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1 Introduction
The Trust is committed to providing a safe environment for its patients, staff and
visitors and to delivering high standards of care. Central to the Trust’s ethos is
putting patients, families, friends and carers at the centre of everything we do.
It acknowledges that sometimes, in the course of providing healthcare and
associated functions, incidents can occur, some of which may have serious
consequences for a patient, their carers / friends / families, for staff and the public. It
is very important that we learn from incidents and Serious Incidents and ensure we
use this learning to improve the care we provide.
Responding appropriately when things go wrong is a key part of the way the Trust
can learn and continually improve the safety of the services provided to our patients
and to support staff to achieve this. The Trust recognises that in complex healthcare
settings, unintended or undesirable outcomes will arise, but when they do it is
important that incidents are identified correctly, investigated thoroughly and most
importantly triggers actions which will prevent future harm. The emphasis will be on
developing a ‘Just Culture’ (NHSI 2018) of trust and respect, in which openness,
transparency and learning is valued, encouraged and supported. Supporting staff to
be open about mistakes allows valuable lessons to be learnt so the errors can be
prevented from being repeated. Guidance can be found at NHS Improvement here.
When an individual comes to harm. Duty of Candour will be applied and an apology
will be provided CQC Regulation 20 Duty of Candour
This policy encompasses the latest guidance from the Department of Health in regards
to Article 2 of the European Convention on Human Rights and the investigation of
Serious Incidents in mental health services (Nov 2015) Article 2 Advice November 2015
and NHS England’s revised Serious Incident Framework (March 2015)
Serious Incident framework March2015
Serious Incident Framework FAQ 2015
It is also of note that our organisation is in a state of transition as we move to PSIRF,
and so this policy will be updated as we progress. Part of this transition process will
be testing and piloting new approaches, with the foundation standards for our current
processes clearly covered in this policy.
1.1

Purpose of policy
The purpose of this policy is to ensure all incidents are reported and investigated
appropriately, proportionate to their level of severity.
The NHS England Serious Incident Framework (March 2015) and seeks to support
healthcare providers to ensure robust systems are in place for reporting, investigating
and responding to Serious Incidents so that lessons are learnt and appropriate
actions are taken to prevent future harm. Patient Safety Incident Response
Framework (PSIRF) 2022 has clear thresholds to identify those incidents which will
and will not trigger Serious Incident Reviews. In August 2022, The Patient Safety
Incident Response Framework was launched by NHSE PSIRF seeks to support
healthcare providers to ensure robust systems are in place for reporting, investigating
and responding to Serious Incidents so that lessons are learnt and appropriate
actions are taken to prevent future harm. The Trust are commencing a soft launch of
PSIRF within the organisation which is anticipated to be completed by Autumn 2023
and the associated policy will launch by then.
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This policy defines the collaborative roles and responsibilities in relation to the
processes for reporting, managing and investigating incidents and the approach to
learning lessons and preventing future harm.
This policy provides guidance to ensure that:
•
•
•
•
•
•
•
1.2

We work in an open, honest and transparent collaborative way with staff,
patients, families, friends and carers at the centre of the process.
Incidents are managed effectively and immediate action / learning takes place.
Investigations are conducted in a timely manner and are of high quality.
Staff follow the correct procedure when an incident occurs.
Investigation reports are written in a language which is understandable and
free of jargon.
Incident investigations establish the root cause (where applicable) and
facilitate wider organisational learning.
We will offer a debrief and wellbeing support following an incident.

Definitions

1.2.1 Incident: Any event whether planned or unplanned that has given or may give rise
to actual or possible personal injury, to patient dissatisfaction, or to property loss or
damage”. These incidents types can be reviewed as a Serious Incident review but
may also be reviewed by use of the Initial Management Review (IMR) The Incident
Grading Matrix can be found in Appendix 1
1.2.2 Near Miss: A near miss is an unexpected or unplanned event that could have
resulted in loss, damage, injury or ill health.
1.2.3 Patient Safety Incident: A patient safety incident is any unintended or unexpected
incident which could have or did lead to harm for one or more patients receiving NHS
care (NPSA 2011). This includes:
•
•
•
•
•

Incidents that you have been involved in.
Incidents that you may have witnessed.
Incidents that caused no harm or minimal harm.
Incidents with a more serious outcome.
Prevented patient safety incidents (known as ‘near misses’).

1.2.4 Never Event: The Never Event 2018 framework (NHS England 2015) describes 15
incidents which are considered as ‘Never Events’.
1.2.5 RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations)
puts duties on employers, the self-employed and people in control of work premises
(the Responsible Person) to report certain serious workplace accidents,
occupational diseases and specified dangerous occurrences (near misses).
The following injuries are reportable under RIDDOR when they result from a workrelated accident:
• The death of any person (Regulation 6)
• Specified Injuries to workers (Regulation 4)
• Injuries to workers which result in their incapacitation for more than 7 days
(Regulation 4)
• Injuries to non-workers which result in them being taken directly to hospital
for treatment, or specified injuries to non-workers which occur on hospital
premises. (Regulation 5).
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Please refer to appendix 12 for further information.
1.2.6 Serious Incident:
Serious Incidents include acts or omissions in care that result in; unexpected or
avoidable death, unexpected or avoidable injury resulting in serious harm –
including those where injury required treatment to prevent death, serious harm,
abuse, Never Events, incidents that prevent (or threaten to prevent) an
organisation's ability to continue to deliver an acceptable quality of healthcare
services and incidents that cause widespread public concern resulting in a loss of
confidence in healthcare services.
NHS England Serious Incident Framework (2015) sets out the circumstances in
which a Serious Incident must be declared (Appendix 2). Every incident should be
considered on a case-by-case basis using the descriptions found in Appendix 4.
Inevitably, there will be borderline cases that rely on the judgement of the people
involved. There is a robust grading process in place. This includes a daily grading
meeting held by the Si team and opportunity for wider discussion in the weekly Si
governance meetings, which are detailed further below.
This also includes ‘Deaths in Custody’, Serious Case Reviews and Safeguarding
Adults Reviews where abuse / neglect / failings in care have been identified during
the provision of health funded care. When this is suspected, this will be raised
with the Trust's Lead for Safeguarding for sharing with the police. For fuller
description please see Appendix 2.
1.3

Scope of policy
This policy applies to all services, clinical and corporate operated by Sussex
Partnership NHS Foundation Trust. This includes permanent, bank and agency
staff, staff with an honorary contract or staff part of a joint working arrangement.

1.4

Principles
This policy when implemented will reflect anti-discriminatory practice. Any
services, interventions or actions must take into account any needs arising from
race, gender, age, religion and belief, communication, sensory impairment,
disability, maternity and sexuality.

2 Involving the patient and their family / friends / carers
Patient safety incidents can have devastating emotional and physical consequences
for people under our services and their families, friends and carers.
The needs of the family / friends /carers affected by the Serious Incident must be the
key focus of the Trust’s investigation and response. Patients and their families /
friends / carers and victims’ families will be centric to an investigation and supported
throughout the investigation process. This involves listening to their concerns, being
involved in the investigation, to have their concerns accurately reflected in the report
and for this to be done so in a timely and open manner. This principle links to the
Trust’s requirements under the ‘Duty of Candour (CQC 2015) namely openness,
transparency and honesty.
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At the start of the Serious Incident investigation, families / friends / carers will
routinely be asked if they want to be involved in the review and it will be established
the level and type of involvement, who will link with the family / friends / carers, the
questions they would like to ask and how they would like to outcomes of the
investigation fed back to them
On occasions, due to the complexity of the Serious Incident, such as an inpatient
death or a homicide, a senior member of staff will act as a Family Liaison Lead, who
will act as a bridge between the family and Serious Incident investigator (please see
Appendix 10 for fuller description of this role).

3 Duties
3.1

Chief Executive and Trust Board
The Chief Executive and Board provide the strategic leadership to promote and
develop the Trust’s safety culture. This includes responsibility for effective risk
management within the Trust and to ensure the organisation complies with its
statutory obligations.

3.2

Chief Nurse
Is accountable for the implementation of this policy and will report to the Trust Board
on matters relating to it.

3.3

Deputy Chief Nurse and Associate Director for Quality and Patient Safety
Takes responsibility to determine if a notified incident meets the criteria of a Serious
Incident and these are reviewed at the Weekly Si Governance Meeting which is
attended by senior operational and clinical directors, and also by the Chief Nurse and
Chief Medical Officer.
The Deputy Chief Nurse and Associate Director of Quality and Safety will:
• Ensure appropriate systems are in place to accurately report and respond to
incidents.
• Produce a quarterly Integrated Safety Report and Serious Incident Annual
Report.
• Brief the regulatory bodies and commissioners as appropriate.
• Quality assures all final Comprehensive Serious Incident investigation reports.
• Liaise with the Commissioner’s Serious Incident Scrutiny Group.
• Lead on the administration of the weekly Serious Incident Governance Meeting.
• Share learning from incidents within the Trust and with other appropriate
stakeholders.
• Have an overview of the grading process of Serious Incidents.
• Produce a monthly Serious Incident Assurance Report

3.4

Service Directors, Deputy Directors, Clinical Directors and Clinical Leads are
accountable for implementation of this policy
Directors, deputy directors and clinical leads in each service are responsible for the
implementation of this policy in their service area which ensures:
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• The Service meets its obligations as described within this policy, which includes
the Duty of Candour and the requirement to involve the patient family / friends /
carer in the process of investigation.
• That appropriate and effective incident reporting processes are in place within the
designated area.
• All staff within their work environment to include all bank and agency staff, are
made aware and given guidance on the incident reporting process.
• Take action to contain an incident and to minimise harm.
• Incidents and Serious Incidents are investigated in a timely way.
• They or a nominated deputy attend the various committees, groups and forums
where incident reports are presented with mechanisms in place to share with the
wider team.
• Identified actions from incidents are acted upon in a timely way.
• Themes and trends from incidents are acted upon and learning is shared within
their care delivery service and more broadly.
• In situations where, significant risks have been identified and local control
measures are considered to be potentially inadequate, that these risks are
escalated and mitigated.
• Effective and timely communication with staff and patients, their family / friends /
carers and the provision of appropriate support.
• Ensure Serious Incident action plans are reviewed and closed within the target
dates.

3.5

All staff
All staff will follow the procedure outlined in this policy which includes:
• Attending to people’s immediate needs following an incident and maintaining / reestablishing a safe care environment
• Being familiar with and implement the procedure for reporting incidents, Serious
Incidents, near misses and notifiable deaths.
• Ensuring effective incident management by completing a web-based incident
report form on Ulysses when either directly involved in an incident or injured as a
result of an incident.
• Reporting all incidents including near misses within their span of duty.
• Co-operating with all reviews or investigations that the Trust undertakes. This is in
line with various NHS and Professional Codes of Conduct and Trust policy.

3.6

Weekly SI Governance Meeting
The weekly meeting will be chaired by the Clinical Governance team and support by
Chief Nurse and the Chief Medical Officer.
Main functions of the meeting:
•
•
•
•

For the Executive members, Service and Deputy Service Directors, Operational
Leads, Clinical Leads and Legal representation to be informed of all Serious
Incident that have occurred in the previous 7 days.
To highlight and be informed of immediate learning from incidents and the
membership of the previous week’s Serious Incidents.
To have collective sign off if the incident meets SI criteria.
To decide if the Serious Incident investigation requires a panel review or subject
matter experts advising on broadening on the scope of the investigation and
wider learning.
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•
•
•
•
•
•

3.7

For some incidents, this meeting may contribute to the terms of reference for the
investigation.
To identify / be aware of any immediate actions that have not already been
identified through the Initial Management Review.
Consider any further support / guidance for staff or the teams involved.
To review Serious Incident review status
To be informed of any organisational emerging themes
Sharing of Learning Bulletins

Freedom to Speak Up Guardian/Champion
Speaking up can help us to make positive changes to improve patient care and your
experience of working here. There are many ways to raise concerns and make
recommendations, one of which is The Freedom to Speak Up Guardian. This role is
key in helping to increase the profile of raising concerns in the Trust and the Guardian
can provide confidential advice and support to staff in relation to concerns they have.
The Guardian provides support to ensure that employee concerns have been fully
explored to the satisfaction of the employee and that staff members have been
responded to appropriately. (Send E-mail to speakup@spft.nhs.uk). There is a FTSU
governance forum in place which is attended by the Deputy Chief Nurse to ensure
patient safety and experience is considered in all discussions and responses.

3.8

Reporting Incidents to External Agencies
Some incidents require reporting to external agencies. The types of incidents and the
designation of the individual can be found in Appendix 3.

3.9

Duty of Candour
The CQC (2015) outlines the Trust’s responsibilities under the Duty of Candour as a
provider of health care. The aim of Regulation 20 (CQC 2015) is to ensure we are
open and transparent with people who use services and other ‘relevant persons’
(people acting lawfully on their behalf) in relation to care and treatment.
It also sets out some specific requirements that we must follow when things go wrong
with care and treatment, including informing people about the incident, providing
reasonable support, truthful information and an apology.
As a Trust we promote a culture that encourages candour, openness and honesty at
all levels. This is an integral part of a culture of safety that supports organisational and
personal learning.
Our duty of candour is central to the requirement of involving families, friends and
carers in the investigation of incidents. For further guidance please refer to the Trust’s
‘Duty of Candour (Being Open)’ Policy click here for policy.

4 Procedure for Managing Incidents and Serious Incidents
4.1

Incident Reporting

4.1.1 Procedure for raising / notifying an Incident Alert – (please see Appendix 15 for
a flowchart)
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•

•
•
•

•
•

•
•
•

4.1.2

Once the immediate situation has been managed, it is the responsibility of all
members of staff to bring any incident regardless of the severity or near miss to the
attention of their manager or the most senior person on duty in the area (e.g. Team
Leader or Ward Manager).
A web incident form must be completed on Ulysses as soon as possible after the
event and by the end of the span of duty.
Guidance for staff on how to report incidents can be found on the Trust’s Ulysses
Login home page.
Once the incident is logged, the manager of the service (such as Ward Manager) is
automatically alerted via email and it is the responsibility of the manager to review
and sign off all reported incidents within 7 days. This is to enable the identification of
any cause as well as any remedial actions that need to be taken to prevent similar
incidents from occurring.
Final sign off of the incident notification is the responsibility of the matron / service /
senior manager responsible for the area. This should be completed within 14 days of
the incident being reported.
As part of the sign-off process for the ward manager and service / senior manager,
the incident must also be reviewed to ensure it does not meet the threshold for a
Serious Incident. If on review a reported incident is assessed to meet the criteria for a
Serious Incident, then the reviewing manager must indicate this on the web incident
form.
If the incident is reported as a Serious Incident, then the Serious Incident team is
automatically informed via email from the Ulysses system.
Depending on the incident type, relevant Trust leads will also be notified via Ulysses,
for example, for a fire the Fire Officer will be informed.
Where an incident may need further review or investigation but may need specialism
outside of patient safety (e.g. information governance) they will be included in the
grading decision and agreement of next steps.
A Serious Incident Procedure and Time Log can be found in Appendix 10. This
provides inpatient staff with practical advice in regards to immediately manage a
Serious Incident. For staff working in the community setting, contact the on-call
manager for support and advice and ensure all paper documents are secured.
The Serious Incident Procedure and Time Log can also be found in the Director’s
on Call pack

4.2

4.2.1

Levels of Investigation as defined by the NHS England Serious Incident
Framework (2015)
NHS England’s Serious Incident Framework (2015) and the CQC’s Report
Learning, Candour and Accountability (2016) endorses three levels of root cause
analysis investigation with the type of the investigation being proportionate to the
individual incident.
The three levels endorsed by the Serious Incident Framework (2015) are: Concise Investigations – suited to less complex incidents which can be
managed by individuals or a small group of individuals at a local level. As a
process for local review Sussex Partnership uses the Initial Management
Review template
The Initial Management Review template can also be used to investigate incidents
which do not meet the Serious Incident criteria but require a fuller investigation
such as, a RIDDOR incident.
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Comprehensive Investigations – suited to complex issues which should be
managed by a multi-disciplinary team involving experts and / or patient safety
partners.
Independent Investigations – suited to incidents where the integrity of the internal
investigation is likely to be challenged or where it will be difficult for the organisation
to conduct an objective investigation internally due to the size of the organisation, or
the capacity / capability of the available individuals and / or number of organisations
involved.
4.2.2 The level of investigation must be proportionate to the type and severity of the
incident. Appendix 4 provides guidance on the severity of incidents and subsequent
levels of investigations. As noted above, within our organisation, a concisely
graded review will be completed using an IMR template, whereas a
comprehensively graded review will need an IMR plus a full review on full
review template.
4.2.3 Recording the death on Carenotes
All deaths of patients currently receiving services or within 6 months of their discharge
must be recorded as an incident via Ulysses and logged on Carenotes.

5 Process for Investigating a Serious Incident
(An easy reference flow chart has been provided in appendix 14)
5.1

Initial Management Review (IMR)
The Serious Incident Framework (2015) and the CQC (December 2016)
recommend that an initial management review is completed by a senior person
within 2 working days following the reported potential Serious Incident to enable a
decision to be made whether further investigation is required.
The Lead for Patient Safety and Incident Management or nominated person will
request that an IMR is completed by the Matron / Service Manager of the relevant
service or a Serious Incident Lead in conjunction with the Matron / Service Manager.
The fundamental purpose of the Initial Management Review is to:
•
•
•
•
•
•

Prompt a review of care provided following a Serious Incident.
Obtain further information about the nature and seriousness of the incident.
Highlight gaps in the process of patient’s care which may need addressing.
Establish any immediate learning.
Identify any immediate action taken or required prior to the investigation
commencing.
Highlight any immediate safety and / or care delivery issues.

The Initial Management Review will be used as a decision-making tool to determine if
further review and investigation is required or No Further Action is required due to the
learning being identified at this stage.
The IMR will predominantly be the tool for learning for near misses, incidents that
require local team/service investigation and incidents that enhance learning for
individuals with complex needs. An IMR may also be the tool of learning if an
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individual has died unexpectedly but where the initial review does not identify any
overt Care or Service delivery problems.
In the event an IMR is used as the mechanism for review, upon completion the IMR
will be quality checked jointly by the individual team and Clinical Governance Leads.
Sign off of this review will be internal to the Trust. Service Managers/Clinical Directors
and Deputy Service Directors will ensure the review and learning is cascaded via their
existing governance forums. The Clinical Governance Team will centrally hold all IMRs
completed organisationally and will use this data to provide analysis and any emerging
themes.
The Chief Nurse and Chief Medical Officer or nominated deputy is responsible for
agreeing on the level of investigation required based on the details contained within
the Initial Management Review as well as the type / severity of incident (Appendix
4) at the Executive Serious Incident Weekly Review Meeting.
Once an incident has been identified as a Serious Incident all relevant internal and
external parties will be informed via STEIS within 2 working days. (Serious Incident
Framework 2015). The Initial Management Review will also be utilised to inform
external parties, such as the Integrated Clinical Service (ICB) of the Serious Incident
details and actions taken to date.
A template has been provided for the Initial Management Review - Appendix 5.
NB: The template to complete reviews of pressure area care and Falls which meet the SI
threshold can be found in the relevant policy.
5.2

Levels of Investigation following an Incident and Serious Incident
The level of investigation following a Serious Incident varies on a case-by-case basis.
This must be proportionate to the incident and provide the most opportunity for
learning and where there has been an identified act or omission in care or service
provided. Immediate learning is shared via a "learning from" briefing where required.
Executive Briefings are also utilised to ensure the most senior people within the
organisation are aware of incidents, immediate support needs and immediate
learning.

5.2.1 Incident locally managed through Ulysses
All incidents which do not require further investigation will be managed locally
through the Ulysses system which requires the immediate manager and the Matron /
Service / Senior Manager to complete sections on management response and
learning. The Ulysses system monitors the completion of the incident forms and will
flag up to services any outstanding incidents. The expectation is that the immediate
manager will complete their response within 7 days and the Matron / Service / Senior
Manager will complete in a further 7 days.
5.2.2 Comprehensive Serious Incident investigation (60 working days to complete)
These should be reviewed by a nominated individual who is separate from the
immediate clinical team and who has undergone root cause analysis (RCA)
methodology training and/or Systems based Training (PSIRF). It is important to
involve the clinical team(s) the patient was receiving care from and this investigation
will be supported by one of the Serious Incident Leads.
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The Comprehensive review will be allocated via a Centralised Allocation process
(Refer to Appendix 6). The reviewer can be from the clinical specialty / locality where
the incident occurred, but they must be independent of the incident and not involved
in the team where clinical care was being provided
The reviewer will be determined on a case by case basis, and, be appropriately
trained in system- based training and/or RCA methodology
On occasions the severity of the Serious Incident will indicate that it is appropriate to
conduct a Panel Review. On occasions this may include external experts with a
background in mental health. This can be determined by either the Executive Team,
the Mortality Review meeting or by NHS England. The clinical team(s) the patient
was receiving care from must be invited to be involved in the Panel Review. We may
also, on occasion need to complete full independent reviews, such as in the case of a
death of a detained individual. The threshold and investigator for these types of
reviews will be agreed by the Chief Nurse or nominated deputy.
Template for a Comprehensive Investigation can be found in Appendix 8.
In situations where there may need to be joint working across organisations or
providers on serious incidents (or corresponding investigation processes such as
criminal investigations or domestic homicide reviews), these will be co-ordinated and
overseen through the Serious Incident team.
5.2.3

Independent investigations (6 months to complete)
There are circumstances where incidents will require external investigation where it
will be difficult for the organisation to conduct an objective investigation, an
independent investigation team will be appointed by the executive team. Where
patients in receipt of mental health services commit a homicide, NHS England will
consider and, if appropriate, commission an investigation. This process is overseen
by NHS England’s Regional investigation teams.
Additionally, NHS England is responsible for commissioning independent
investigations of homicides, where appropriate. This includes determining when an
independent investigation is necessary, appointing an independent investigation
team, agreeing terms of reference, publishing and distributing the resultant report and
ensuring a process for subsequent action to address the issues raised. The Trust and
its employees are responsible for co-operating with an independent review.

5.2.4 Safeguarding / Deaths in custody and other types of investigation.
In addition, some types of incidents require different types of investigation, including,
but not limited to:
•

Safeguarding Adult incidents that are subject to Safeguarding Adult enquiries
or Safeguarding Adult Reviews.

•

Safeguarding Children incidents that are subject to Safeguarding Children
investigations or Safeguarding Practice reviews formerly Serious Case
Reviews.

•

People who die while in custody, namely people who are in receipt of health
care whilst with the police or justice system (see Appendix 1 for greater detail).

Although there will always be a need for different organisations to work together, it is
likely that each will have a different purpose and scope. The existence of a separate
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investigation should not act as a barrier for NHS Trusts to consider if they need to
complete a separate review to identify learning for the service and wider organisation.
5.2.5 Serious Incidents occurring with people known to the Trust by other care
providers
There may be circumstances where a known SPFT patient is receiving care by
another provider when an incident occurs, it is the responsibility of SPFT to liaise
with the other provider to support an investigation process. Examples of these
include Local Authority, to support a Safeguarding Practice Reviews and
Safeguarding Adult Reviews. There may be occasion to support a Serious Incident
review for a Sussex Patient who was receiving care from a private provider. It is the
responsibility of the Independent Sector Provider to lead the investigation and
include the Trust in any actions and updates.
5.3

Issues of staff performance identified as part of the Serious Incident
investigation
The Serious Incident looks at systems-based learning. On occasions, as part of the
initial management review or within the process of the Serious Incident investigation,
poor staff performance or misconduct may be identified.
When this is the case, the disciplinary investigation and report will be a separate
process and conducted independently of the Serious Incident review. The disciplinary
investigation can be conducted at the same time.
It is important that when deciding if a disciplinary process should proceed, the lead for
the investigation must refer to the NHS Improvements (2018) ‘Just Culture’ guidance
as it will assist in the decision making. Please see Appendix 15.

5.4

Record keeping as part of the investigation process
Panel Meetings are kept and stored safely by the lead reviewer/SI Co-ordinator. The
Serious Incident Framework (2015) provides guidance that statements taken to
support the Serious Incident review do not have to be signed and are written as an
aide memoire for staff to support the review process to inform learning. Where formal
statements are required (as part of court/criminal proceedings) staff must receive the
appropriate support and guidance from SPFT Legal team.

5.5

Sign off of Serious Incident Final Reports
Comprehensive reviews will be signed off by the Chief Nurse or Deputy Chief Nurse
and either the Service Director or the Clinical Director with the final report and sign off
being completed within 60 working days. The Legal Director will also sign off any
reviews which are linked to a coronial or other legal process.
Comprehensive / Independent. Investigations will be signed off by nominated leads
within 6 months.
In certain circumstances, it is acknowledged that it may be difficult to complete a final
report within these timescales. This might be due to:
• Enforced compliance with the timetable of external agencies, such as police,
Coroner, Health and Safety Executive or Safeguarding Children Partnership formerly
Local Children Safeguarding Board or Safeguarding Adult Board.
• Investigation of highly specialised and multi-organisation incidents.
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• Incidents of significant complexity.

In such circumstances, the ICB and Trust can agree an alternative timeframe. This
will be recorded as part of the Trust’s Serious Incident monitoring systems and within
the body of the report.

6 Sharing Learning
6.1

Sharing of Final Report with the Clinical Team
To ensure learning, it is important to share the final Serious Incident report with the
team.

6.2

Action Plan implementation and completion
When recommendations are made from a Serious Incident review, the Care Delivery
Service (CDS) responsible for the care will develop and implement an action plan
based on the lessons learnt and recommendations. Action plans for trustwide
recommendation will be shared with Deputy Chief Nurse and Clinical Governance
Leadership Team, and managed through the appropriate trustwide forum / committee.
Action plans must be in a SMART (Specific, Measurable, Achievable, Realistic and
Timely) format and can be found as part of the Serious Incident templates and
guidance.
Completion of the action plan will be monitored by the responsible CDS with
completion reported and evidenced via the Ulysses system. The Action Owner has
responsibility for closing completed actions on the incident form accessible through the
Ulysses system.

6.3

Learning from Incidents
The Associate Director of Quality and Patient Safety, the Service Director and
Clinical Director for the relevant CDS are responsible for ensuring learning from
incidents is shared with staff of all grades working within the Trust. This will be
achieved in the following ways:
•
•
•
•
•
•
•
•

By involving the family / friends / carers in the Serious Incident review process.
All of the templates used for incidents, regardless of severity ensure that the
causes of incidents, and actions taken are systematically recorded.
The whole system of reporting, investigating and sharing of the incidents is
designed to improve patient safety.
The incident dashboard on the Ulysses system allows the sharing of collated
incident reports. This helps identify themes and trends within a specific care
setting such as a ward, service or CDS.
Individual staff members through supervision / reflective practice will be
encouraged to reflect on incidents and Serious Incidents which have occurred
within their team.
Ensuring that teams hold regular meetings to share learning from incidents
and Serious Incidents.
Completion of the Initial Management Review so immediate lessons can be
learnt and shared with the team and wider organisation.
Completing a Serious Incident review with the team and thereby ensuring key
issues are identified, staff are engaged in the process and lessons learnt
remain connected to the care setting.
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•
•

Sharing of Serious Incident reviews with the team so staff understand why
recommendations and actions have been made.
By producing a quarterly Integrated Safety Report and annual Serious Incident
Report.
Learning Lessons seminars which can be facilitated within practice and
include Serious Incidents from other localities.
By facilitating Serious Incident Review days ‘Report and Learn Live’, Safety
Days where staff of all grades can come together to present completed
Serious Incidents reviews and share lessons learnt and changes in practice as
a result
Reviewing Trust policies and procedures when indicated.
Learning from Serious Incidents conference

•
•

•
•

There is also a Suicide Prevention Lead within the organisational structure. Where an
incident is a likely or confirmed death by suicide, they will also be involved in learning
reviews, outcomes and next steps, including how this is shared within the wider system.
6.4

Supporting people affected by the Incident
For supporting staff, please refer to the Critical Incident Stress Management Protocol
and the Employee Support & Wellbeing for Staff involved in Incidents, Complaints &
Claims which contains details of de-fusing and de-briefing meetings. Staff support is
also available through the Employee Assistance Programme.
It is anticipated that the team providing care for the patient will continue to do so.
Where this is not possible another team will be identified to do so.
For supporting families / friends / carers, please refer to earlier sections of this policy
in regards to Duty of Candour and supporting and involving families / friends / carers
through the Serious Incident process.
Also see section 3.8 (Freedom to Speak Up Guardian/Champion)

7 Development, consultation and ratification
This policy and procedure was developed by the Clinical Governance Team in
conjunction with Clinical Services, Staff Side Representatives and members of the
Safety Committee.
This policy and procedure was delegated by the Quality Committee to the Clinical
Policy Forum for final consultation and ratification.

8 Equality and Human Rights Impact Assessment (EHRIA)
Initially completed on 8th October 2014, reviewed on 2nd October 2015, November
2016 and on 24th August 2022.

9 Monitoring Compliance
This is achieved in the following ways:
• Incident Reporting rates (as compared to NRLS benchmark data).
• Timeliness of reporting.
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•
•
•
•
•

Timeliness of Initial Management Review.
Timeliness of investigations.
Timeliness of STEIS notification.
Number of outstanding action plans / recommendations.
Trust Board review of the annual Serious Incident Report, including analysis of
learning that has taken place.
• Duty of Candour compliance report.
All of the above points are included in the monthly Serious Incident Assurance Report
and the quarterly Integrated Safety Report.
In addition, the monitoring of timely completion of reports is completed by the Clinical
Governance Team with a weekly report of all open Serious Incidents sent to Clinical and
Service Directors and General Managers.
This monitoring includes progress of reports and overdue reports by CDS. This is
reported to each CDS via the weekly update, the CDS Quality Assurance Dashboard a
copy of which is sent to the ICB. In addition, the Trust Board are informed through the
monthly Serious Incident Assurance Report and Board Report.

9.1

Audit and Assurance
To ensure consistency, transparency and quality of the Serious Incident root cause
analysis reviews, a monthly internal scrutiny group chaired by the Chief Executive has
been established.
In addition, a monthly Serious Incident assurance workshop is held in which all senior
staff who grade the Serious Incidents meet to review the grading and take action as
appropriate.
The Safety Committee receives the Serious Incident Assurance Report the Quality and
Safety report and Serious Incident Annual Report. This provides additional scrutiny
and assurance.
Final drafts of the Serious Incident report are shared with the family / friend / carer for
further comment with amendments discussed and where appropriate agreed.
All Serious Incidents are scrutinised by the Integrated Clinical Board (ICB) before final
sign off.

10 Dissemination and Implementation of policy
This policy will be available through Sussex Partnership’s intranet and will be shared
through the CDSs and other senior forums.
10.1 Training
10.1.1 Systems Based Training
A mandatory one-day course for managers at band 8a and above.
The content includes:
•
National context
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•
•
•
•
•
•
•
•
•
•

Trust Policy
Root Cause Analysis (RCA) overview
Gathering and mapping information
Identifying problems
Analysing the problems
Report writing
Generating solutions
Duty of Candour
Just Culture
The importance of involving families in Serious Incident reviews

The above staff should undertake this additional management training within 6
months of commencing employment with the Trust.
In addition, staff completing investigations for the first time will receive support and
guidance from the Serious Incident Leads and other senior colleagues.

11 Document Control including Archive Arrangements
This policy and procedure will be stored and archived in accordance with the
Organisation Wide Policy for the Development and Management of Procedural
Documents.

12 Reference documents
•
•
•
•
•
•
•
•
•

CQC Regulation 20 – Duty of Candour (March 2015)
CQC. Learning, candour and accountability. A Review of the way NHS trusts review
and investigate the deaths of patients (December 2016)
Department of Health (Nov 2015) – Article 2 of the European Convection on Human
Rights and the investigation of Serious Incidents in mental health services
Health and Social Care Act (2014)
Monitor / CQC and NHS Trust Development. Well-Led Framework for Governance
Reviews. Guidance for NHS Foundation Trusts (April 2015)
NHS England Serious Incident Framework – Updated March 2015.
NHS England Serious Incident Framework 2015/16 – Frequently asked Questions
NHS Improvement – A Just Culture guide
NPSA (2011) Definition of a Patient Safety Incident

13 Cross reference
•
•
•
•
•
•
•
•
•
•

Duty of Candour (Being Open) Policy
Claims Management Policy
Safe & Effective Assessment & Management of Clinical Risk Policy
Incident Response Plan
Supporting Employees (including post incident or complaints) Policy
Inquest - the process and the role of SPFT
Safeguarding Adults Policy
Safeguarding Children policy
Raising Concerns – Whistleblowing policy
Investigation Policy & Procedure
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14 Appendices
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Appendix 1 – Incident Grading Matrix
INSIGNIFICANT (1)
INCIDENT REPORTING
GRADING SYSTEM
Identify from the list of categories
listed in the column opposite
which description best fits the
incident you are reporting.
Now look at the column below to
determine the actual or possible
likelihood that the identified
incident may have to the Trust.
Reading down from the top row
and across from the side row will
give a risk score and a risk colour.
NB If there are two or more
descriptions from the column
opposite that fit the event always
chose the highest scoring
description.

CERTAIN (5)
This type of event will happen
again (and frequently)
HIGH PROBABILITY (4)
This type of event may happen
again (50/50 chance)
POSSIBLE (3)
This type of event may happen
again (occasionally)
UNLIKELY (2)
This type of event is unlikely to
happen again (remote chance)
RARE (1)
Cannot believe this type of
event will happen again (in the
foreseeable future)

No identifiable Injury or Ill
Health (Physical /
Psychological)
Property Loss or Damage
Insignificant Data or File
Loss

MINOR (2)
No permanent Injury or Ill
Health (Physical or
Psychological) - Probably
be resolved / healed in one
month
Property Loss or Damage

MODERATE (3)
Semi-permanent Injury or
Ill Health (Physical or
Psychological) - likely to be
resolved / healed in one
year
Property Loss or Damage

Only one Person affected

Minor Data or File(s) Loss

Significant Data or File(s)
Loss

Less than £100 (can be
resolved at local / ward
level)

Less than 3 people but
greater than 1 Person
affected,

Greater than 3 people but
less than 50 people
affected

Potential for Patient /
Relative concern

Patient / Relative concern

Local Media – long term

Local Media – short term

Significant Complaint

Insignificant complaint
Risk of claim remote
Insignificant Disruption to
Service

Minor Complaint
Claim less than £10,000

Claims between £10,000
and £50,000

MAJOR (4)

CATASTROPHIC (5)

Permanent Injury or Ill Health
(Physical or Psychological) –
Permanent Loss of function

Unexpected Death,

Property Loss or Damage
Serious Data or File(s) Loss
Greater than 50 but less than
200 people affected
National Media – short term
Serious / Several Complaints
Claim(s) between £50,000 &
£250,000
Increased level of care for
greater than 15 days

Death due to Unintentional
Drug / Alcohol overdose
Suicide / Suspected
Suicide
Suspected Homicide
Critical Data or File(s) Loss
Greater than 200 people
affected
National Media – long term
Critical / Multiple
Complaints

Temporary Service closure

Claim(s) in excess of
£250,000

AWOL / Absconding

Extended Service closure

Increased level of care less
than 5 days

Increased level of care less
than 15 days but greater
than 5 days

5

10

15

20

25

(Yellow)

(Orange)

(Red)

(Red)

(Red)

4

8

12

16

20

(Yellow)

(Orange)

(Orange)

(Red)

(Red)

3

6

9

12

15

(Green)

(Yellow)

(Orange)

(Orange)

(Red)

2

4

6

8

10

(Green)

(Yellow)

(Yellow)

(Orange)

(Orange)

1

2

3

4

5

(Green)

(Green)

(Green)

(Yellow)

(Yellow)
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Appendix 2 - NHS England Serious Incident Framework
Definitions and Thresholds of Serious Incidents in the NHS
Serious Incidents in the NHS include:
Acts and/or omissions occurring as part of NHS-funded healthcare (including in the community)
that result in:
• Unexpected or avoidable death of one or more people; - suicide / self-inflicted death; and
homicide by a person in receipt of mental health care within the recent past. Each case should
be considered individually
• Unexpected or avoidable injury to one or more people that has resulted in serious harm;
• Unexpected or avoidable injury to one or more people that requires further treatment by a
healthcare professional in order to prevent the death of the service user; or serious harm; Actual
or alleged abuse; sexual abuse, physical or psychological ill-treatment, or acts of omission
which constitute neglect, exploitation, financial or material abuse, discriminative and
organisational abuse, self-neglect, domestic abuse, human trafficking and modern day slavery
where: - healthcare did not take appropriate action / intervention to safeguard against such
abuse occurring or where abuse occurred during the provision of NHS-funded care. This
includes abuse that resulted in (or was identified through) a Serious Case Review (SCR),
Safeguarding Adult Review (SAR), Safeguarding Adult Enquiry or other externally-led
investigation, where delivery of NHS funded care caused / contributed towards the incident
• A Never Event - defined as Serious Incidents although not all result in serious harm or death.
See Never Events Policy and Framework for the national definition and further information. NHS England Revised Never Events Policy and Framework (need link)
• An incident (or series of incidents) that prevents, or threatens to prevent, an organisation’s
ability to continue to deliver an acceptable quality of healthcare services, including (but not
limited to) the following: - Failures in the security, integrity, accuracy or availability of
information often described as data loss and/or information governance related issues;
- Security breach / concern
- Incidents in population-wide healthcare activities like screening13 and immunisation
programmes where the potential for harm may extend to a large population;
- Inappropriate enforcement / care under the Mental Health Act (1983) and the Mental
- Capacity Act (2005) including Mental Capacity Act, Deprivation of Liberty Safeguards (MCA
DOLS);
- Systematic failure to provide an acceptable standard of safe care (this may include
incidents, or series of incidents, which necessitate ward / unit closure or suspension of
services14); or
- Activation of Major Incident Plan (by provider, commissioner or relevant agency)
- Major loss of confidence in the service, including prolonged adverse media coverage or
public concern about the quality of healthcare or an organisation.
Deaths in Custody – where health provision is delivered by the NHS
In addition, the Serious Incident Framework (2015) identifies Deaths in Custody where health
provision is delivered by the NHS including either those detained under the Mental Health Act
(1983) of those detained under the police or justice system are owed a particular duty of care by
relevant authorities. In prison and police custody any death will be referred to the Prison and
Probation Ombudsman (PPO) or the Independent Police Complaints Commission (IPPC) who are
responsible for carrying out the relevant investigation. Healthcare will support these investigations.
However, in mental health services, providers must ensure that any death of a patient detained
under the Mental Health Act (1983) is reported to the CQC without delay. Additionally providers
are responsible for ensuring that there is an appropriate investigation into the death of a patient
detained under the Mental Health Act (1983) or where the mental Capacity Act (2005) applies.
In circumstances where the cause of death is unknown and / or where there is a reason to believe
the death may have been avoidable / unexpected ie not caused by the natural course of the
patient’s illness or underlying medical condition when managed with best practice then the death
must be reported to the providers commissioner(s) as a Serious Incident and investigated properly.
Consideration should be given to commissioning an independent investigation
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Appendix 3 - External Agencies / Stakeholder Reporting
External Agencies / Stakeholder
The Medicines and Healthcare products Regulatory
Agency (MHRA); - require to know if any medical device,
from a bandage, catheter, etc. to a hoist or bed which causes,
or has the potential to cause, unexpected or unwanted effects
involving the safety of patients, users or other persons.
The Health and Safety Executive (HSE); - The Reporting of
Injuries, Diseases and Dangerous Occurrences Regulations
(RIDDOR) require employers and others to report accidents
and some diseases that arise out of or in connection with
work. These reports enable the enforcing authorities to
identify where and how risks arise and to investigate serious
accidents. (Appendix 12 explains how RIDDOR applies to
the healthcare sector).

Senior Person on
Duty / Manager
Inform Risk and
Safety Office
Within 24hrs.

Risk and Safety
Office Completes
MHRA On-line
Form

Inform Risk and
Safety Office
Within 24hrs.

Risk and Safety
Office Raise Online RIDDOR
Form

The Clinical Commissioning Group; - informed of all Trust
Serious Incidents

Immediate

Care Quality Commission

Immediate

National Reporting and Learning System (NRLS); - they
collect and analyse information on Patient Safety Incidents
from local NHS organisations on NHS patients.

Through Incident
Form – tick patient
safety incident on
incident form

NHS England
Local Authority (LA); - local Environmental Health Officer
may need to be informed of food safety issues and infectious
diseases in some circumstances.

Inform Risk and
Safety Office
Within 24hrs.

Infection Control; - must be informed immediately of any
infectious diseases or food poisoning outbreaks

Immediately inform
infection control
leads

Occupational Health; - need to be informed of all staff work
related incidents of injury, ill health, sharps or needle-stick
injuries.
NHS Estates; - collect information on any defect or failure
relating to safety of non-medical equipment or devices. They
also collect incident data on fire safety.

Clinical
Governance Team

Immediate through
the incident form
Inform Risk and
Safety Office
Within 24hrs.

NHS Resolution; - require information where an incident has
given rise to a potential or actual claim against the Trust

Inform Legal
Support Team
Within 24hrs.

National Audit Office (NAO); - collect and analyse
information on incidents and adverse events from NHS
organisations on violence and aggression, RIDDOR incidents
and staff security incidents.

No action required

The Medicines Control Agency; - have a Yellow Card
Scheme which invites reports from doctors, dentists, coroners
and pharmacists on patients who suffered an adverse
reaction to medicines.

Immediate By
Responsible
Clinician (Page 10
BNF)

Clinical
Governance Team
complete STEIS
Form
Governance –
STEIS Form
Quality and
Safety Team
report to NRLS
Governance
STEIS form
Infection Control
Team informs
local or county
council
Infection Control
Team checks
infection control
leads aware
No action
Inform Trust
Estates
Department
Quality and
Safety Team
checks legal
Support aware
Quality and
Safety Team
Supply
Information when
required
Pharmacy
confirms this has
been reported
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Appendix 4 - Guidance on the severity of incidents
These examples are for guidance only; it is not an exhaustive list. The overall context, nature and
impact of an incident must always be taken into consideration in the grading process to identify whether initial learning can be identified. In
particular issues of safeguarding children or vulnerable adults should be taken into account where appropriate.
Repetition of similar incidents of lesser severity may lead to the need for a review of those incidents.
Near misses – An event that potentially could have led to actual harm / loss / injury at any level- should always be reported and its severity
grading according to what there might have happened and what learning can be identified to prevent similar incidents reoccurring.
When a severity is suspected as a Serious Incident an Initial Management Review will be requested by the Deputy Chief Nurse, or nominated
deputy. This will be used to inform the level of investigation
Incident Severity / Investigation Level
Incident Category
Incident – locally managed
through Ulysses

Initial Management Review

Initial Management Review
RCA Concise
RCA Comprehensive /
Independent (which may
require a Panel )

Violence and Aggression
Threatening Behaviour

Minor agitation or swearing
or minor damage to property

Damage to property

Invasion of personal space

Possession of a weapon
fashioned by a Patient (e.g.
sharpened toothbrush) or
bladed article
Persistent bullying and / or
harassment causing distress
to the victim

Bullying and / or Harassment

Bullying and / or harassment
that has been satisfactorily
managed / dealt with

Verbal Abuse/Threatening
Behaviour

Verbal aggression where no
intent to cause distress or
harm is detected, or where it
is non-directed

Verbal aggression with
serious threat to harm or
damage where imminent risk
is perceived. Threats to kill or
maim where imminent risk is
perceived

Threats to kill or maim where Possession of a firearm with
imminent risk is perceived.
intent
Possession of a firearm
Possession of a weapon
Serious threat to kill or maim
fashioned by a Patient (e.g.
with demonstrable intent,
sharpened toothbrush) or
staff feeling in imminent
bladed article with intent.
danger of the above
Persistent severe bullying
and / or harassment with
aggravating factors (e.g.
racist, sexist or homophobic)
Serious threat to kill or maim with demonstrable intent, staff
feeling in imminent danger of the above ( level of
investigation will be dependent on severity and complexity of
the incident)
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Incident Severity / Investigation Level
Incident Category
Incident – locally managed
through Ulysses

Initial Management Review

Assault using implements or
weapons and / or causing
injury requiring some hospital
treatment (but not as an inpatient)

Sexual Aggression /
Exploitation

Pushing and shoving,
pinching, slapping or hitting
with no use of implements or
weapons and no injuries, or
minor injuries treatable with
first aid, caused
Inappropriate sexual
behaviour and / or comments

Hostage-taking

N/A

Harm to Self

Self-harm with; no evidence
of intent, very minor injuries
treatable with first aid.

Substance Misuse

Discovery of alcohol or illicit
drugs in Patient’s possession
whist an inpatient and / or
evidence of consumption, but
with minimal immediate risk
to self or others apparent
N/A

Physical Assault

Unexpected Death

Inappropriate sexual
behaviour and / or comments
with perceived immediate
threat
Hostage situation resolved
without harm to the single
victim
• Self-harm with significant
injury requiring hospital
treatment
• Attempted Suicide community resulting in
moderate harm

Inpatient - possession or
consumption of alcohol or
illicit drugs leading to
intoxication which resulted in
moderate risk to self or
others.

Initial Management Review
RCA Concise
RCA Comprehensive /
Independent (which may
require a Panel )
Serious assault causing
• Assault causing life
significant injury requiring
threatening injuries
hospital treatment as an in• Homicide
patient

Sexual assault, serious
sexual harassment or
physical contact with intent to
molest
N/A

Rape and very serious
sexual assault

Hostage situation involving
multiple victims and or
physical harm to the victim(s)

•

Serious self-harm
resulting in significant
long term harm
• Attempted Suicide – inpatient resulting in
significant hospital
treatment and long term
harm
Possession or consumption
with serious risk to self or
others; overdose requiring
medical intervention, risk to
others through aggression
•

Death or life threatening
situation arising from the use
of alcohol and/or illicit drugs.

Death of patient where there is evidence that aspects of
their care and treatment may have contributed to death

Page 23 of 55

Management of Incidents and Serious Incidents Policy and Procedure

Incident Severity / Investigation Level
Incident Category
Incident – locally managed
through Ulysses

Initial Management Review

Ill Health

• Grade 1 pressure sore
• Patient’s physical health
which may include a preexisting condition
deteriorates
necessitating escalation
and treatment.

Abscond and Absence
Without Leave

• Absconds /missing of
informal Patients
• Absconds / AWOL of
Patients detained under
section (without restriction
order) on open acute
wards - no/low harm

Slips, Trips and Falls

Where the slip, trip or fall
resulted in harm that required
first aid, extra observation or
review of medication or
medical attention.

• Grade 2 pressure sore
obtained while under the
care of SPFT
• Patient’s physical health
which may include a preexisting condition
significantly deteriorates
necessitating urgent
escalation and treatment
(depending on severity –
this may fall into the
category of a Concise
Review).
• Absconds / AWOL of
Patients detained under
section, with or without
restriction order,
Absconds / AWOL and
identified risk to self or
others
Patient detained in conditions
of medium security absconds
from, or fails to return from,
leave. No immediate risk to
self or others identified.
Where the slip, trip or fall
resulted in moderate harm
such as a minor fracture

•

Initial Management Review
RCA Concise
RCA Comprehensive /
Independent (which may
require a Panel )
• Detained patients
• In-patient death
(including absconded
Patients)
Grade 3 pressure sore or Unexpected death following
deterioration of a patient’s
above obtained while
physical health whilst
under the care of SPFT.
admitted to an inpatient ward
following identified care or
service delivery problem.

Patient detained in conditions
of medium security absconds
from, or fails to return from,
leave when the patient is
subject to MoJ restrictions.
An immediate risk to self or
others is identified

Detained Patient absconds
from within the perimeter of a
medium secure unit.

Where the slip, trip or fall
resulted in significant harm
such as fracture of the femur
(NB the Falls template will be
used to review this incident).

Where death was the direct
result of a slip, trip or fall.
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Incident Severity / Investigation Level
Incident Category
Initial Management Review
RCA Concise
RCA Comprehensive /
Independent (which may
require a Panel )

Incident – locally managed
through Ulysses

Initial Management Review

Prescribing, dispensing or
administration error but with
no or minor effect.
Fire alarm activated due to
burnt food or smoking with
no damage caused

Prescribing, dispensing or
administration error with
moderate adverse effects.
• Fire in one room with
some damage but injury
minor/moderate

Prescribing, dispensing or
administration error resulting
in serious long term harm
• Fire exceeding one room
and or requiring
evacuation of a ward
• Fire causing significant
injury

Prescribing, dispensing or
administration error resulting
in death.
Fire causing widespread
damage to and/or evacuation
of an entire inpatient unit or
community team base

Ill Health specific to
Infection control

Isolated incident of lapse in
cleanliness

Outbreak of a notifiable
illness

Unexpected death as a result
of an outbreak or a lapse in
standards of cleanliness /
infection control

Information governance,
confidentiality, security
and records management

•

• Damage to an individual's
reputation. Possible
media interest e.g.
Potentially serious
breach. Less than 5
people affected or risk
assessed as low e.g. files
encrypted
• Damage to a team's
reputation. Some local
media interest that may
not go public. Serious
potential breach and risk
assessed high e.g.
unencrypted clinical
records lost. Up to 20
people affected
• Moderate theft of money

Serious harm to individual or
impairment of the ability of a
service to function as a result
of an outbreak or a lapse in
standards of cleanliness /
infection control.
• Damage to a services
reputation. Low key
media coverage. Serious
breach of confidentiality
e.g. up to 100 people
affected
• Serious breach of
security of a site
• Serious theft of money or
property

Drug Error

Fire

•
•
•
•

No significant reflection
on any individual or
body. Media interest very
unlikely. Minor breach of
confidentiality. Only a
single individual affected
Trespass /unauthorised
people entering a Trust
premises.
Low value cost to the
Trust (up to £500)
Personal loss up to £100
Minor incident of criminal
damage

•

•

•
•

Damage to an
organisation's reputation.
Local media coverage.
Serious breach with
either particular
sensitivity e.g. sexual
health details, or up to
1000 people affected
Damage to NHS
reputation. National
media coverage. Serious
breach with potential for
ID theft or over 1000
people affected
Significant breach of
security of a site.
Significant theft of money
or property
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Incident Severity / Investigation Level
Incident Category
Incident – locally managed
through Ulysses

Mental Health Act breach

N/A

Privacy and Dignity

•
•

Initial Management Review

or property
Unlawful treatment or
detention – this may be
escalated to Concise
Review depending on
circumstances and
consequences for the
Trust and/ or individual
concerned.
• Deprivation of Liberty
which had not followed
the appropriate policy.
•

Single Sex Breach
Breach of
Dignity/Respect

Initial Management Review
RCA Concise
RCA Comprehensive /
Independent (which may
require a Panel )
This may be considered in
the event of more than one
episode of unlawful detention
/ DoL taking place on one
ward.

Under 16 admitted to an
Adult Acute Mental Health
Ward.
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Appendix 5 - Initial Management Review Template
Patient’s Details
CIS Number

NHS Number

Incident number

Patient’s name

Patient’s ICB

Age

Reviewers Details
Ward /Team:

Location of incident:

Name/job role of person
leading the review:

Other staff involved in
the review:

Incident Details
Date of incident:

Date incident identified (if different):

Description of the incident

Brief summary of patient’s history (and diagnosis)

Immediate action taken (i.e. safeguarding alert raised, family contacted)

Details of support offered/provided to those involved:

Post Incident Review
Has the incident highlighted any risks, gaps or other issues of concern?
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Initial learning/actions taken from the incident

Any other comments: e.g. safeguarding/multiagency incident, Police and/or HSE investigation, Coroner
involvement, CQC involvement

Media Interest
Have the Communications Department been informed?
Y/N
If yes, please list the type of media interest:

Name of Lead Reviewer:

Date Completed:
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Appendix 6 - Serious Incident Review Template
Serious Incident Review Report
(Root Cause Analysis)
SI Reference:

Date of Incident: DD/MM/YYYY

Healthcare Speciality and CDS:

Initial Management Review completed: DD/MM/YYYY
TABLE OF CONTENTS

Page Number

Section Title (this section will be completed by the Governance Team on submission)
Reference, Table of Contents and Executive Summary
Incident description and consequences
Involvement from GP, family and staff
Chronology of events
Care or Service Delivery Problems, Root Causes and Lessons Learnt
Recommendations and Shared Learning
Report sign off
Action Plan
MAIN REPORT

Executive Summary: (This should be a very brief paragraph only – it should note a summary of the context of
incident and treatment, including the details of the care and service delivery problems and recommendations)

Incident description and consequences
Incident type:
Actual effect on the patient and/or service:
Severity of the incident: Catastrophic
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Pre-Investigation Risk Grading:
A

B

C

Potential Severity (1-5)

Likelihood of recurrence at that
severity (1-5)

Risk Rating (C = A x B)

5

3

15

Incident detection and description (This section should describe the incident details only and the detection of
incident i.e. location, notified by whom, date)

Background and context to the incident: (Write a brief background of the person and also the care/treatment
provided by the Trust. This section should be used to set the scene)

Terms of reference:
•

To establish the facts

•

To establish any root causes to the incident

•

To provide a report recording the investigation process

•

To establish and record notable practice and any identifiable service/care delivery problems

•

To establish how risk of a recurrence may be reduced

•

To formulate recommendations

•

To provide a means of sharing learning from the incident

•

Answer questions raised by the patient family/carer

Investigation type, process and methods used:
Single Comprehensive Root Cause Analysis Investigation with tabular timeline
Investigation team details: (Only list job title)

Involvement and support from the GP: (Ensure the date the letter was sent to the GP by the reviewer is included
and note their response even if they did not contribute)
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Duty of Candour and Involvement of Family/Carers: (List dates and methods that communication was made with
the family)

Questions the Family/Carers would like asked as part of the investigation:

Involvement and support provided for staff involved: (Only list job titles of the staff involved)

Information and evidence gathered: (Include any involvement from other agencies, i.e. police, safeguarding, SMS)

Chronology of events:
Event date/
time

Event

Supplementary information

Care or service delivery
problem
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Care or Service Delivery Problems: (Ensure these are numbered in chronology order from the above timeline)
1.
2.
3.
4.
5.
Contributory factors: (A separate box will need to be added for each Care and Service Delivery problem identified
above)
Care/Service Delivery Problem

1.

Patient Factors
Individual Staff Factors
Task Factors
Communication Factors
Team and Social Factors
Education and Training Factors
Equipment and Resources Factors
Work Environment Factors
Organisational Factors

Care/Service Delivery Problem

2.
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Patient Factors
Individual Staff Factors
Task Factors
Communication Factors
Team and Social Factors
Education and Training Factors
Equipment and Resources Factors
Work Environment Factors
Organisational Factors

Root Causes: (This section of the report should demonstrate a direct link between cause and effect. These
descriptions of root causes (conclusions) should: be numbered; be clearly linked by analysis to the evidence found;
avoid blame and not include inflammatory statements or negative descriptors (e.g. poor/
careless/inadequate/reckless).

Lessons Learnt: (There may be occasions when nothing could have prevented the incident and no root cause(s) are
identified)

Recommendations: (Recommendations and solutions should be designed to address the root causes (conclusions).
These will be reflected in the action plan for the team)
1.
2.
3.
4.
5.
Arrangements for shared learning within the family, team and across the organisations: (Note here the dates
shared with the team involved and date the report was/will be shared with the family and method)

Appendices:

Reviewer

Job Title

Date

DD/MM/YYYY
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REPORT ACCEPTED BY:
Signature of Service Director or Clinical Director:

Printed Name:

Date:

DD/MM/YYYY

Date:

DD/MM/YYYY

Signature of Deputy Chief Nurse:

Printed Name:
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SI No:

Serious Incident Action Plan
(This must be written in a SMART format - see example on next page of a SMART Action Plan)
Lessons learnt and Recommendations

Action Required

Date To be
completed by

Lead and Level of
Responsibility

Current status as at
(date)

Evidence to demonstrate
completion of the action

1.
2.
3.
4.
5.
6.
7.
8.
9.

Name and Job Title of Action Plan owner

Date:

DD/MM/YYYY
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EXAMPLE ONLY
Lessons learnt and
Recommendations

Action Required

Date To be
completed by

(Take from the recommendations
from the report)

(Specific, realistic and
achievable)

1. Ensure each clinical team
member team fully understands
the importance of completing
an assessment of capacity.

1. All Registered clinical
team members to be
in date with their
Mental Capacity Act
Training.

(Time bound and
realistic)
September 2018

Lead and Level of
Responsibility
Name of the person
leading the action

2. Ensure all staff are
informed how to
record the capacity
assessment on
Carenotes.

2. All patients on CPA level of care
will have a completed risk
assessment which includes a
formulation.

1. Learning from SI
Review to be shared
with the team.
2. Each Lead Practitioner
to review their
caseload to ensure
each service user has
an up to date risk
assessment which

Current status as at
(date)

Evidence to demonstrate
completion of the action

1. June 2018- to date,
60% of staff in the
team are up to
date with their
MCA training. Plan
in place for
remaining staff to
complete by
August 2018

Be specific and ensure you
evidence can demonstrate
how the recommendation
can be met. Once
completed :-

2. Step by step guide
for recording
Capacity
assessment on
carenotes is in the
process of being
developed.
October 2018

Team Leaders

1. Business meetings
booked for June to
feedback SI.
2. Each Lead
Practitioner has
been asked to
review their
caseload to ensure
each service user

1. Evidence will be that all
staff will be up to date
with their MCA training
and training records will
be the evidence )
2. Step-by-step guide will
be your evidence + how
this was distributed to
staff – such as ‘ read and
sign sheet’ & business
meetings
1. Business meeting
minutes will be the
evidence that staff have
received feedback on
the SI
2. Evidence will be
communication and
attendance at the
Business meeting and
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includes a formulation
of risk.

has an up-to-date
risk assessment.

3. Team Leader to use
the Carenotes audit
tool to establish the
number of risk
assessment in date
per Lead Practitioner
and for the team.

3. Carenotes audit
tool in use by 2 of
the Team Leaders.
Time booked for
the remaining 2 to
understand how to
use the tool.

4.

4. The qualitative
review of notes is
planned for August
and September
2018 once the
remaining actions
have been
completed.

Team Leader or
clinical supervisor to
randomly choose 2
sets of notes per Lead
Practitioner’s
caseload to review
the quality of the risk
assessment and take
action if required.

caseload summary from
Carenotes provided to
the Team Leader.
3. Evidence of compliance
with in-date risk
assessments from
Carenotes audit tool.
4. Evidence will be a
Summary of findings
from random selection
of 2 sets of notes per
lead practitioner.
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Appendix 7 - Guidance for working with families / friends / carers following
a Serious Incident.
Purpose
Involving a family member/carer/friend in the Patient Safety Review (PSI) is integral and centric.
National feedback from families who have been bereaved (Making Families Count) highlight the need
for early contact in the review process.
The reviewer where possible will offer to meet the family face to face. These meetings do not have to
be in isolation and can include a Senior Manager as a support mechanism for the reviewer. The
process of a PSI will be offered, inclusive of realistic time scales.
Family/carers/friends will be able in a position to offer context and history that Carenotes does not
provide. Any additional information obtained should be included within the review template (where
applicable).
A PSI review may also be an incident where a patient came to significant harm. Contacting the patient
and offering them an opportunity to participate in the review will need to be considered in conjunction
with their care team if they continue to receive care from SPFT Services.
Family Liaison Lead
Criteria
The purpose of the Family Liaison Lead is to engage and support families, friends and carers through
the difficult process of a PSI review. The role will include regular contact and engagement with families
/ friends / carers and close liaison with the Investigating Lead to ensure that families are treated
appropriately, professionally, with respect and listened to in accordance to their diverse needs. For the
purposes of this guidance, the phrase family / carer / friends is used to include significant others in
people’s lives as it is recognised that some people may not have family but have sought their support
from close friends.
In most cases a Family Liaison lead will be allocated to a Serious Incident Lead however, there may be
occasions where the Deputy Chief Nurse and Associate Director of Quality and Patient Safety, allocate
this function to another individual.

The Family Liaison Lead will:
1. Be considered for investigations which involve an inpatient death, homicide or people whose care
was very complex and it is felt by the investigation team and / or the family that this may be of
benefit.
2. Be additional to the Lead investigator and will work alongside them.
3. Engage in regular supervision specific to the role.
4. Be the first point of contact for family / carer / friend from the beginning of the investigation to the
conclusion of the Serious Incident which may also include the Coroner’s Inquest.
Principles of family liaison person
The Family Liaison Lead will:
1. Work with families / carers / friends in a way that is respectful and sensitive to their needs –
demonstrating care and compassion.
2. Share information about the investigation with Patients and / or families / carer / friend as openly,
honestly, transparently, and candidly as the Trust powers and the law allows – this should
include determining the application of the following:
a. Any written instructions from the person who uses our services about the disclosure of any
information to others.
b. Circumstances whereby there are serious concerns relating to a safeguarding adult / child
issue.
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3.
4.
5.
6.

7.

c. Circumstances whereby there are serious concerns that the family of the person who uses
our services (or other representative) is not acting in their best interests.
If we are unable to provide some of the information requested by the family, it is important that we
explain why.
Additionally, we may not be able to answer some questions raised by the family as part of the
investigation and this should be shared with the family with an explanation as to why.
Be the representatives of the Trust in its engagement with the families or carers of people who have
died unexpectedly whilst under our care.
Contribute to a co-ordinated response to the needs of families or carers and signpost them (verbally
and / or leaflets) to other agencies offering appropriate support, for example bereavement
counselling and local /national support networks, such as Papyrus.
Not act as advocates, make promises / raise expectations that cannot be met, nor compromise the
independence of the investigation.

Key aspects of family liaison role
1. Liaise with the Investigation Lead to establish what contact has already been made by SPFT
services in keeping with Duty of Candour requirements. This should include face to face contact in
addition to the formal letter in keeping with the Being Open Policy.
2. Make early contact with the family or carer or friend:
a. Introduce yourself and explain your role.
b. Offer an explanation, a sincere apology and / or condolences, as appropriate.
c. Describe the process, rationale and purpose of the investigation, timescales and ways in
which they can be involved.
d. Explain that you will be their consistent point of contact for any questions or issues that they
may have throughout the investigation and until the inquest (if applicable) has taken place.
e. Ensure that you provide your hours of work and contact details.
f. Confirm in writing what has been agreed during your conversation. This must set out
realistic and achievable timescales and reassure the family or carer that they can change
their mind at any time.
3. If family / carer / friend chooses not to be involved in the investigation, advise that you will make
contact again at an agreed time to suit them. Confirm this to the family or carer or friend in writing
and ensure you follow up with the family / carer / friend as agreed. Leave contact details so if they
change their mind, it is easy to contact you.
4. If the family or carer or friend choose to be involved in the investigation:
a. Arrange to meet at a mutually convenient venue, date and time. Consideration will need to
be given to any specific support that the family or carers or friends may need with transport,
disability or language needs.
b. In many circumstances it would be appropriate to take another person with you who may
know the family and will also be able to take notes etc.
c. Identify the family or carers or friends questions and ask how they would like to be involved
in the investigation process.
d. Agree the level, frequency and method of contact.
e. Identify the extent of feedback the family or carer or friend wants to receive, e.g. a copy of
the report, verbal feedback, a summary.
f. Offer media advice, should the media make enquiries.
g. Write to the family summarising the outcomes of any meetings held and reminding them of
their right to suggest changes if they are not in agreement with the contents.
h. Ensure that the family / carers / friends are informed and given reasons for any delay
verbally and in writing) within the SI review.
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i.

Meet regularly with the Investigator Lead to ensure that the family / carers / friends views
are fully incorporated into the investigation report.
j. Share the final draft report with the family in conjunction with the Lead Investigator so that
they have an opportunity to respond / comment on the findings and recommendations
outlined in the report and be assured that this will be considered as part of the quality
assurance and closure process undertaken by the commissioner to check for accuracy.
Ensure that you have prepared the family for any aspect of the report which is likely to be a
surprise or is likely to cause distress.
k. Share the final report within 10 working days of its approval (unless the family specifically
ask us not to provide them with the final report).
l. Attendance at Coroner’s Inquest as a Trust representative to offer support to the family.
m. To link with the family post-inquest and agree when it is appropriate to discharge the from
the ‘family liaison’ service.
Supporting the Family Liaison Lead.
It is acknowledged that providing the role of family liaison may be stressful. Supervision and support
will be provided to the family liaison lead.
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Appendix 8 - SI Procedure and Time Log
Serious Incident ProceduresThis provides guidance for responding to a Serious Incident on the Ward
THE SENIOR NURSE ON DUTY CO-ORDINATES THE INCIDENT
DO NOT HESITATE IN CALLING FOR ASSISTANCE FROM THE OTHER WARDS.
Raise Staff Response (alarm).
Check for vital signs and follow ILS procedure.
Call (9)999 for ambulance and police if appropriate.
Senior Nurse to gather brief incident details and start time log.
Senior Nurse and person completing ILS to hand over incident to ambulance crew.
At least 1 nurse to remain in the room whilst ambulance crew are in attendance.

SENIOR NURSE TO:1. Delegate someone to maintain other patient’s safety.
2. Call SHO.
3. Delegate someone to meet ambulance at reception.
4. Contact Senior Manager

In hours
: Inpatient Matron.
Out of hours : Call SNP who will contact On-call Manager.

IF PATIENT TAKEN BY AMBULANCE CREW
Record time the ambulance crew arrive and depart and destination of the patient.
Once the patient is taken by the ambulance crew:❑

Do not touch anything in the room.

❑

Seal and lock away notes and lock room and continue to take notes on separate paper.

IF PRONOUNCED DEAD AT THE SCENE BY PARAMEDICS
If the police are not in attendance and the paramedics pronounce the patient dead they should call the police. If
the paramedics do not call the police, this responsibility falls to the senior nurse.
Prior to Police arrival:❑

Do not touch anything in the room.

❑

Seal and lock away notes which includes handover forms, therapeutic observations record, prescription
charts, NEWS charts and lock room and continue to take notes on separate paper.

❑

If patient remains in the room, nurse to remain outside of room.
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CONTACT NEXT OF KIN
Senior Nurse/ Manager on Call to contact Next of Kin (may be good to have a person with you to make this call).
Don’t give too much detail but include the following and make sure you have the right person
1. Who you are and where you are phoning from.
2. Really sorry but I need to inform you that there has been an incident.
3. Don’t know the cause.
4. Where the person is now.
5. Is somebody with them?
6. Do they need extra support?
7. Who will be in touch.
If relatives want further details, Inpatient Manager / On-call Manager needs to attend Unit.
If relative attends the ward, contact Senior Manager on duty or out of hours, On-call Manager.

AFTER THE PATIENT HAS GONE
After the patient has gone and before cleaning and re-using the room – if equipment has been involved in the
incident, utilise unit camera to take photographs. Remove equipment from use and quarantine in locked room.
Room can be re-used when either:a)
b)
c)

Police say.
Nothing further needed from room.
Confirm release of room with the Senior Manager.

POST INCIDENT
Senior Nurse to offer support session to staff Senior Nurse to support patients ❑

Give brief details of incident, being mindful of patient risk.

❑

Can be individually or as a group.

❑

Be aware of a potential increase in risk with other service users.

❑

If the patient has died, Manager on Call / Senior Nurse to contact the Coroners Office.

Senior Nurse to inform GP.
Senior Nurse to inform Consultant/On-call Consultant.
Senior Nurse to complete web incident form .
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Senior Nurse to ask individual staff to make initial notes of the incident.
Senior Nurse to gain support from Manager / On-call Manager.

NEXT WORKING DAY
Senior Nurse to:Tell own Manager.
Decision then to be made about who informs:1. Care Coordinator.
2. Consultant Psychiatrist.
3. Discussion about debrief to be initiated with Matron / Team Leader.
4. If debrief is needed – inform Matron who will arrange for debrief.
5. Completion of the Initial Management Review

ADVICE FOR STAFF REGARDING THE POLICE

Following a Serious Incident, the Police are often in attendance and could ask for a copy of the patient’s care
plans, clinical notes and observation forms. It is important that you clarify what information is needed
immediately and what can wait until the next working day.
If you are asked by the Police for a copy of the patient’s clinical documents, you must seek advice from a senior
colleague such as the Senior Nurse Practitioner or the Manager on Call.
If required seek advice from Matron (in hours) or call SNP who will contact the On-call manager out of hours. If
the decision has been made to provide the police with requested documents, ensure that only copies are
provided and that originals are kept to complete internal investigations, please keep a record of what
information is provided to police and the police officers details. The police should also give you a signed form
stating they have taken documents. In hours collation of this information can be supported by the Information
Governance Team
Please note that the Police do not have any automatic powers to obtain health records without the consent of
the patient or valid court order. Therefore, the general advice is that if a patient’s records are needed by the
Police for their investigation, and consent is not or cannot be obtained; explain that advice will be sought from
our Legal Department / On-Call Manager who will consider the request urgently.
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Serious Incident Time Log
Name of Senior Nurse on duty
Patient’s Name

Date of Birth

MHA status.

Staff on duty
Date and time of incident (24 hr clock):
Witnessed?

YES

Location of incident

NO

Brief Summary of the Incident

RESUSCITATION RECORD FORM
Type of arrest :

□

Respiratory Arrest

□

Cardiac Arrest

Time of Arrest (if different from above)………………………………………………………………………………………………………….
Precipitating event i.e. chest pain, head injury, ligature etc.
Ambulance Called: YES

□

NO

□

If no, please state reason: Time Called……………Time Arrived……………….

CPR in progress when ambulance crew arrived :

YES

□

NO

□

AIRWAY MANAGEMENT :
Head Tilt Chin Lift/ Jaw Thrust
Nasopharyngeal Airway

□

Suction

□

iGel

□

Oropharyngeal Airway

□

□

BREATHING:
Mouth to Mouth □

Face Shield

□ Pocket mask □

Bag Valve Mask

□

Oxygen

□

DEFIBRILLATOR
Time with Patient………………………
Time of 1st Analysis……………………

Type of Defibrillator:
Initial Rhythm: Shockable

□

AED

Non-Shockable

□
□

No. of Shocks Delivered:

Total no. of cycles of CPR………...
ANY OTHER RELEVANT INFORMATION (i.e. additional drugs administered, other interventions carried out)

Time Other Emergency Services called
Police

Name of people who carried out ILS

Fire

Names of people in attendace at the incident
Time incident handed over to emergency services by Senior Nurse and appropiate others
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Time

Name

Name of Nurse(s) who remained in the room / with incident while emergency services were in attendance.
Summary of handover to emergency services:

IF PATIENT TAKEN BY AMBULANCE CREW
Time of transfer of patient by Ambulance Crew to General Hospital

Time:……………

Name of General Hospital ……………………………………………………………………………..

IF PATIENT IS PRONOUNCED DEAD AT THE SCENE BY PARAMEDICS
If not already in attendance the police will need to be called
Police called by Paramedics Time………… OR Police called by Senior Nurse.
Arrival of Police

Time……..

Time…………

Name of Nurse(s) who remained in the room / with incident prior to police attendance.
Name (s)……………………………………………………………………………………….
Name of Nurse(s) who remained in the room / with incident while police were in attendance.
Name (s)…………………………………………………………………………………………
CLINICAL NOTES
❑

Paper Notes and other documents sealed and locked away Time ……………………………..

❑

Name of person(s) who sealed the notes away

❑

Location of the notes/other documents

❑

Record of care / contact / interventions post incident to be recorded sequentially and separately from previous
notes

Name…………………………….
Place……………………………..

EQUIPMENT
if equipment has been involved in the incident,
Name of person who took photographs on utilise unit camera to take photograph Name ……………
Location and type of equipment which has been quarantined …………………………………………
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INFORMING OTHERS
❑

Name of Senior Manager on duty informed

Time:……………

❑

If out of hours, Senior Nurse Practitioner or On-call manager informed

Time:……………

Name of SNP or On-call manager…………………………………………..
Summary of any advice given by the senior manager

NEXT OF KIN
Next of kin contacted

Time………………………..

Name of Next of Kin
Summary of information given to the Next of Kin

If the relative wants further details, Time…….. Matron / Manager / On-call Manager attended Unit.

SUPPORT FOR STAFF AND PATIENTS
Support meeting offered to staff

Time:……………

Support offered to patients (Senior Nurse on duty)
❑
❑

Inform other patients an incident has occurred, being mindful of Time:……………
patient risk
Can be individually or as a group.

GP informed (Senior Nurse on duty)

Date……………

Name of GP

Time:……………

Consultant / On-call Consultant informed (Senior Nurse on duty)

Time:……………

Web incident form completed (Senior Nurse on duty)

Time:……………

If possible, initial notes of the incident taken from Staff

Time:……………

Support given to Senior Nurse from Manager / On-call Manager

Time:……………
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Signature …………………………………………………………..(Senior Nurse)

NEXT WORKING DAY
Senior Nurse to:Inform own Manager

Date & Time:…………………..

Decision then to be made about who informs:6. Care Coordinator
Date & Time:…………………..
7. Consultant Psychiatrist
8. Discuss about debrief to be initiated with Matron / Team Leader
9. Local debrief contacted (Name

)

10. Completion of the Initial Management Review

Date & Time:…………………..
Date & Time:…………………..
Date & Time:…………………..

Signature …………………………………………………………..(Senior Nurse)
ADDITIONAL NOTES (date, time and sign each entry)
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Appendix 9 – RIDDOR Guidance
The Reporting Of Injuries, Diseases and Dangerous Occurrences Regulations 2013
(RIDDOR 2013): Guidance for Employers in the Healthcare Sector from the Health and
Safety Executive (HSE)
What needs to be reported?
Under RIDDOR you must report some work-related accidents, diseases and dangerous
occurrences. This requirement covers all work activities, but not all incidents.
The following are reportable if they arise ‘out of or in connection with work’.
Accidents, which result in an employee or a self-employed person dying, suffering a specified
injury, or being absent from work or unable to do their normal duties for more than seven days.
Accidents which result in a person not at work suffering an injury and being taken to a hospital,
or if the accident happens at a hospital, suffering a specified injury.
An employee or self-employed person suffering one of the specified work-related diseases.
One of the specific `dangerous occurrences’ – these do not necessarily result in injury but have
the potential to do significant harm.
Who should report?
Employers, the self-employed and those in control of work premises have duties under the
Regulations.
The duty to notify and report rests with the `responsible person’. This may be the employer of
an injured person, a self-employed person, or someone in control of premises where work is
carried out.
The responsible person for the Trust is the Health & Safety Manager or nominated deputy.
Accidents
`Accidents’ include acts of physical violence to people at work, but not violence to other people,
such as patients or visitors.
You do not need to report accidents arising directly from the conduct of an operation,
examination or other medical treatment, carried out or supervised by a doctor or dentist.
For an accident to be reportable it must arise out of or in connection with’ work. Accidents,
which arise solely from the condition of the injured person, are not reportable, neither are
suicides.
Death or Specified injuries
We need to report the following accidents connected with work:
•
•

Your employee (wherever they are working), or a self-employed person working on your
premises is killed or suffers a major injury (including as a result of physical violence).
Someone not at work is killed or suffers an injury as a result of an accident and is taken
to hospital from the site of the accident.
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•

Someone not at work is injured in an accident at a hospital or suffers a specified injury.
The different reporting requirements for accidents at hospitals are designed to ensure
that accidents, which would have required removal to hospital if they had happened
elsewhere, are reported.

Reportable specified injuries include:
•
•
•
•
•

fractures, other than to fingers, thumbs and toes
amputations
any injury likely to lead to permanent loss of sight or reduction in sight
any crush injury to the head or torso causing damage to the brain or internal organs
serious burns (including scalding) which:
o
covers more than 10% of the body
o
causes significant damage to the eyes, respiratory system or other vital organs
• any scalping requiring hospital treatment
• any loss of consciousness caused by head injury or asphyxia
• any other injury arising from working in an enclosed space which:
o
leads to hypothermia or heat-induced illness
o
requires resuscitation or admittance to hospital for more than 24 hours
Over-seven-day injuries
We must report accidents connected with work (including acts of physical violence) which result
in an employee, or a self-employed person working on your premises being away from work or
unable to do their normal duties for more than seven days (including non-work days).
Diseases
We must report any case in which a doctor notifies you in writing that one of your employees is
suffering from a disease specified in RIDDOR which is linked with the corresponding activity.
Reportable diseases include:
•
•
•
•
•
•
•
•

carpal tunnel syndrome;
severe cramp of the hand or forearm;
occupational dermatitis;
hand-arm vibration syndrome;
occupational asthma;
tendonitis or tenosynovitis of the hand or forearm;
any occupational cancer;
any disease attributed to an occupational exposure to a biological agent

Infections
For the purpose of RIDDOR, an infection is the entry and multiplication of an infectious agent in
the body causing a damaging reaction in the tissue. The infection and the damage caused may
give clinical signs and symptoms of disease (`clinical’ or `symptomatic’) or may not be evident
(`sub-clinical’ or `asymptomatic’).
You need to report a case of infection only when you can reliably attribute it to the work that a
person does. Infections, which could have been acquired equally easily at work or in the
community, are not reportable.
Colonisation, in other words the presence and multiplication of infectious agents in or on the
body, without a damaging reaction in the tissue, is not the same as infection and is not
reportable as a disease.
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Dangerous occurrences
Dangerous occurrences are specified events which may not result in a reportable injury, but
have the potential to do significant harm.
Reportable dangerous occurrences include the following: •
•
•
•
•
•

The collapse, overturning or failure of load-bearing parts of lifts and lifting equipment i.e
hoist.
The accident release of a biological agent likely to cause severe human illness (a hazard
group 3 or 4 pathogen).
The accidental release of any substance which may damage health.
The explosion, collapse or bursting of any closed vessel or associated pipe-work.
An electrical short-circuit or overload causing fire or explosion.
An explosion or fire causing suspension of normal work for over 24 hours.

How to report
The Health & Safety Manager will report fatal accidents, accidents resulting in major injuries,
accidents to people who are at work resulting in over seven days absence and dangerous
occurrences to the HSE.
The report form (F2508) must be completed within 15 days of the incident or upon diagnosis of
injury or disease by the Health and Safety Manager following notification on the standard Trust
IR1 (incident) form completed by the staff member.
Diseases must be notified in writing (on form F2508A) without delay by the Health and Safety
Manager. All staff should contact the Health and Safety Manager if they believe a RIDDOR
incident has occcured.
Keeping records
The Health & Safety Manager must keep a record of any reportable injury, disease or
dangerous occurrence. This must include the date and method of reporting; the date, time and
place of the event; personal details of those involved, and a brief description of the nature of the
event or disease.
The record must be kept for three years from the date you record the details. You can keep the
record in any form you wish, for example by keeping copies of completed report forms in a file
or recording the details on a computer.
The full text of the Regulations, together with guidance notes, are available in a separate
detailed guide A Guide to the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1995 L73 from HSE Books.
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Appendix 10 – Glossary of Terms
Term
Being Open
Carer
ICB
CDS – Care Delivery
Service.
CQC – Care Quality
Commission.

Care Quality
Commission
Duty of Candour.

Care Quality
Commission
Learning, Candour
and Accountability
Mazars Report
(2015)

Monitor

NPSA – National
Patient Safety
Agency

Root Cause Analysis
Investigation

Serious Incident
Framework (2015)
Ulysses system

Description
Open communication of patient safety incidents that result in harm or the death
of a patient while receiving healthcare.
Family, friends or those who care for a patient.
Integrated Care Board – Clinically led organisations that commission most NHS
funded healthcare on behalf of its population.
Structure by which the Trust operationally manage their clinical services. Each
CDS is led by a Service Director and Clinical Director.
The Care Quality Commission are the independent regulator of health and adult
social care in England.
They ensure health and social care services provide people with safe, effective,
compassionate, high-quality care and we encourage care services to improve.
The Care Quality Commission (CQC) Regulation 20 (2015) instructs Trust to
ensure that any patient harmed by the provision of health care is informed of the
fact regardless of whether a complaint has been made or a question asked about
it. The Trust are expected to involve the patient / family / carer in an
investigation with the approach being open, honest and transparent.
The Care Quality Commission (December 2016) produced a report which
strengthens the requirement to involve families and for Trusts to respond in an
open, honest and transparent way.
This is the independent review of deaths of people with a Learning Disability or
Mental Health problem in contact with Southern Health NHS Foundation
Trust April 2011 to March 2015. The report has influenced how the Trust work
with and involve families / carers / friends in Serious Incident investigations.
Monitor is now part of NHSE/I Monitor offer the support providers need to give
patients consistently safe, high quality, compassionate care within local health
systems that are financially sustainable. By holding providers to account and,
where necessary, intervening, they help the NHS to meet its short-term
challenges and secure its future.
The NPSAs function is now incorporated into NHS England – Patient safety.
Provides guidance to Trusts in regards to incident reporting, Root cause Analysis
Investigations, Never Events. In addition, the Trust report incidents to the
National Report Learning Service (NRLS) who collate learning and types of
incidents.
When incidents happen, it is important that lessons are learned to prevent the
same incident occurring elsewhere. Root Cause Analysis (RCA) investigation is a
well-recognised way of doing this.
RCA Investigations identify how and why patient safety incidents happen.
Analysis is used to identify areas for change and to develop recommendations
which deliver safer care for our patients.
Guidance produced by NHS England in 2015 which outlines the expectations,
standards and levels of investigation expected in regards to Serious Incidents.
Web based risk management system which staff use to complete incident forms.
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Appendix
13 – Incident
& Serious
Incident
flowchart
Appendix
11 – Incident
& Serious
Incident
flowchart
Incident Occurs

Staff member completes incident form on the Ulysses system and indicates a potential SI by ticking the SI box. All
incidents moderate harm and above and fatalities are automatically ticked. All incidents which either indicate an SI or
moderate harm and above are screened by the Clinical Governance team

Incident indicates a
potential SI

Incident does not
indicate an SI

SI administrator sends
to Clinical Governance
grading team

Team leader/ward manager
reviews and signs off within 7 days
but can also escalate if considered
an SI. Outcome fed back to author

Matron/service manager reviews
and signs off within 14 days but
can escalate if consider an SI

Learning shared
with Team

On completion all
IMR's are reviewed by
the Clinical
Governance team
within their daily
huddle. Any
immediate learning
identified will be fed
back to the
Service/team

Incident meets SI Threshold. Serious
Incident review will be undertaken

Incident potentially
meets SI threshold

Initial management
review (IMR) requested
and completed by
Service within 2
working days

Within 2 working days
STEIS notification
completed and sent to
CQC and ICB and
internally to senior staff

SI allocated to Reviewer
(see appendix 6)
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Appendix 12 – Reporting cycle of an incident
Reporting cycle of an incident

Incident
occurs

Ensure safety of patients / staff /
environment immediately after incident
occurs

RISK & SAFETY TEAM

Dependent on incident type incidents
will automatically go to:

✓ Review grading
✓ Quality check
✓ Request further information
✓ Check each incident to
ensure completion at each
level
✓ Patient Safety Incidents
uploaded to National
Reporting Learning System
✓ Manages Serious Incident
and Mortality processes

✓ Incidents marked as SI - SI administrator
for review and grading
✓ Violence & aggression and security Local Security Management Specialist
✓ Fire - Fire Safety team
✓ Information Governance – Information
Governance team
✓ Infection Control, Physical Health and
Falls - Dep Dir of Physical Health
✓ Drug Error – Chief Pharmacists

All incidents uploaded to trustwide
interactive dashboard monthly to help
teams to identify trends and themes

Service Manager / Matron share
learning, good practice and
themes with team

Report Incident on
Ulysses

Incident automatically sent to
Ward Manager / Team Leader for
review and action.
The incident automatically sent to
Risk team and relevant incident
lead for review and action
In addition Service Manager / Matron are
notified automatically of all patient safety
incidents that cause moderate harm and
above so Duty of Candour can be
completed

Sign off of incident by Service Manager
/ Matron, Initial Management Review
completed if indicates Serious Incident

Please see SI flowchart for more
information
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Appendix 13 – A Just Culture Guide
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Appendix 14
- Centralised
allocation
and Patient
60-daysafety
Patient
safety
incident
Centralised
allocation
and 60-day
incident
Investigation
Investigation Process (PSII)
Process (PSII)
Clinical Governance Team decision
an incident meets Patient Safety
Incident Investigation threshold
(PSII)
PSII reviewer has 35 days to
complete review.
Reviewer will return
completed review to
SI.Inbox@spft.nhs.uk
At day 20 SI Lead will
contact PSII reviewer to
check progress. Offer
support with any difficulties.
Answer any questions

Quality check will include:
Structure of report

Allocation of PSII via Centralised
allocation

Centralised allocation is alphabetical.
Will be allocated organisationally wide

Exclusion for allocation:
Allocation email includes name of
SI Lead who will support
completion of PSII

Currently undertaking a commissioned
HR investigation
Long term absence

Day 35 - 40
Report to be submitted by day 35
Quality check completed by SI
Lead. If SI Lead completing PSII
quality check completed by
Patient safety Specialist or Lead
for Incident management and
Patient safety

Business continuity rationale which
will be approved by Deputy Service
Director/Service Director

Questions asked by family
have been answered
Quality of PSII (Grammar)

Day 40-45

All areas of template
completed

Action plan completed

Areas of learning reflect the
PSII

Service Director PSII Review
clinic held on a weekly basis
Day 45 -55
Scrutiny by Service Director and
Legal Director (if required)

Day 55-60
Final sign off by Deputy Chief
Nurse or Associate Director for
Patient Safety

Submission to CCG
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