APPENDIX ii

Sample Report Form: Significant Event Analysis


Date of significant event:

Likely Legionnaires Case. 7 June 20xx
Date of significant event meeting:

Date report compiled:
21 August


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). 

24 May. Dr A called to collapse of 57 year old man. Ambulance in attendance but patient declined to go to A&E. URTI last 5/7 on top of longstanding cough. P110 bp 130/80, no LN , chest clear. Decided to treat as infection and given 1 week of 500mg bd Clarithromycin.
30 May. Remained unwell, dizzy with cough P 85 bp 160/90 chest clear pf650. Given steroids CXR and bloods. Noted he was a blacksmith who worked up ladders.

Bloods from 5.6.12 esr 8, plt 416, wcc10.5  NP 8.6, u&e lft normal, but found to have bad lipid profile.

7 June. Aware of outbreak of legionnaires TV, Health board alerts – volunteers he works at a location linked to legionnaires outbreak.

Not feeling much better, pyrexial at times. Chest clear. CXR unremarkable but some ? consolidation at hilum so repeat film requested in 4 weeks. Sent off sputum and urine following guidance and notified PH of likely case given history.Negative results from both samples.

13 June. coughing continues feeling slightly better

19 June. feeling well enough to plan return to work.

28 June. FBC back to normal

4 July. Would have returned to work but work place under investigation and clear he is not to return until he feels 100%.

16 July. CXR given all clear, well , started on a statin.

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).
Patient refused assessment in A&E. Possible evidence of serious illness missed detection.
Patient very fit.
Unusual diagnosis not considered until outbreak advertised.
Clarithromycin given as some uncertainty regarding allergy in first instance.
Good system of Public Health alert dispersal in practice.

Results negative due to initial treatment.

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 a system within the practice of dispersing Public Health alerts, and updates.
When a Public Health alert is made to think back on recent cases seen.
To continue to ask about occupation and hobbies.

Value of discussing odd cases with colleagues over coffee.
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).

Not much within the practice. Public Health alert system found to work well and keep us informed.
Found someone who would benefit from a statin.
Possibly improved the patient’s opinion of the GP service.
