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• The 2016 RCOG document 'Providing Quality Care For Women’ (1) emphasises the importance of risk 
monitoring, including investigations and escalating in response to clinical incidents

• Sets standards for departments
• Each trust must have a documented strategy for recording and actioning risk incidents
• Clinical Governance Advice No. 2 (2) proposes a list of incidents which should be reported

• 58 Datix identified from examining the handover lists
• We are currently reporting <12% of our risk incidents in gynaecology

• Retrospective review July to December 2021
• 366 handover lists reviewed (morning and evening handover lists for 6 months)
• Each case compared against the NMUH Datix trigger list and compared to Datix submitted during the study 

period

• There were 62 Datix formally submitted over a six-month period
• Only 7 of the 62 Datix submitted were reportable incidents from the trigger list
• A breakdown of the incident reports received, and their relevant categories, are detailed

BACKGROUND

METHOD

• Colposcopy:
• excessive blood loss at treatment necessitating 

admission during OP treatment or within 24 
hours of surgery

• syncope at treatment necessitating admission 
following OP treatment

• General Gynaecological Work:
• blood loss > 1.5L at surgery
• conversion of vaginal 

hysterectomy/oophorectomy into laparotomy
• injury to the visceral organs at open surgery –

bowel, ureters, bladder and major vessels
• intraoperative blood transfusion
• surgery lasting longer than 3 hours not 

previously anticipated
• unplanned urgent assistance required from 

another consultant

• Minimal Access Cases:
• urgent unplanned assistance required from 

another consultant
• bowel or bladder injury
• conversion of laparoscopy to laparotomy
• fluid deficit at hysteroscopic surgery of 1.5L
• uterine perforation necessitating laparotomy or 

laparoscopy

• Post surgery:
• admission into HDU/ITU
• need to return patient to theatre within 24 hours 

of surgery
• readmission into hospital within 1o days for 

complications related to surgery requiring 
admission for longer than 24 hours

• repeat laparotomy or CT-guided drainage of pus 
within 2 weeks of surgery

NMUH DATIX TRIGGER LIST

RESULTS - DATIX SUBMITTED DURING STUDY PERIOD

DATIX IDENTIFIED FROM HANDOVER SHEETS

LIMITATIONS

WHAT IS GOING WRONG?

• Handover lists alone cannot capture all departmental patient contacts or events which require incident reports
• Lack of understanding of which incidents require reports
• Gross underreporting by junior doctors – over 90% of Datix were filled by nursing or administrative staff

• Despite deficiencies, there has been an absolute increase in the amount of incident reporting by all staff when 
compared to a previous audit in 2017.

• We have instituted new measures based on feedback from our colleagues, which should empower junior doctors to 
submit incident reports.

• We hope to re-audit this project to assess for effectiveness later this year.

• We did an informal exploration of issues around incident reporting with junior doctors within our department
• Though 90% of doctors have completed an incident report as some stage of their career, only 10% have filled one out 

in Gynaecology.
• Whilst most doctors understand the rationale for reporting, there are significant barriers including time and negative 

perceptions of risk reporting, as well as poor understanding of the specific issues for which incident reporting is 
mandatory.

• Other issues raised included a lack of feedback following submission of an incident report, which also disincentivises 
doctors from participating in the process.

CONCLUSION
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