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Context and Problem Effects of Changes
2005 - The House of Commons Health Committee reported in 2005 that an The effect of the changes has been impressive in terms of the increase in VTE risk
estimated 25,000 people in the UK die from preventable Hospital Acquired assessment uptake and a downturn in the number of potentially preventable HAT's

since the beginning of the Welsh Assembly Government HAT / RCA project.

Thrombosis (HAT) every year, approximately 10% of all hospital deaths.
The charts below demonstrate how data is submitted monthly and quarterly to

2010 - English Hospital Trusts attached a CQUIN payment to the Venous WAG from each health board and the graphs demonstrate thromboprophylaxis
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Thromboembolism (VTE) Risk Assessment to achieve a 95% uptake of risk assessment uptake from 4 individual health boards in comparison with the
assessment of patients admitted to hospital. Welsh Health Boards’ do not have complete picture across all Wales.
any financial incentive to improve VTE Risk Assessment uptake.
Innovative methods of improvement needed to be developed. i . I o st et e
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quarter. These cases are to be validated to
determine if they are a HAT.
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e Recommendation 2: The Committee recommends that a standard procedure
be implemented to reduce HAT in Wales, mandating clinicians to risk assess
and to consider prescribing appropriate thromboprophylaxis, mechanical or — .
chemical for all hospitalised patients. N

* Recommendation 3: The Committee recommends that health boards should W s
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3 4 Summary of lesson learnt to improve delivery Corrective actions agreed

develop a standardised method to demonstrate a hospital acquire thrombosis - U
rate for each hospital in Wales and at a national, all Wales level. soaon 1 .
* Recommendation 4: The Committee recommends that a Root-Cause Analysis o wl | 2
should be undertaken for each case of venous thromboembolism (VTE) at o L L et e— ottt
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result of hospital treatment.
2014 - All Wales Hospital Acquired Thrombosis Steering Group formed. 120 .
Multidisciplinary membership from NHS Wales and Thrombosis UK. Reports 1oc

directly to the Welsh Assembly Government. The group aims:

* Devise and implement process to reduce the incidence of HAT across the ) R e
brincipality. ) S
* Develop a standardised system by which HAT is reported centrally to the Welsh —_— e CTtmmummma
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* Implement a process by which all learning may occur whenever an avoidable 2016-2018 oo
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2015 — Process of identifying and reporting potentially preventable HAT’s to WAG
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e Following a hospital admission within the previous 90 days post discharge.

To determine whether a detailed root cause analysis (RCA) is required the LESSO"S Learned

following is confirmed: . . L .
& Collaborative working between government and clinicians can result in

e The patient received appropriate thromboprophylaxis according to current sustainable, nationwide improvement.

NICE guidelines.
5 Some organisations that have identified HATs that were potentially preventable

e It the patient’s notes show that, the patient has not received appropriate and pinpointed areas of learning so that future delivery can be improved.

thromboprophylaxis the documented VTE risk assessment needs to be

: To ensure that all organisations can benefit from this learning and to prevent
reviewed.

similar incidents going forward, details of these lessons learnt and corrective

e |f the documented risk assessment is available and supports the action not to actions for 2018-19 are provided in the following text:

provide appropriate thromboprophylaxis, then a detailed RCA is not required.
e Under utilisation and documentation of risk assessment. Risk assessment not

e |f a documented risk assessment is not available or the risk assessment does R , , ,
completed, resulting in prophylaxis not being prescribed

not support the action not to provide appropriate thromboprophylaxis, then a

detailed RCA is required. e Prescribed doses of Tinzaparin not ‘sighed’ for on Medication chart.
The detailed RCA is undertaken by the responsible Consultant, or appointed * Extended !orophylaxis not prescril?)ed on d.ischarge as required.
appropriate Clinician, to confirm whether the HAT was avoidable or not and to e Inappropriate thromboprophylaxis prescribed.
identify the lessons learnt. The lessons learnt are to the be fed back to the e The submission of incident reports has generated discussion among consultants
clinicians concerned. resulting in improvements in prescribing and documentation.
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