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Executive Summary 
 
This policy sets out the framework and offers the reader guidance in relation to the 
management and investigation of incidents regardless of their level of severity or harm.  
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ASHFORD & ST PETER’S HOSPITALS NHS FOUNDATION TRUST 
POLICY FOR THE REPORTING AND MANAGEMENT OF INCIDENTS 

 

See also:  Communications Strategy 
  Freedom to Speak Up Policy (Whistleblowing)  
  Policy for the management, use and disposal of medical devices 
  Policy for Handling Press enquiries 
  Health & Safety Policy 

 Management of non-clinical claims 
 Being Open Policy 
 Handling of Clinical Negligence Claims Policy 
 Management and Reduction of Stress Policy. 
 Risk Assessment Tool 
 Management of Needle Stick Injuries, Human Bites & 
 Contamination Accidents Policy 
 Learning, Education & Development Policy 
 Complaints Policy 
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INTRODUCTION 
 

This document describes the process for reporting and management of all clinical/non-clinical incidents 
involving staff, patients and others. 

 
The Trust supports an active approach to managing incidents and places emphasis on lessons learnt rather 
than apportioning blame; there may however be occasions when the Trust’s disciplinary procedures will need 
to be considered. 
 
The Trust recognises its particular obligations towards serious incidents and the need to follow strict 
reporting and investigation guidelines based on national and local commissioning guidelines as well as best 
practice.  In particular, it has in place such systematic measures to:  
  

 Safeguard people, property, the Trust’s resources and its reputation 
 Understand why the event occurred 
 Ensure that steps are taken to reduce the chance of a similar incident happening again 
 Report to other bodies where necessary 
 Share the learning within the Trust, with other NHS organisations and providers of NHS funded care 

 
It is recommended that this policy be read in conjunction with the following policies: 
 

 Being Open Policy 
 Risk Management Policy 
 Freedom to Speak Up (Whistleblowing) Policy 

 
In addition to all staff involved in the administering, investigating, reporting on and managing incidents, the 
policy applies to those that have:  
   

 Witnessed an accident/incident 
 Been directly involved in an accident/incident 
 Discovered that an incident has occurred 
 Have been told that an accident/incident occurred 
 Experienced events that could have resulted in an incident/accident 

 
The purpose of this policy is to support all staff by ensuring they have:  
  

 Knowledge of the Trust incident reporting system (Datix) 
 Guidance on procedure at individual, local and Trust level 
 Information as to professional, statutory and legal duties  

  
This policy will ensure that there is a structured, consistent and systematic approach to the reporting and 
investigation of adverse events, which have or could have led to harm. The process must be non-threatening 
in order to promote a greater openness amongst staff where lessons learned from incident and near miss 
reporting is seen as an ongoing process within the organisation.  
  
The procedures relating to this policy aim to simplify and streamline the incident reporting systems for staff, 
service users and visitors while ensuring the Trust meets its statutory duties under the Health and Safety at 
Work Act and the standards set by the CQC, National Reporting & Learning System (NRLS), NHS 
Resolution, NHS England and NHS Improvement. 

 
1. AIMS 
 

 To ensure timely and appropriate follow-up to incidents, concerns, near misses, both clinical and non-
clinical, and unexpected clinical outcomes 

 To identify factors contributing to these events and to develop skills in root cause analysis  
 To identify trends, locally and Trustwide 
 To provide a means for identifying preventative measures or procedural changes that need to be 

made in order to eliminate or reduce risk of accident, injury, damage or loss 
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 To provide a means for evaluating the effectiveness of control measures designed to improve safety 
for patients, staff and visitors 

 To help ensure the safety of patients, visitors and staff and to reduce the costs of litigation 
 To meet national, regional, local and legal reporting requirements 
 To ensure that patients or their relatives receive appropriate information about incidents in which they 

were involved and ensure compliance with Duty of Candour.  
 To provide feedback to divisions / departments and appropriate wider audiences so that the 

information may be used for learning 
 To ensure all individuals receive a full and honest response, which provides an account of what 

happened, why it happened, and, if appropriate, any action(s) taken to avoid recurrence. 
 
KEY POLICY POINTS 

 
 Report and manage all incidents on Datix 
 Escalate suspected Never Events to the Patient Safety Team asp-tr.patientsafety@nhs.net and 

Divisional Governance Manager as soon as possible following the event 
 Incidents must be reported on Datix within 24 hours of identification/ knowledge of the incident and a 

handler assigned within 48 hours. 
 Harm must be validated on every incident by a manager before the incident can be considered 

closed 
 Decisions on an incident being declared a Serious Incident (SI) must be made within 2 working days 

of first being considered as a potential SI 
 Decisions on an incident being declared a Concise Investigation (CI) must be made within 2 working 

days of the incident first being considered for a potential Concise Investigation. 
 Serious Incident and Concise Investigations must be completed within 60 working days of being 

declared as a Serious Incident or Concise Investigation. 
 If the incident is not being managed as a Serious Incident or Concise Investigation, then it must be 

closed on Datix within 28 days. 
 Duty of Candour is applicable when the incident is declared a Serious Incident and to all incidents 

graded as a 3,4 or 5 (moderate harm, severe harm or death caused by incident)   
 An incident may be raised during or on completion of a mortality review if the reviewers identify that a 

significant harm has occurred and not previously reported 
 A new incident can be identified through the complaints process.  If this incident is declared as a 

Serious Incident or Concise Investigation then the investigation will cover the issues raised in the 
complaint, where possible. 

 Learning from SI’s will be disseminated Trustwide. 
 

2. DEFINITIONS 
 
An “incident event” embraces incidents (includes accidents); concerns; near misses and unexpected clinical 
outcomes. Some incidents may also be defined as a Serious Incident (SI). A list of all definitions can be 
found at: (Appendix 1). 
   
3.    INCIDENT OCCURS – IMMEDIATE STEPS  
   
After an incident has occurred, an immediate review must be undertaken by the responsible manager with 
the team to consider the risk of recurrence locally and the risk across other services and at group.  The 
manager must immediately take any necessary action to minimise the risk of recurrence to maintain the 
safety of patients, staff and the public within the immediate area. If the incident review highlights a risk which 
could be applicable to other areas within the organisation then the risk and potential learning should be 
shared with those other departments via the service /governance management. 
 
If the incident is considered to be a Serious Incident this must be escalated immediately to the, or Divisional 
Chief Nurse/Triumvirate, Governance/Quality Manager and Corporate Patient Safety Team.  Out of hours 
this must be escalated immediately to the Clinical Site Nurse Practitioner or Senior Manager on call. 
 
Following the most serious incidents (including sudden and unexpected death) the site may be deemed a 
crime scene. When responding to such an incident, Trust staff must not allow this to prohibit emergency 
action or treatment, but they must consider preservation of evidence and take appropriate actions to ensure 
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this is maximised. Actions may include isolating areas, quarantining medical devices and/or equipment, 
prohibiting access for all individuals and not allowing restorative work or cleaning until clearance has been 
given by appropriate forensic experts. Within normal working hours, the Chief Nurse or deputy and Associate 
Director of Quality must be informed without delay. Outside of normal working of hours the Executive 
Director on-call CSNP and General Manager on-call must be informed. In addition, no evidence e.g. 
equipment, CCTV footage etc. is to leave Trust premises without the explicit approval of the Executive 
Director. 
 
For any further advice, Corporate Patient Safety Team and/or Divisional Governance Manager should be 
contacted. For any Information Governance incident (clinical or non-clinical) the Information Governance 
team can be contacted for advice regarding reporting. 
 
4. TRAINING 
 

Training needs should be assessed in divisions and at local level to identify skills and knowledge 
required for staff groups who need to attend training on incident reporting and Root Cause Analysis.  
Refer to the organisations Learning, Education and Development policy  
Education, Learning, and Development Policy   

 
5. GRADING OF INCIDENTS (INCLUDES ACCIDENTS); CONCERNS; NEAR MISSES AND 

UNEXPECTED CLINICAL OUTCOMES. 
 

The following grading system is used by the Trust: 
 

Grade Severity 
1 None (No harm or injury) 
2 Low ( Minor or injury or illness) 
3 Moderate ( Moderate injury requiring 

professional intervention 
4 Severe (permanent long term 

harm/damage 
5 Death (death caused by incident) 

 
Example of Harm List 
Harm Defection Example 

Near Miss A broad definition of an incident 
was accepted as including any 
event which caused harm to a 
patient (adverse event) or 
potentially might have resulted in 
harm 

A medication error is picked up prior to causing 
harm i.e. the drug dose was incorrectly prescribed, 
but this was identified prior to administration of the 
drug to the patient. 

No Harm Any incident, accident or hazard 
that occurred but did not result in 
harm 

Patient falls but no injury is identified.  

Low Harm (Minimal harm) – patient(s) 
required extra observation or 
minor treatment 

Fall resulting in a minor injury – cut or graze 

Moderate 
Harm 

(Short term harm – patient(s) 
required further treatment or 
procedure) 

A patient is administered another patient’s 
medication. The medication is stronger than their 
prescription and they suffer prolonged drowsiness 
for a week. The patient needs frequent observation 
of their respiratory rate. 

Severe 
Harm 

Permanent or long-term harm Any incident that causes long term, permeant 
harm or disability 

Death Death caused by the incident Death caused by the incident 
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6.  INCIDENT REVIEW (Not SI, Never Events or Concise)  
 
Incidents may be identified at any time and via multiple routes including but not limited to; highlighted in 
complaints, as a result of coronial inquiry, a claim, mortality reviews, audit, case reviews. 
 
If at any time, including before being reported on Datix, there is suspicion that the incident is a Serious 
Incident, it must be escalated immediately to the Divisional triumvirates, Divisional Governance/Quality 
Manager and the Patient Safety Team. 
 
All incidents are assigned to relevant managers by the physical location reported and sent to manager’s 
dependant on their seniority and locational ownership. Location/department-based management will receive 
a notification email upon the reporting of any incident reported within their area. For all incidents not 
commenced as a Serious Incident or Concise Investigation the location-based department/nurse manager(s) 
is the primary investigator. 
 
Senior managers will receive email notifications for any relevant location-based incidents reported as 
moderate or above harm caused by incident.   
  
Specialist teams may also be notified of an incident based on a “trigger” within the reporting form such as the 
Harm Free care Team being notified in the event of a fall. Specialist teams are not usually investigators and 
may provide some specialist input into the investigation however ownership of the investigation remains with 
the department manager where the incident resides in all occasions.   
  
All incidents will be investigated within 10 working days unless declared as a Serious Incident or Concise 
Investigation.   
 
At any time during an incident’s investigation, or post closure, the incident may be re-considered for a 
Serious Incident Investigation or as Concise Investigation, if appropriate. 

 
SUPPORTING STAFF 

The Trust acknowledges that staff may find the process of investigating an incident stressful and recognises 
it is therefore important that staff are appropriately supported. Trust Managers and Senior Clinical Staff will 
have a responsibility for ensuring that their staff are appropriately supported and, where necessary, should 
seek guidance from the Human Resources Department and/or Occupational Health and also refer to the 
Management of Workplace Stress Policy.  

 
7. SERIOUS INCIDENTS  
 
Out of hours, the Senior Support Manager will take responsibility for the Chief of Patient Safety actions (as 
appropriate). 
 
7.1 On notification of a Grade 3, 4 or Grade 5 incident, within 72hours, the Divisional Governance Lead will 

hold a rapid review in consultation with the Divisional Triumvirate, to ascertain whether the incident is to 
be classified as a Serious Incident and submit a 72hour report to the Patient Safety Team for reporting 
on StEIS. The National Framework for Reporting Serious Incidents by the National Patient Safety 
Agency offers guidance on classification of SI’s to be found in Appendix 1.  For the investigation of 
Serious Incidents (Clinical/Non-clinical) please see Appendix 7.  

 
7.2 Out of hours, the CSNP liaising for support as necessary with their colleague on the other hospital site, 

will decide whether immediate contact with the Senior Support Manager is required. 
 
7.3  The Divisional Governance Leads will ensure that the patients and / or relatives and staff involved 

receive appropriate information about the incident , the investigation process and Duty of Candour, as 
outlined in the Trust’s Being Open Policy. 

 
7.4  The Chief of Patient Safety will ensure the relevant agencies are notified of the incident. These agencies 

will include one or more of the following:  
a) NHS England South 
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b) Local Area Team 
c) General Practitioners 
d) Other CCG’s 
e) Social Services 
f) Health Protection Agency 
g) Area Child Protection Committee 
h) Coroner 
i) Trust Legal Advisors 
j) Health and Safety Executive 
k) Other Trusts 
l) Mental Health Commission 
m) Home office where applicable 
n) NHS Litigation Authority 
o) NRLS 
p) Police 
q) Medicines and Healthcare Products Regulatory Agency 

 r)     Public Health Bodies 
s) Local Supervising Authorities for a maternal death 
t) NHS Security Management Service (NHS SMS) via the Security Incident Reporting System (SIRS). 

 
7.5  If an incident is likely to generate press interest the Chief of Patient Safety will ensure the Trust’s 

Head of Communications is notified of the incident. The Trust’s Head of Communications (Senior 
Support Manager out of hours) will liaise with the Head of Communications at NHS England South to 
agree systems for handling press enquiries. This communication should be copied to the Director of 
Commissioning (or out of hours the On-Call Director/Senior Support Manager) from the CCG.  Any 
Serious Incident affecting the Trust must also be reported to the Chief Executive of the relevant CCG 
in which the patient is resident. This is done automatically when a Serious Incident is reported on the 
StEIS system.  

 
7.6 If the incident is related to a particular patient(s) and the press are involved in any way the patient 
 and / or relatives must be informed in advance of the press. This also applies to staff and others 
 directly involved / affected by an event. Please see Appendix 7 for guidance relating to Serious 
 Incidents. 
 
7.7 The Chief of Patient Safety will consider the need to set up a telephone hotline to handle any 

multiple enquiries from patients, members of the public, General Practitioner’s etc. Please see 
Appendix 8 for guidance on setting up a telephone hotline.  

 
 Designate the patient’s consultant or a senior officer to act as continuing link person with 

patients, relatives or other key persons involved, for purposes of information and support. 
 Consideration will be given to seeking legal advice 
 Offering guidance and support to people who will be required (or who wish) to give evidence to 

the investigation 
 The nature of the Serious Incident may require a panel investigation with or without external 

involvement, or an independent enquiry. Please see Appendix 7 for the guidance on 
Investigation of Serious Incidents (Clinical/Non-clinical)  

 
The following table details the external reporting action that must be taken following all Serious Incidents. 
 
Note: In the absence of the Chief of Patient Safety, the Safety and Quality Lead will undertake these 
responsibilities and work in close liaison with executive colleagues. 
 
 

Type of 
incident 

Agency Person 
reporting 

Reporting requirement 

All Serious 
Incidents  

NHS England 
South 
(who notify the 
Department of 

Chief of Patient 
Safety (Senior 
support 
Manager out of 

Any Serious Incidents affecting the Trust 
should be reported to NHS England via 
STEIS. 
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Type of 
incident 

Agency Person 
reporting 

Reporting requirement 

Health, if 
required). 
 
 
 
 

hours) 
 
 
 
 
 
 
 
 

If the incident is out of office hours and 
deemed catastrophic a decision should 
be made with the Trust on call Director 
whether the case should be reported 
immediately to the CCG via the SHCCG 
On-Call Manager, Surrey Heartlands 
West On-Call (covering Guildford and 
Waverley and North West Surrey CCGs) 
– 0208 242 6511. 
 
For further guidance the CCG policy on 
Serious Incident management can be 
accessed at: 
https://www.nwsurreyccg.nhs.uk/stay-
informed/documents/policies/risk-and-
incident-management/987-corp03-
serious-incident-policy-v1-2-final/file 

Fire that results 
in injury to 
individual(s) or 
severe property 
loss. 

NHS Estates Facilities 
General 
Manager & Fire 
Safety Advisor    

1.  Report must be made within 48 
working hours of fire 

2.  Report must be made to 
fire@dh.gsi.gov.uk or by telephone 
(0113 254 6881) or by fax (0113 254 
5793)(with an assessment of the cost 
involved, if possible).  An analysis of 
fire reports can be obtained via the 
efm-information system. 

Equipment 
failure or 
malfunction or 
hazard 

Medicines & 
Healthcare 
product 
Regulatory 
Agency  

Health, Safety 
and Security 
Advisor 

1. Report must be made to the 
Medicines & Healthcare product 
Regulatory Agency within 24 hours 
of incident. 

2. Medical Devices Trust Liaison 
Officer, ODP (or deputy) to report 
using the online service at 
www.mhra.gov.uk 

Serious control 
of infection 
incidents 

Health 
Protection 
Agency 

Consultant 
Microbiologist 
(Director 
Infection 
Prevention and 
Control) 
 

1. Outbreaks or specific incidents 
should be reported in the first 
instance to the on-call consultant 
microbiologist (via switchboard) who 
will contact the Health Protection 
Agency (see Appendix 9). 

2. Certain conditions must be reported 
under the Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations (RIDDOR) 
1995 online at 
www.hse.gov.uk/riddor .  The 
Health, Safety and Security Advisor 
must be notified of conditions as 
outlined in Appendix 9. 

Theft, assault, 
breach of 
security 

Police Person 
discovering 
crime 

Both sites: 0845 125 2222 

Suspected 
adverse drug 
reactions 

Committee on 
the Safety of 
Medicines 

Practitioner 
involved (doctor, 
dentist, 
pharmacist) 

1. Practitioner involved reports on 
Yellow Card. (Available in the back 
of the British National Formulary). 

2. Copy to Chief Pharmacist 
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Type of 
incident 

Agency Person 
reporting 

Reporting requirement 

Unexpected 
outcome from the 
use of a drug  

Medicines & 
Healthcare 
product 
Regulatory 
Agency  

Pharmacist (on-
call pharmacist 
out of hours) 

1. Pharmacist implements Defective 
Drugs procedure. 

Where the quality 
of medicine or 
delivery 
device/ampoule is 
affected 

Drug company Pharmacist (on-
call pharmacist 
out of hours) 

Pharmacist to consider if incident is 
reportable to MHRA. 

Any accident or 
injury at work 
which results in 
the employee 
being unable to 
return to work 
after 3 days. 
 

Health and 
Safety 
Executive 

Health, Safety 
and Security 
Advisor  

1.  Line manager/departmental head to 
notify Health, Safety and Security 
Advisor of over 3 days absences   

2.  Report online at 
www.hse.gov.uk/riddor . 

 

Major Injury  Health and 
Safety executive 

Health, Safety 
and Security 
Advisor.    

1.  Line manager/departmental head to 
notify Health, Safety and Security 
Advisor of over 3 days absences   

2.  Report online at 
www.hse.gov.uk/riddor . 

 
Dangerous 
occurrences 

Health and 
Safety 
Executive 

Health, Safety 
and Security 
Advisor.  (Senior 
Support 
Manager out of 
hours) 

3.  Line manager/departmental head to 
notify Health, Safety and Security 
Advisor of over 3 days absences   

4.  Report online at 
www.hse.gov.uk/riddor . 

 
 
8. RESPONSIBILITIES OF STAFF 

 
8.1 CHIEF EXECUTIVE 
 
The Chief Executive is responsible for ensuring the effective management and investigation of incidents 
across the Trust.  This role can be delegated to an appropriate executive lead.  
 
8.2 CHIEF NURSE 
 
Has delegated overall responsibility for the management, investigation and learning from incidents.  Has 
delegated overall responsibility for ensuring that a framework is in place for the management and 
investigation of incidents which meets legal, regulatory and contractual requirements.  
  
Reports to the Board all SI’s and Never Events and ensure that all SI’s have been reported to the Strategic 
Executive Information System (StEIS). 
 
8.3 OTHER EXECUTIVE DIRECTORS 
 
Will ensure incident reporting and investigation processes, including external reporting, are implemented 
within their service areas in accordance with this policy. 
 
8.4 CHIEF OF PATIENT SAFETY 
 
Responsible for Clinical Safety processes within the Trust, including ensuring that there is a robust 
governance process with relation to reporting, investigation and learning from incidents within the Trust.   
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8.5 ASSOCIATE DIRECTOR OF QUALITY 
 
Responsible for the Corporate Safety Team and works alongside the Chief of Patient Safety in incident 
reporting and management. 
 
8.6  QUALITY & SAFETY LEAD 
 
Ensure all incidents classified as Serious Incidents are reported on the Strategic Executive Information 
System (STEIS) which informs the Clinical Commissioning Group 

 
Analyse and collate incident information for reporting to: 

 Trust Board (Lead CCG receives copy of Trust Board Reports) 
 Quality and Performance Committee 
 Risk Scrutiny Committee 
 Divisional Directors, Senior Managers, Associate Directors of Nursing and Department Heads as 

requested. 
 

At the request of the Chief of Patient Safety, support the Investigating Officer in the investigation of Grade 3 
4 or 5 incidents or into Serious Incidents. 
 
Ensure all clinical incidents are reported to the National Reporting & Learning System. 
 
 
8.7 DIVISIONAL TRIUMVIRATES 
 
Responsible for ensuring that the Incident Reporting & Management Policy including Serious Incident 
Framework is adhered to within their Division.  
  
That there are processes in place within the Division for monitoring the quality and performance of incident 
reporting, investigation and for dissemination of learning  
  
In the event that a grade 3,4 or 5 SI or Concise Investigation is commissioned, to declare who the lead 
Investigating Officer and Duty of Candour lead will be for the investigation  
 
8.8 DIVISIONAL GOVERNANCE/QUALITY MANAGER 
 
Support the Trust and Divisional Triumvirates in ensuring the procedures for the management and 
investigation of incidents are embedded within the Division.  
  
Support nominated clinicians and managers within the division to undertake Concise and Serious Incident 
investigations.  
  
Support and advise ward / department managers within the Division on the use of the Datix Incident 
Reporting System including their role in the management and investigation of incidents 
 
Monitor divisional performance against Key performance indicators (KPIs) for the investigation of incidents, 
including the quality and completion of reports, Duty of Candour requirements, development and closure of 
divisional / local action plans.  
 
Support the Divisional Directors and their deputies to develop systems for the Divisional and Trustwide 
dissemination and sharing of lessons learned and for ensuring that these are embedded across the Division. 
 
Ensure that requirements under Duty of Candour are met and applied to all relevant investigations so 
patients / families /carers are informed and receive timely and sensitive feedback. 
 
8.9 WARD/DEPARTMENTAL MANAGER 
 
When an incident has occurred must undertake an immediate review and take any necessary action to 
maintain the safety of patients, staff and the public to minimise the risk of recurrence. 
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Ensure that staff report all incidents within Datix and that details are recorded accurately within 24 hours of 
the date of the incident or date of identification, whichever is later.  
 
Ensure that incident reports for their area of responsibility are reviewed, investigated, appropriate action 
take, updated and closed within Datix.  
  
Where the nature of the incident involves serious injury, loss or damage line managers will be responsible for 
immediately advising their manager and / or the on-call duty manager and taking any remedial action as 
appropriate. 
 
Responsible for ensuring that key information is shared with all others who may be affected by the adverse 
incident. This may include staff from other organisations e.g. Trusts, Social Services, etc. A record of the 
information shared must be noted by the line manager within the incident form.  
  
Responsible for investigating and identifying lessons that can be learned, developing and delivering 
appropriate remedial action recommendations, monitoring event trends and ensuring staff involved in 
investigations have appropriate feedback and staff support. 
 
Ensure that there is an identified deputy to undertake monitoring of reporting on their behalf during any 
period of absence, e.g. annual leave. 
 
8.10 ALL STAFF  
 
Report immediately to line manager/departmental head (CSNP out of hours). 
 
Ensure that medical attention or treatment is obtained if required and take immediate preventative action (if 
required) to avoid a similar accident or incident. 
 
In the event of an incident involving a patient, notify the patient (if not already aware) and / or relatives as 
appropriate. 
 
Retain any equipment involved and tag with label.  (NB the equipment must be left exactly as it was at the 
time of the incident and no adjustments or intervention must be made unless required for safety reasons). 
Retain any medication and packaging involved, along with the medicine chart and retain any other 
documentation relating to the incident. 
 
In the case of an incident involving a patient, record details in the patient’s care-plan/notes to include 
treatment and care given.  Medical staff are also required to enter appropriate details. 
 
If the incident is deemed to be adult Safeguarding then the Trust policy and the Surrey Safeguarding Adults 
Multi Agency Process at Appendix 13 should be followed. The following link on the intranet has helpful 
guidance: http://trustnet/departments/safeguardingadults/index.html 
 
Safeguarding children is everyone's responsibility. All staff should   be aware of what to do in addition to 
reporting as an incident. The following link on the intranet has helpful guidance: 
http://trustnet/docsdata/paed/index20.htm 
 
Complete an Incident form on DatixWeb within the same shift and ensure the incident form number is 
documented in the patient’s records.  
 
9. STATEMENT WRITING 
 
The investigation of an incident is a fact-finding exercise, which will be conducted in a timely, impartial and 
sensitive manner.  An investigation is usually in the form of interviews with staff, who may also keep a 
personal reflective account. 
 
Statements may sometimes be taken at the start of an investigation to inform the investigation report. 
If asked to provide a statement following an incident you should follow the guidance in Appendix 6.  
Statements should be written as soon as possible after the event whilst memories are still fresh and to 
ensure accurate information is recorded. Statements may be requested by the line manager, Divisional 
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Governance Team, designated investigating officer or any of those identified in section 3.14. If the incident is 
a coroner’s investigation advice should be sought from the Patient Safety Manager (Claims & Coroners) 
regarding statement writing and report content. 
 
10. DISSEMINATION AND IMPLEMENTATION 
 
This policy will be made available on the Trust intranet.  Directors, Divisional Directors and Associate 
Directors of Operations/Divisional Chief Nurses are responsible for ensuring that all staff are made aware of 
this policy’s existence and receive specific training or instruction if appropriate. 
 
11. ANALYSIS 
 
To ensure a co-ordinated approach to the management of risks identified through incident reporting, each 
division report the analysis of their incidents in a quarterly report which is discussed at the Risk & Scrutiny 
Committee. Local analysis of incidents are reported and discussed at Divisional Governance Groups. SIs are 
reported and monitored at the Integrated Governance Assurance Committee (IGAC) on a monthly basis. SIs 
are also reported in the monthly Quality report, which goes to the Trust Board.  The Health and Safety 
Forums review non-clinical incidents on a quarterly basis 
 
12. PROCESS FOR LEARNING AND PROMOTING IMPROVEMENTS IN PRACTICE 
 
All incidents, including near misses are a learning opportunity.  Each incident on Datix has a section to 
record changes in practice following incident investigation.  
  
Every Serious Incident and Concise Investigation has a formal action plan to capture learning from the root 
cause(s) identified and convert them into change and to mitigate or eliminate the risks that root cause 
represents.   
  
Action points in action plans must be SMART (Specific, Measurable, Achievable, Realistic, Time-related) and 
auditable. The action plans must be logged onto the electronic incident reporting and management system 
within 10 working days of the reporting being finalised. A suitable lead person and divisional ownership must 
be named on all actions and accountability for any action will sits with the owning division.  All updates, 
including delays or failure to complete, must be documented on the electronic action plan.  
 
Each action must have a realistic deadline for completion and must be monitored for completion by the 
divisional triumvirate and governance teams with oversight at Divisional Boards and progress reporting at the 
Quality of Care Committee. 
  
Actions must be designed to address system changes. Actions which address remedial action for individual 
members of staff should not be included as part of the action plan but dealt with via a process of reflective 
statement where remedial actions are identified.   
  
Further advice and support in relation to actions plans can be sought from the Patient Safety Team. 
 
Just Culture - The Trust is committed to an open and just culture environment for staff.  Supporting 
consistent, constructive and fair evaluation of the actions of staff involved in patient safety incidents.  
 
 
13. EQUALITY IMPACT ASSESSMENT 
 
The purpose of this assessment is to minimise and where possible remove any disproportionate impact on 
employees on the ground of race, sex, disability, age sexual orientation or religious belief.  A baseline 
assessment of this policy identified no detriment. 
 
14. MONITORING 
 
 All Divisions report quarterly to the Quality of Care Committee where they provide a report with 

aggregated analysis of incidents. 
 Divisions run local Governance Groups on a monthly basis where a breakdown of incidents, trends and 

learning from events are discussed.  This is managed by the Quality Governance Managers. 
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 All Serious Incidents (SIs) are reported bi-monthly to the Safety and Quality Committee and also monthly 
to the Trust Board via the Quality Report by the Associate Director of Quality. 

 The reporting of patient clinical incidents is monitored through the National Reporting & Learning 
System, which provides the Trust with the means to benchmark itself against other organisations. This 
report is issued on a regular basis. 

 Safety and Quality Committee is the overarching committee whereby gaps in practice and safety issues 
are raised and actioned.    

 
14. LEARNING 
 
One of the key aims of the serious incident reporting and learning process is to reduce the risk of recurrence, 
both where the original incident occurred and elsewhere in the Trust. The timely and appropriate 
dissemination of learning following a serious incident is core to achieving this and to ensure that the lessons 
learned are embedded in practice. Evidence of learning can be demonstrated at organisational level by 
sustainable changes and improvements in process, policy, systems and procedures. 
 
Regular learning events are held in order to disseminate the learning from SI investigations to a Trustwide 
audience.  Learning is also shared via tea trolley rounds and simulations. 
 
Where the Divisional Governance Teams identify the need for a pathway revision or significant quality 
improvement, Project Management Office support should be requested via completing and submitting a QI 
form. 
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Definitions of Incident 

 

 
 
Clinical Incident: an event or circumstance which could have resulted, or did result in unnecessary damage, 
loss or harm such as physical or mental injury to a patient, staff, visitors or members of the public which does 
not meet thresholds associated with Serious Incidents. 
 
A Serious Incident (SI) In broad terms, serious incidents are events in health care where the potential for 
learning is so great, or the consequences to patients, families and carers, staff or organisations are so 
significant, that they warrant using additional resources to mount a comprehensive response. Serious 
incidents can extend beyond incidents which affect patients directly and include incidents which may 
indirectly impact patient safety or an organisation’s ability to deliver ongoing healthcare. 
 
A Never Event - all Never Events are defined as serious incidents although not all Never Events necessarily 
result in serious harm or death.  
 
Next Working Day: If a serious incident occurs outside of normal working hours, 9 am – 5 pm, the next 
working day will be from 9am the following working day, i.e. if a Friday evening, then the following Monday 
morning 
 
Datix – the computer system used by the Trust to record and manage incidents  
 
RCA – Root Cause Analysis 
 

                                            
1 Wilson, J:  British Journal of Health Care Management, 1998, Vol 4, No 8 

Incident: An incident includes all accidents and incidents which occur to people, 
buildings or property:  

Incident: 
 An unusual or unexpected episode or event which may or may not be 

intentional, may or may not result in injury to a person, 
 damage to buildings or property, or a breach of security or confidentiality 

or 

  Accident: 
 An unexpected and unintentional event (with or without apparent cause) 

which resulted, or could have resulted,  in injury to a person or damage 
to property   

 
Concern:  A worry or “gut feeling” about something which could lead to a potential 

incident  
 Highlights a situation which could lead to a full blown incident 
 Sub optimal standard regarding equipment, practice or performance 

 

Near Miss:  An occurrence which, but for luck and/or skilful management, would 
in all probability have become an incident1 

 
Unexpected 
Clinical 
Outcome:       

 An incident / event which results in a significantly adverse clinical 
outcome which was unexpected in relation to the patient’s condition 
or the procedure itself 

Appendix 1 
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NPSA – National Patient Safety Agency 
 
HSE – Health & Safety Executive 
 
RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences   Regulations 
 
MHRA – Medicines & Healthcare Products Regulatory Agency  
 
PALS – Patient Advice & Liaison Service 
 
PID – Patient Identifiable Information  
 
RLS – Reporting & Learning Service – the system used by NPSA to record and analyse serious incidents. 
 
SHA – Strategic Health Authority  
 
STEIS – Strategic Executive Information System – the electronic system used to register serious incidents 
with the CCG & RHA.  This is due to be superseded by a new system 
 
CQC- Care Quality Commission 
 
DoH – Department of Health o Commissioner – the organisation/s who commission our services. 

A list of Never Events can be found at the following link.  

https://improvement.nhs.uk/documents/2266/Never_Events_list_2018_FINAL_v5.pdf 

Supplementary terms 
1. Incident an event or circumstance that could have resulted, or did result, in unnecessary 
damage, loss or harm such as physical or mental injury to a patient, staff, visitors or members of 
the public. 
 
2. NHS-funded services and care – healthcare that is partially or fully funded by the NHS, 
regardless of the location. 
 
3. Unexpected death – where natural causes are not suspected. Local organisations should 
investigate these to determine if the incident contributed to the unexpected death. 
 

4. Permanent harm – directly related to the incident and not to the natural course 
of the patient’s illness or underlying conditions, defined as permanent lessening of bodily functions, 
including sensory, motor, physiological or intellectual. 
 

5. Prolonged pain and/or prolonged psychological harm – pain or harm that a service user has 
experienced, or is likely to experience, for a continuous period of 28 days. 
 

6. Severe harm – a patient safety incident that appears to have resulted in permanent harm to one 
or more persons receiving NHS-funded care. 
 

7. Major surgery – a surgical operation within or upon the contents of the abdominal or pelvic, 
cranial or thoracic cavities or a procedure which, given the locality, condition of patient, level of 
difficulty, or length of time to perform, constitutes a hazard to life or function of an organ, or tissue 
(if an extensive orthopaedic procedure is involved, the surgery is considered ‘major’). 
 

8. Abuse – a violation of an individual’s human and civil rights by any other person or persons. 
Abuse may consist of single or repeated acts. It may be physical, verbal or psychological, it may be 
an act of neglect or an omission to act, or it may occur when a vulnerable person is persuaded to 
enter into a financial or sexual transaction to which he or she has not consented, or cannot 
consent. Abuse can occur in any relationship and may result in significant harm or exploitation of 
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the person subjected to it. This is defined in No Secrets for adults6 and in Care Quality Commission 
(CQC) guidance about compliance. Working together to safeguard children (2006) states that 
‘abuse and neglect are forms of maltreatment of a child. Somebody may abuse or neglect a child 
by ‘inflicting harm’ or by failing to act to prevent harm’. 
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INCIDENT/CONCERN/NEAR MISS/UNEXPECTED CLINICAL OUTCOME REPORTING 
PROCESS 

INVOLVING STAFF, PATIENTS AND OTHERS 
 
 
 
 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
 
 
 
 
 
 
 
 
 
 
 
 
 

   
 
 

 
 
 
 

 
 
 

Divisional investigation and 
Follow-up 

All Grade 3, 4 and 5 incidents are reviewed by the Patient Safety Team 
and a daily email sent to the Divisions to highlight potential SI’s. 
 
Divisional Governance Teams review all incidents and follow the SI 
process if a potential SI is identified (see appendix 5) 

Immediate verbal report to line 
manager/departmental head 

(CSNP out of hours) 

Incident Form completed on 
DatixWeb by member of staff 

involved in or witness to event, or to 
whom the event was reported 

  INCIDENT / CONCERN /  
NEAR MISS /  

UNEXPECTED CLINICAL OUTCOME 
OCCURS 

Incident graded at 
3, 4 or 5 

Incident graded at 
1 or 2 

Incidents cascaded at the time of 
reporting to appropriate senior staff 

and Manager/Department Head 
automatically notified 

Appendix 2 

TAKE IMMEDIATE ACTION TO ENSURE THE 
SITUATION IS SAFE 
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Reporting an Incident 
 Open TrustNet 

 

On the Home page click on Report an Incident tab. 

  

Click on:   
 
When the incident Reporting Form opens you must 
work through each question in turn. 
 
Questions with a        are mandatory fields and must 
be answered.  Forms will not be submitted unless 
these fields have been completed. 
 

 

  Use Drop Down Lists to pick relevant 
answers by clicking the down arrow button 

 

 Choose the Location (Actual) where the 
incident happened (or was discovered). The 
Speciality and Division will automatically 
populate.  Select the Location (Type).   

 
 

 Select Incident Result and Severity very 
carefully to grade the incident correctly 

 

 Some fields will have a help button to give 
further information when required – click on 
the question mark 

 

                                         
 

 
 

 
 

                      
 

 

The Description box is a free form – this is 
where you type in a factual outline of the 
incident.   
Do not enter specific names or any personal 
identifiable information. 
 

Enter facts only – not personal opinions 
 

 

 

 The Immediate Action Taken box is a free 
form – this is where you type in any immediate 
action taken to minimise a reccurance of the 
incident.  Do not enter specific names or any 
personal identifiable information. 
 

 
 

 
 Free forms will have a spell check and 

preview option which is situated under the box 
– click on ABC button 
 

 

 

1 

5 

4 

3 

2 

6 

Appendix 3 
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Click Save to complete the reporting procedure 
Click Cancel to close without reporting 

 

 

 

Appendix 3 

7 

Reporting incidents promptly and accurately really helps the Trust to improve performance and has a direct impact on patient care 
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↑ 

 

Reviewing Incidents 
  How to access for log in 

              

                      

 

 

   

      
 

  
Double-click on any line under characters to 
open incident 

 

 

 
 

  

Work through the options menu – reviewing 
and updating as necessary. N.B there are 
some mandatory responses required: 
 
 Complete required sections in Incident Record 

Details – check SEVERITY level and if 
applicable change to appropriate handler 

 
 Validate and Approve contacts and appoint 

investigators in People Involved 
 
 Create or review Actions 
 
 Feedback to staff and others involved about 

progress using Communications and Feedback 

 

 
 

  

Update the Incident Status in Incident 
Record Details option tab 

 

 
 

1 

6 

5 

4 

3 

2 

 

Click on To Do List to view assigned 
outstanding incidents 

Appendix 4 
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 ALWAYS save your changes 
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NOTIFICATION OF SERIOUS INCIDENTS (SIs) AND NOTIFIABLE INCIDENTS  
 
1.  All potential SI’s to be reported on STEIS once the 48hr report is received from the Divisional 

Governance Team.  
 
2.  Quality and Safety Lead or designated Manager completes template on STEIS and this 

sends an automatic e-mail directly to NHS North West Surrey CCG.  The CCG in which the 
patient is resident is also automatically notified. 

 
3. Where the SI is of particular gravity in terms of clinical, managerial, reputation issues, public 

concern or potentially attracts media attention, it should be reported to the NWS CCG by 
telephone to the SHCCG On-Call Manager Surrey Heartlands West On-Call (covering 
Guildford and Waverley and North West Surrey CCGs) – 0208 242 6511. If the SI has 
already attracted adverse media attention, this should be identified clearly and details should 
be included in the commentary. Where identified necessary, the CCG will agree jointly 
whether the situation requires escalation to the NHSCB directly and agreeing any action that 
needs to be taken.  

 
4. A copy of the 72hour report is forwarded to NHS North West Surrey CCG, where requested. 
 
5. A copy of the final Root Cause Analysis SI report is submitted to the Chief of Patient Safety 

and the Patient Safety Team following completion of the SI checklist for submission.  
 
6. A copy of the final Root Cause Analysis SI report is submitted by the Patient Safety Team to 

NNS North West Surrey CCG for review. 
 
7. RCA SI reports are discussed at monthly review meetings with senior representatives from 

NHS North West Surrey CCG and the Trust.  

Appendix 5 
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GUIDANCE ON STATEMENT WRITING 
 

The purpose of your statement is to give your account of your involvement in the event in question. 
Make sure you follow these guidelines. 
 

 Use a Trust statement Form – copies are available on the Trust Net 

 Write neatly in black ink 

 Please ensure all appropriate statement details are completed, especially when the 
statement is in connection with a reported incident event 

 Be as concise as possible but do not leave anything out 

 Describe events in detail in the order in which they happened, including everything 
that you did/saw/said 

 Give precise dates and times 

 Do not use jargon or abbreviations. Use simple language and explain any medical 
terminology or procedures to which you refer 

 Do not include anything that you did not see but have only been told about 

 Do not speculate – stick to the facts as you actually know them 

 Do not express opinions or make comments that are judgmental or subjective 

 Score through with a single line anything you wish to change or correct and initial in 
the margin next to your correction 

 Read your statement through carefully to make sure it is a true account, print your 
name and then sign, add time and date to each page 

 Keep a copy of your statement 
 
3 Advice 
You may wish to seek advice regarding writing a statement. The following are suggestions for 
personnel who may be appropriate to assist 

 Divisional Director 

 Associate Director of Operations 

 Divisional Chief Nurse 

 Line Manager 

 Medical Director 

 Chief of Patient Safety 

 Director of Workforce and Organisational Development 

 Quality & Safety Lead 

 Patient Safety Manager 

 Union and / or professional body 

Appendix 6 
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ASHFORD & ST PETER’S HOSPITALS NHS TRUST 
 

INVESTIGATION OF SERIOUS INCIDENTS (CLINICAL/NON-CLINICAL) 
AND GRADE 3,4 or 5  INCIDENTS 

 
1.0     Introduction 
 

This paper sets out the protocol for the investigation of clinical/non-clinical Serious Incidents as 
classified in Appendix 5. It details actions to be taken to ensure timely, appropriate internal 
investigation of a clinical/non-clinical Serious Incident. 
 
This process is also to be used for the investigation of all grade 3, 4 and 5 incidents (Clinical and 
Non-clinical). 
 

2.0     Notification of a Serious Incidents  
 

Most Grade 3 4 or 5 incidents will not need to be classified as a Serious Incident. The decision to 
classify a Grade 3 4 or 5 incident as a Serious Incident rests with the Divisional Triumvirates, Chief of 
Patient Safety and Quality& Safety Lead following the SI process flowchart, Appendix 12. 

 
Following designation of an incident as a Serious Incident, the Policy for the Reporting and 
Management of Incidents will be followed. In addition: 
 
1. The Divisional Governance Team will take into safe keeping all records, including x-rays, 

pertaining to the patient. 
 

2. Where necessary, the Divisional Governance Team will take into safe keeping other items for 
example drugs and equipment. 

 
3. The Divisional Governance Team will advise the following Trust staff of the Serious Incident:  

 
 The relevant Divisional Triumvirate 
 The patient’s Consultant 
 The Director of Medical Education (if junior medical staff are involved) 
 The Patient Safety Team  
 The Head of Patient Experience in case of a parallel complaint 

 
 
Setting up the Investigation 
 

 3.1  The Investigating Officer 
The SI process at Appendix 12 will be followed and the Divisional Governance Team will delegate an 
appropriate investigating officer. 

 
The Investigating Officer will then be responsible for leading the investigation. No other member of 
staff will conduct other investigations or interviews in parallel to that of the Investigating Officer or 
designated member of the Investigation Team. 

 
The Investigating Officer will be made aware of leads in other agencies (e.g. the Police or Social 
Services) that may be involved in the investigation of the Serious Incident. 
 
The Investigating Officer will agree with the Director of Workforce & Organisational Development (or 
their nominated deputy) all planned actions involving staff. 
 

Appendix 7 



 
Volume 3 

Risk 
Management 

Section 2 
Risk 

First Ratified 
November 1998 

Next Review 
July 2023 

Issue 10 Page 28 of 36 

 

Where reports are requested from external agencies/reviewers, specific time scales for responses 
should be agreed and documented. 
 

4.0    Undertaking the Investigation 
 

  An investigation will be undertaken using Root Cause Analysis methodology.  Resources are 
available on the Patient Safety Webpage Patient Safety 

 
Staff interviews 
The investigation of an incident is a fact-finding exercise, which will be conducted in a timely, 
impartial and sensitive manner.  An investigation is usually in the form of interviews with staff, 
who may also keep a personal reflective account. 

 
Statements may sometimes be taken at the start of an investigation to inform the investigation 
report. 
 
Undertaking the interview 
Interviews should be undertaken in private and, if possible, away from the normal area of work. 
The setting should be comfortable and free of interruptions. 
 
Interviews should be conducted by pairs of investigators who will have agreed in advance who 
will lead the interview and who will act as note taker. Where secretarial support has been 
provided to the Investigating Team the second individual may be the secretary for the Team. 

 
The purpose of the interview is to establish what happened. The style adopted should be 
supportive and understanding and not judgmental or confrontational. 
 
In undertaking the interview the interviewer should move through the following steps: 

 
1. Establish the Chronology. 

Establish the role of the member of staff in the incident. Record the extent and limits of their 
involvement. Establish the chronology of events as the staff member saw them. Compare 
this information with what is known of the event. 

2. Establish Care Management Problems. 
Identify important acts or omissions made by staff or other breakdowns in clinical or 
organisational process, which with hindsight, were important points in the chain of events 
leading to the adverse outcome. 

3. Identify contributory factors. 
These may include factors such as the availability and legibility of medical records, numbers 
and qualifications of staff on duty, availability of adequate supervision and support, 
availability of equipment etc. 

4. Distinguish between specific and general contributory factors. 
Where a member of staff identifies a clearly important contributory factor ascertain whether 
this factor was specific to the occasion or regarded as a more general problem within the 
service or the Hospital/ Trust. 

5. Close the interview. 
Ask the staff member if they have any other comments to make or questions to ask. 
Confirm with the member of staff that they will have an opportunity to agree the written 
record of the interview. 

6. Agree the written record. 
 

Disciplinary matters 
Where it is established, during the process of the investigation, that there has been a breach of 
Trust policy or professional standards or conduct then further action should be considered in 
relation to an individual member of staff. 
 
Where disciplinary action is considered, this must be communicated to the staff member as soon 
as it emerges as a possibility. The conduct of the investigation should then take account of 
existing Human Resources Policy and may have to be modified accordingly. Advice should be 
taken from the Chief of Patient Safety and Director of Workforce & Organisational Development 
before proceeding further. 
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5.0 Analysing the case and preparing the report 
 

The key questions to consider are: 
 What happened? 
 How did it happen? 
 Why did it happen? 
 What do we do differently now 
 What can be learnt and what changes should be made? 

 
The report must but written using the guidance template for compiling grade 3, 4 or 5 reports 
which can be located on the Trust intranet: 
http://trustnet/departments/safety/docs/RCA%20SIRI%20Template%20Oct%202018.doc 

 
The final draft of the report should be approved by the Divisional Triumvirate prior to submission 
to the Patient Safety Team for onward submission to the CCG.  
 
Staff who have been interviewed by the investigating team will be given an opportunity to 
comment on the factual accuracy of any inclusion in the report that relates to their evidence. 

 
6.0 Other relationships 
 

   6.1 The Coroner’s Office 
In the event of a Serious Incident it is possible that the case will be referred to the Coroner.  
 
The Trust’s link with the Coroner is via Coroner’s Officers through the Patient Safety Manager 
(Claims & Coroners).  
 
If statements are required by the Coroner the Patient Safety Manager will liaise with the 
Investigating Officer. The Patient Safety Manager will be responsible for forwarding statements to 
the Coroner’s Officer within the agreed time. 

 
6.2 The Patient Experience Team 
It is possible that the patient/family of the patient involved in a Serious Incident will seek to 
complain. The Head of Patient Experience will liaise with the Investigating Officer and to ensure 
that the patient/family’s complaint is dealt with in a timely, appropriate manner. 

 
6.3 CCG.  The Trust policy for the Reporting and Management of Incidents clearly sets out the 
actions to be taken regarding the reporting of all Serious Incidents to the CCG 
 

 
7.0 Post investigation 

 
7.1 Responsibility for follow up action 
The Chief of Patient Safety will require the appropriate Divisional Triumvirate to lead the 
development of an action plan. This will include details of actions to be taken in response to 
recommendations made. The plan will include details of lead responsibilities, dates for 
achievement and, where necessary, costs. The action plan should be tracked on the Divisions 
action log tracker and a test of effectiveness should be recorded for designated actions. 

 
Divisional Triumvirates and local Quality Governance Managers will monitor implementation of 
the action plan. 

 
7.2 Staff feedback 
The Investigating Officer will be responsible for informing staff that the investigation is complete 
and, where appropriate, thanking staff for their support. 
 
The Investigating Officer will determine the need for individual feedback to staff. This is 
particularly important where the investigating team has commended an aspect of care or a need 
for training, counselling or mentoring has been identified. 
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The Investigating Officer will liaise with the Director of Workforce & Organisational Development 
with regard to the need for additional staff support and debriefing. 

 
8.0 Learning Across the Organisation, Local Health Economy and wider NHS 
 

The Chief of Patient Safety and the Divisional Governance Teams/Divisional Triumvirates will be 
responsible for identifying learning points and any areas of good practice that can be shared widely 
across the organisation. They will determine which committees or forums are appropriate for wider 
discussion. Specific events, where appropriate will be set up to share the learning from the Serious 
Incidents.  This will encourage review of our practice by individuals and teams. 
 
Where appropriate, learning will be shared in wider forums outside the organisation.  
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GUIDANCE ON SETTING UP A TELEPHONE HOTLINE 
 
An Executive Director in consultation with the Chief Executive will consider the need to set up a telephone 
hotline to handle any multiple enquiries in the event of an incident 
 
1 Initial Considerations 
 

1.1  Consider what the level of calls is likely to be.   This will be key to deciding whether the Trust 
can handle the calls or will need external support. 
 

1.2  Discuss with NHS Direct whether they can provide the hotline.  Depending on the nature of 
the incident it may be appropriate for the County Councils Information Line or a national 
voluntary support group to provide the service. 
 

1.3  If an external agency is providing the service agree with them how they will get information 
from the Trust and vice-versa.  Good communication is essential. 
 

2 If the Trust is to run a helpline 
 

2.1  Identify a suitable location: 
 For a single line consider the Management Offices at St. Peter’s or Ashford site or a 

location within the relevant department 
 For multiple lines consider the Lecture Theatre (Ramp) – this will require any major 

incident press facility to be moved to the Board Room.  The Lecture Theatre already 
has multiple lines.  Telecoms will need to make the lines live and Switchboard have a 
stock of phones. 

 
2.2  Decide how long the helpline will be open for, including whether it will be open at weekends 

– this may be dependent on who can staff the calls. 
 

2.3  Set up a message taking service (e.g. answer machine) outside the opening hours. 
 

2.4  Nominate a supervisor to manage and set up the helpline. 
 

2.5  Identify staff to take calls – ideally staff who have experience dealing with patients or visitors 
on a one to one basis.   Draw up a rota, which provides staff with breaks. 

 
2.6  Identify administration and any IT support required eg Postal arrangements where 

necessary, fax machine, PC  etc  
 

2.7  Use: 
 a telephone contact proforma to log all calls and information given. 
 a standard set of Questions and Answers to respond to callers 

 
2.8  If answers to questions are not available let callers know that they will be rung back and 

what the time scale will be. 
 
2.9  Ensure that staff taking calls have access to counselling services through Occupational 

Health. 
 

Appendix 8 
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Diseases which are Reportable to the Health and Safety Executive 2 
 

 
The full list of reportable diseases can be found in the detailed guide to the Regulations 
and in the pad of report forms, or simply ring HSE to check.  They are related to 
particular work activities.  This list is not exhaustive. 
 
 Certain poisonings; 
 
 Some skin diseases such as occupational dermatitis, skin cancer, chrome ulcer, oil 

folliculitis/acne; 
 
 lung diseases including: occupational asthma, farmer’s lung, pneumoconiosis, 

asbestosis, mesothelioma; 
 
 infections such as leptospirosis; hepatitis, tuberculosis; anthrax; legionellosis and 

tetanus 
 
 other conditions such as: occupational cancer; certain musculoskeltal disorders; 

decompression illness and hand-arm vibration syndrome. 
 
 
 
 

                                            
2 Taken from Everyone’s guide to RIDDOR ‘95 - Reporting of injuries, diseases and dangerous occurrences 
regulations HSE31. 
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Definitions of Major Injuries which are Reportable to the Health and Safety 
Executive3 

 
 There is a distinction between clinical and non-clinical patient injuries that require 
reporting to the Health and Safety Executive. If an injury is considered to be a clinical 
matter (for example’ a fall in a confused elderly patient) this would not be reportable. 
    
Reportable major injuries are: 
 
 fracture other than to fingers, thumbs or toes; 
 
 amputation; 
 
 dislocation of the shoulder, hip, knee or spine; 
 
 loss of sight (temporary or permanent) 
 
 chemical or hot metal burn to the eye or any penetrating injury to the eye; 
 
 injury resulting from an electric shock or electrical burn leading to unconsciousness 

or requiring resuscitation or admittance to hospital for more than 24 hours 
 
 any other injury: leading to hypothermia, heat-induced illness or unconsciousness; or 

requiring resuscitation; or requiring admittance to hospital for more than 24 hours 
 
 unconsciousness caused by asphyxia or exposure to harmful substance or biological 

agent; 
 
 unconsciousness; caused by asphyxia or exposure to harmful substance or biological 

agent; 
 
 acute illness requiring medical treatment, or loss of consciousness arising from 

absorption of any substance by inhalation, ingestion or through the skin 
 
 acute illness requiring medical treatment where there is reason to believe that this 

resulted from exposure to a biological agent or its toxins or infected material 

                                            
3 Taken from Everyone’s guide to RIDDOR ‘95 - Reporting of injuries, diseases and dangerous occurrences 
regulations HSE31. 
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Appendix 11 
 

 
 

Dangerous Occurrences which are Reportable to the Health and Safety Executive4 
 
 

collapse, overturning or failure of load-bearing parts of lifts and lifting equipment 

explosion, collapse or bursting of any closed vessel or associated pipework 

failure of any freight container in any of its load-bearing parts 

plant or equipment coming into contact with overhead power lines 

electrical short circuit or overload causing fire or explosion 

any unintentional explosion, misfire, failure of demolition to cause the intended 
collapse, projection of material beyond a site boundary, injury caused by an 
explosion 

accidental release of a biological agent likely to cause severe human illness 

failure of industrial radiography or irradiation equipment to de-energise or return to its 
safe position after the intended exposure period; 

malfunction of breathing apparatus while in use or during testing immediately before 
use; 

collapse or partial collapse of a scaffold over five metres high, or erected near water 
where there could be a risk of drowning after a fall 

dangerous occurrence at a pipeline 

unintended collapse of: any building or structure under construction, alteration or 
demolition where over five tonnes of material falls; a wall or floor in a place of work; 
any false-work 

explosion or fire causing suspension of normal work for over 24 hours 

sudden, uncontrolled release in a building of: 100kg or more of flammable liquid; 10 
kg of flammable liquid above its boiling point; 10 kg or more of flammable gas; or of 
500kg of these substances if the release is in the open air 

accidental release of any substance which may damage health 

                                            
4 Taken from Everyone’s Guide to RIDDOR ‘95 - reporting of injuries, diseases and dangerous occurrences 
regulations HSE31 
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Appendix 12 

SI Process 

Incident 
occurs 

Incident 
recorde

d on 
Datix 

StEIS form 
completed 
and sent to 

Patient Safety 
Team 

72 hour 
report 

completed 

72 hour 
report 
sent to 
Patient 
Safety 

team and 
Exec 
leads 

De-brief 
with 

Divisional 
team 

RCA SI 
Report 

approved at 
Divisional 

Governance 
Board 

Daily email 
with 

suspected SIs 
recorded on 

Datix 

StEIS report 
completed 

online 

Confirm or de-
escalate SI as 
appropriate 

2 working 
days 

3 working days 5 
working 

days 

ASPH SI PROCESS (PART ONE, TWO and THREE Plus closure) 

Divisional Team 
Patient Safety Team 

RCA SI 
Report sent 
to Patient 

Safety 
Team, who 
submit to 

CCG 

60 working days 

Daily email 
from the 

Patient Safety 
Team to 

Divisional 
teams alerting 

them to 
potential SIs 

that have been 
recorded on 

Datix.   

Divisional team 
within 5 working 

days agree terms 
of reference, 
allocate an 

investigation lead, 
identify initial 

learning and agree 
how this will be 

shared. 

Regular 
Multi-

disciplinary 
SI Learning 

Events 
held to 
share 

learning 



 
Volume 3 

Risk 
Management 

Section 2 
Risk 

First Ratified 
November 1998 

Next Review 
July 2023 

Issue 10 Page 36 of 36 

 

 

Appendix 13 


