, for patients identified as a falls risk, and assessment and 

documentation practices are highlighted to all ward staff and compliance is audited regarding effectiveness. 

 

8 

Category: Clinical process Deceased: Y SAC Rating: 1             

Event Summary: Patient died while awaiting elective surgery   
 

REVIEW 

Report being finalised  

 

9 

Category: Patient falls Deceased: N   SAC Rating: 2                                                                              

Event Summary: Fall resulting in peri-prosthetic fracture of the femur 
 

REVIEW 

Key findings:   

Six days following surgery though the patient was mobilising independently using a mobility aid they had a fall resulting and peri-prosthetic fracture of the femur. 
Following surgical repair the patient had ongoing complications which resulted in prolonged hospital admission. The review team found that the Falls Risk Assessment 
had been inaccurately completed on admission and that there was no documentation of falls prevention strategies in either the Patient Admission to Discharge Plan or 
the clinical notes. Correct processes to manage the patient’s fall injury were followed, appropriate diagnostic tests were performed, and care provision escalated and 
interventions implemented by both nursing and medical staff were timely and appropriate 

Recommendations & progress: 

The review team recommended a review of the current use of the Health Quality Safety Commission (HQSC) patient falls information to develop a mechanism to ensure 
all patients receive this and a case study presented at local ward meetings aimed at frontline staff highlighting the interventions that have been developed to prevent 
falls and injuries from falls. The organisation considers making the information related to timing and circumstances of falls mandatory on the existing falls Reportable 
Event form and audit tool education. All recommendations have been implemented  
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10 

Category: Clinical process Deceased: Y SAC Rating: 1  

Event Summary: Death due to unexpected cardiac arrest   
 
REVIEW 

Review in progress  

 
11 

Category: Fall   Deceased:  Yes SAC Rating: SAC 1                                  

 
Event Summary:  Patient sustained an intracranial haemorrhage following a fall/collapse.  The patient deceased five days later.  
 

REVIEW:  

Review in progress 

 

12 

Category: Patient Falls Deceased: N SAC Rating: 1               

Event Summary: Unwitnessed fall of inpatient resulting in fracture of the neck of left humerus 
 

Key findings: 

Review in progress 

 

13 

Category: Patient Falls Deceased: N SAC Rating: 2                                 

Event Summary: Patient post surgery had a fall 
 
Key findings: 

The review team ascertained that the root cause of the fall were found to be failure to provide a urinary bottle following indwelling catheter removal and omissions in 
the falls risk assessment process and documentation 
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Recommendations & progress: 

The review team recommended review of the relevant guideline, the falls incident reportable event sticker/ Falls Risk Assessment Tool and Action Chart be updated. All 
recommendations implemented 

 

14  

Category: Patient Falls Deceased: No SAC Rating: SAC 2                                  

Event Summary: Patient fall resulting in fracture of the right humerus 
 

REVIEW 

The patient experienced periods of confusion and while getting out of bed fell resulting in a fracture of the neck of the right humerus. The patient deteriorated and had 
palliative treatment. The patient was discharged for supportive care and subsequently passed away. 

 

Key findings: 

The review team have identified the root cause of the patient’s fall to be missed opportunities to implement adequate strategies to reduce the patient’s falls risk due to 
his inherent risk and fluctuating cognition. 

 

Recommendations & progress  

The review team recommended interventions and actions on the falls risk assessment included in the PADP are reviewed to ensure there is adequate guidance to reduce 
the risks identified in the care plan. A de-identified copy of this review is provided to the ward prevention working group to identify and implement specific, workable 
interventions to help reduce falls on their ward. Further education is provided nursing staff to highlight challenges with late transfers and ensuring improved 
observation.  Action plan is in progress. 

 

15  

Category:  Medication/IV Fluids Deceased: No SAC Rating:  SAC 2                                 

Event Summary:  Incorrect drug prescription (Amiodarone) and subsequent administration leading to respiratory and cardiac arrest in neonate. 
 

REVIEW 

Report being finalised. 
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16  

Category: Patient Falls Deceased: Yes SAC Rating: SAC 1                             

Event Summary:  Patient had haemorrhage prior to admission, subsequent collapse/fall in hospital resulted in additional haemorrhage 
 
REVIEW:  

Review in progress 

 
17 

Category: Patient Falls Deceased: N SAC Rating: 2                                 

Event Summary: Patient sustained a fractured neck of left femur following an unwitnessed fall 
 
REVIEW 
Review in progress 

 
18 

Category: Patient falls Deceased: N SAC Rating: 2                              

Event Summary: Unwitnessed patient fall resulting in fractured right femur 

 

REVIEW 

Key findings: 

The review team ascertained the patient had been sitting in chair, believed to have got up and then missed the chair when resuming his seat. No watch had been 
indicated but because of a busy ward environment and staffing shortage the usual level of observation of the patient was reduced 

Recommendations & progress: 

The review team recommended Staff falls coordinators review the environment for reduce falls risk and falls management education to be provided for ward staff. 
Action plan in progress.  
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19 

Category: Clinical Processes  Deceased:  No SAC Rating:  SAC 2   

Event Summary:  Management of post partum haemorrhage in transit from one facility to another 

 

REVIEW 
Review in progress 

 

 

20 

Category: Clinical Process Deceased: No SAC Rating:  SAC 2                                    

Event Summary:  Retained tip of uterine manipulator.  
REVIEW 

Report being finalised 

 

 

 

21 

Category: Fall   Deceased: Yes SAC Rating: SAC 1                                   

Event Summary: Patient had an unwitnessed fall, scan confirmed an intracranial haemorrhage.  Patient deceased 3 days later. 
 

REVIEW  

Review in progress 


