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Incident Management Policy – 10 Key Points
1.

Following any incident, ensuring the safety of service users, their families and
carers, staff, visitors and the environment is of paramount importance.
Immediate actions to manage the incident must be the priority before the
incident is reported on Ulysses. Escalation should be considered as soon as it
is safe to do so.

2.

In the case of a Serious Incident (SI) it is important to identify who will provide
the initial support to the service user and/or their family/carer(s).

3.

It is important that any incident suspected as a SI is appropriately escalated and
notified to the Quality Team as soon as possible. The escalation and notification
ensures communication of the incident and the mobilisation of help and support.
Even when it is decided an incident is not a SI, the notification can be very
valuable.

4.

Just Culture methodology (a concept related to systems thinking which
emphasises that mistakes are generally a product of faulty organisational
cultures) will be used by the person(s) conducting the investigation. In
conjunction with the relevant Head of Service, Clinical Director and Head of
Nursing, an independent (to the investigation) staff member will be identified
to support the process and provide clinical/specific expertise (aligned to
professional knowledge in the context of the serious incident).

5.

SI investigations are intended to establish learning in order that services can be
improved and that recurrence of such incidents in the future can be significantly
reduced.

6.

The principles of the Duty of Candour must be applied. Service users (and
where relevant relatives and carers), should be supported to raise questions
within the investigation and have the outcomes shared with them. The nature
of the contact with the family across the period of investigation should be
agreed with the service user, or when appropriate, their relative or carer, taking
into account their individual needs and preferences. The lead investigator will
offer a meeting to the service user, or their family/carer to explain the report.

7.

All staff involved in a SI investigation should be offered appropriate support
and have the opportunity to receive feedback on conclusion of the SI
investigation.

8.

Concluded SI investigation reports are anonymised to maintain confidentiality.
They are provided to the person(s) agreed through the Duty of Candour
process, the staff involved and to the relevant Directorate(s). Summaries of
these reports known as ‘Learning Briefs’ are provided to the Trust’s
Directorates, for wider learning consideration. They will be shared with external
agencies where relevant e.g., Coroner, CQC.

9.

Additional support and guidance when a SI occurs outside of normal working
hours is available via the on-call manager(s).

10. The timeframe allocated for completion of SI reviews reflects national
requirements set out in the NHS England Serious Incident Framework - click
here to view (currently 60 days).
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Incident Management Process Flowchart

• Immediate risk mitigation
• Preserving area/ evidence
• Support for service
user(s)/staff/others
• Alert others/escalate as
appropriate

Incident
occurs

Blue Light Alert
disseminated where
immediate learning
identified/patient
safety concern raised

If yes, flag on
Ulysses, give
apology, follow
up in writing
within 10 days

Consideration as to
whether apology needed
– does Duty of Candour
apply?

Incident reported via
Ulysses and notified to
appropriate individuals

Review impact on staff
involved and others
affected, address
accordingly (eg debriefs,
Chaplaincy, Workplace
Wellbeing referrals etc)

Incidents discussed
in daily incident
huddle

Where required,
request for 48hr
report or
Significant Event
Analysis from
team/service

Service nominates
author and completed
template to be returned
to Quality Team within:
48hrs (48hr Report)
15 days (SEA)

Incidents reviewed
within 5 working
days

48hr Report
reviewed by
Director of Quality
No further
investigation

Report shared with
Triumvirate and
service. Any
learning identified
included in quarterly
report and
published on
Learning Hub

Service to ensure
any issues are
acted upon and
followed up as
necessary

Further
investigation

SI commissioned,
investigator(s)
requested from
Triumvirate(s),
Terms of Reference
developed, reported
to StEIS and
investigation
commences

SEA reviewed by
Director of Quality

Approved report sent to
Triumvirate and service
and published on Learning
Hub and learning included
in quarterly report

SI Flowchart Process
SI commissioned - Patient Safety Investigator assigned
to facilitate and support investigator(s)
48hr report and ToR presented at Investigations Panel
Investigator(s) attend Investigations Panel at:
Week 4 – verbal update with early learning/issues
Week 8 – draft report
Following approval of investigation report at
Investigations Panel, action plan requested from
Triumvirates – to be returned to Quality Team within 10
days
Week 4 – verbal update with early learning/issues
Investigation Report and Action Plan submitted to
Director of Quality for approval.
Following approval by Director of Quality, Investigation
Report and Action Plan submitted to Exec Director for
approval.
Approved SI submitted to Commissioners and sent to
Triumvirates and service. Actions logged on Ulysses for
onward monitoring and completion. Learning included in
quarterly report and published on Learning Hub
Director of Quality for approval Following approval of
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1. Introduction
•

Every day, more than one million people are treated safely within the National Health
Service (NHS); however, the advances in technology and knowledge in recent decades
have created an immensely complex healthcare system. This complexity brings risks
and evidence shows that things will and do go wrong within the NHS; service users are
sometimes harmed no matter how dedicated and professional the staff. For an
organisation to learn, an effective and timely incident reporting, investigation and
learning system must be embedded into it.

•

This document defines the Policy to be followed within the Trust for all aspects of
incident management and reflects the NHS England - Serious Incident Framework
(March, 2015). This policy will be updated in line with the new NHS England Patient
Safety Incident Response Framework, likely to be rolled out in 2022.

•

This policy applies to all staff working in all areas of the Trust. All incidents that occur
on Trust premises, or involve Trust employees in the line of their work, must be
reported using this policy.

•

This Policy will indicate how the Trust will embed within its safety culture, a systematic
process to aid the organisation to learn from incidents that occur, and promote effective
risk management processes to help provide solutions to reduce errors and prevent
further harm to service users, staff and visitors.

•

This Policy has been written in a way to enable all staff to access the most pertinent
information regarding the management of incidents and as such have been divided into
the different aspects of incident management.

•

This Policy has also been written in a way to link strategically with external agencies
that interact with incident management, these will be referenced throughout the Policy
and are specifically linked to certain types and severity of incidents.

•

The Trust has a web-based reporting process for all incident activity. Within the web
form there is guidance on actions to take as incidents are reported.

•

This policy should be read in conjunction with the Learning From Deaths Policy , Duty
of Candour Policy and the Risk Management Strategy.

2. Purpose
•

The Trust places the health, safety and welfare of its service users, staff and visitors
high amongst its priorities and will ensure it maintains safe and secure conditions
throughout the organisation. It will work closely with partner organisations, where the
health, safety and welfare are shared ownership, to ensure co-operation at all levels.

•

Successful incident management is underpinned by the development of a proactive
culture whereby effective incident reporting, investigation and learning from incidents
take place and reduce the likelihood of incidents reoccurring. This reporting culture
contributes to improved service user safety and service provision and makes the Trust
a safer place to work and visit for staff, service users and the public.

•

The open reporting of incidents (including near misses and ‘errors’) is positively
encouraged by the Trust as an opportunity to learn and to improve safety, systems and
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services. In order to reinforce the fact that the prime concern of the Trust with regard to
the reporting of risks or incidents is to ensure that learning takes place, the Board of
Directors encourages the use of the NHS Improvement ‘A just culture guide’ (2020),
which aims to promote fair and consistent staff treatment within and between healthcare
organisations. The just culture guide helps to move away from attributing blame and
instead looks to find the cause when things go wrong.
•

Identifying contributory systems failures is crucial to successful incident management. In
order for an effective safety culture to operate, employees must be supported to report
incidents that have occurred due to human error. The Trust will apply the concept of ‘fair
blame’ (individual responsibility for individual actions, with accepted principles of service
and corporate governance). Staff will also be supported through the Whistleblowing
Policy and Procedure (Freedom to speak up) and the Statutory Duty of Candour/Being
Open Policy.

•

The Trust has 6 Critical Success Factors (CSF) for incident management which are to:
▪ Deliver an easy to use, clear, and objective process that encompasses all
incident types
▪ Deliver measurable improvements in service user and staff safety
▪ Deliver a process that staff, service users and their families/carers, and all
other stakeholders, believe in
▪ Deliver a collective shared purpose and shared ownership across all levels of
the Trust
▪ Deliver reliability (and therefore consistency) in approach, regardless of the
directorate or investigator
▪ Be able to show that each team, service, Directorate, and the Trust as a
whole, learns, improves, and sustains the improvements as a consequence of
learning from all incidents and near misses it experiences (i.e., lapses in care
and practice standards occur less and systems are better designed).

•

To ensure that all incidents are appropriately managed and investigated based on their
severity, and that there is relevant learning and improvement in care as a result of
incidents occurring. Qualitative and quantitative data analysis will be used to highlight
trends which may be occurring and uncover any further need for intervention.

•

It is therefore, essential, that all incidents, irrespective of whether they have caused actual
harm, or were a near miss, must be reported to the Trust in a timely manner. This will
help to build up an accurate picture of events across the Trust.
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3. Duties and Responsibilities

Role
The Board of
Directors

Key Responsibilities
Has delegated responsibility to the Quality Assurance Committee for:
•

Chief Executive

Executive Director
of Nursing,
Professions &
Operations
Executive Medical
Director
Director of Quality
(on behalf of the
Executive Director
of Nursing,
Professions and
Operations)

Receiving Quarterly Lessons Learned Reports (including Learning
from Deaths) in order to be assured that processes are being
implemented in line with policy, staff are appropriately trained, and
learning is being undertaken and embedded.

Is responsible for:
Retaining ultimate accountability for the Health, Safety and Welfare of
all service users, carers, staff, and visitors. However, key tasks and
responsibilities are delegated to individuals in accordance with this
Policy.
Is responsible for:
•

Assuming responsibility on behalf of the Board of Directors for all
aspects of Incident Management within the Trust.
• Ensuring that management arrangements are in place to comply with
this Policy and provide final approval of SI investigations for onward
distribution.
Is responsible for:
•
•

•

Service user safety across the organisation and ensuring that a
robust system of incident management is in place across the Trust
underpinned by clinical and corporate governance arrangements.
Being the Information Asset Owner of the Trust’s Ulysses Risk
Management System and through the safety structure, ensure that
a robust system for the management of all incidents is in place; this
includes the reporting of incidents through the web-based system.
Chair the Weekly Investigations Panel.

Accountable Officer
for Controlled
Drugs

Is responsible for:

Communications
Team

Is responsible for:

•

•
•

Head of Clinical
Governance &
Risk

Sharing information within Local Intelligence Networks (LIN) in
relation to controlled drug incidents and/or fraudulent behaviour of
relevant people. This is in-line with the Statutory Instrument 3148 of
the Health Bill in relation to the Accountable Officers Responsibilities.

Oversight and management of the learning hub including sharing
lessons learned
Dealing with media enquiries

Is responsible for:
•

Managing the process on a day-to-day basis including overseeing
the Serious Incident processes and supporting Investigators and
Leads in their roles within this policy.
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•

•

Patient Safety
Specialist

Is responsible for:
•
•
•
•
•

•

Patient Safety
Investigator(s)

The ‘safer culture’ element of the NHS Patient Safety Strategy.
Ensuring capability is built across clinical services in line with Trust
policy and national developments.
Assurance and improvement reporting in the Trust, providing a
quarterly Learning Report to the Clinical Quality and Safety Group
with subsequent oversight from the Quality Assurance Committee.
Identifying Trustwide learning and development needs related to
patient safety, identifying gaps in learning through thematic analysis.
The delivery of learning across the Trust, supporting the identification
of emerging and imminent patient safety issues, in addition to the
analysis and recommendations on learning from patient safety
investigations and reports.
In partnership with the Mandatory Training Lead, procure and review
training delivered, relating to patient safety, to ensure it meets staff
learning needs.

Is responsible for:
•
•
•

Quality Team

Acts as a single point of contact with the following external agencies
with respect to incident management including:
➢ Care Quality Commission (CQC)
➢ NHS England/Improvement
➢ Clinical Commissioning Groups (CCG)
➢ Health and Safety Executive (HSE)
➢ National Reporting and Learning Service (NRLS)
➢ National Confidential Inquiry into Suicide and Homicide
Monitoring and reporting key performance indicators (KPIs) in
relation to this policy and providing an overview to the Clinical Quality
& Safety Group.

Investigating any serious incidents identified in the Trust working with
investigating clinicians and managers to identify significant learning
across clinical and non-clinical areas.
Liaising with families and significant others and keeping them
updated.
Producing and delivering reports on the findings to the weekly
Investigations Panel, in line with the policy.

Is responsible for:
•

Supporting the operational delivery of the process on a day-to-day
basis.

Health and Safety Is responsible for:
Team
• Appropriate use of the Central Alerting System (CAS) to
disseminate urgent safety information following an incident.
• Delivery of responsibilities under RIDDOR, following initial incident
being reported, in conjunction with Quality Team.
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Heads of Service
and Clinical
Directors

Is responsible for:
•
•
•
•
•

All Managers

Are responsible for:
•
•
•
•

All SHSC
Employees

Ensuring incidents are appropriately reported, managed, reviewed,
investigated, acted upon and lessons are learnt
Supporting staff following a traumatic incident, in line with the
guidance provided in this policy.
Ensuring that service users and carers or others involved in incidents
are kept informed and receive support as appropriate in line with the
requirements of the statutory Duty of Candour.
Ensuring staff are appropriately skilled.

Are responsible for:
•
•

Quality Assurance
Committee

Ensuring that all staff are made aware of this Policy, and that staff
engage with and involve service users, their families and carers in
incident review processes.
Ensuring that robust arrangements are in place for the
comprehensive management of Statutory Duty of Candour incidents
within their services.
Ensuring that robust arrangements are in place for all incident
types including those which may attract public or media interest
categorised as serious incidents and other notifiable incidents.
Supporting their staff through making provision for appropriate
training and also in making adequate resources available to fulfil the
requirements of this Policy.
Reviewing and interpreting aggregated data on incidents to inform
Risk Registers in their Directorates and initiate appropriate action.

Reporting incidents and being aware of and compliant with the
Incident Management Policy.
Undertake their duties in line with the duty of care as an employee as
defined in Section 7 of the Health and Safety at Work Act 1974.

Is responsible for:
•
•

Ensuring that robust incident management processes are in place.
Seeking assurance from the Clinical Quality and Safety Group that
actions and lessons learned following serious incidents are
effectively monitored, implemented, disseminated and embedded.

Clinical Quality and Is responsible for:
Safety Group
• Ensuring that the Incident Management Policy is effectively
implemented across the Trust
• Ensuring that all Directorates have robust governance systems in
place to ensure all incidents are reported and learning/action occurs
within agreed timescales at team, directorate and trust level.
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4. Definitions
Term Used
Abuse
Accident

Care Quality Commission (CQC)
Consequence
Contemporaneous Records
Employees

Grade
Harm
Incident

Information Governance
Incident
Investigation
Likelihood
Medication incident
Missing Patient

Near miss

Never event

Description
Abuse is a violation of an individual’s human rights by
any other person or persons.
An unplanned event, act or omission, which causes
injury to people, damage or loss to property or
contributes to both. (These may be classified as Serious
Incidents depending on the severity of the damage
caused).
The CQC is the independent regulator of all health and
social care services in England.
A result or effect of some previous occurrence
Current and up to date data recorded within the record
Staff under SHSC’s control whether they are directly
employed or not i.e., apprentices, seconded employees
etc.
NB: Direct employees of SHSC that are directly
managed by Sheffield City Council will work to that
organisation’s policies and procedures unless a specific
agreement is reached to the contrary.
A position or degree in a scale, as of quality, rank,
size or progression
Physical or mental injury, moral evil or wrongdoing, to
injure physically, morally or mentally
An unplanned event, act or omission, which causes
injury (or not) to people, damage or loss to property or
contributes to both. (These may be classified as Serious
Incidents depending on the severity of the damage
caused).
Any incident involving the actual or potential loss of data,
including personally identifiable information.
The act or process of investigating, careful search or
examination in order to discover the truth.
The condition of being likely or probable.
Any incident involving medication, e.g., prescribing,
dispensing, administration or storage.
A service user in receipt of SHSC services, whose
whereabouts are either unknown or the service user
has failed to return from leave at the agreed/determined
time. (See link to Missing Patients Policy).
An unplanned event, act or omission, which does not
cause injury or damage but has the realistic potential
to do so.
Serious, largely preventable patient safety incidents that
should not occur if the available preventative measures
have been implemented by healthcare providers i.e. inpatient suicide using non-collapsible rails, ‘Never events’
are defined by NHS England/NHS Improvement from the
evidence base and are reviewed periodically).
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NHS Funded Care

NRLS
Patient Safety Incident

Permanent Harm

Responsible Person

RIDDOR
Risk

Risk Rating
Risk Reduction/Mitigation

Ulysses

Security Incident

Serious Incident

StEIS

The treatment of patients in: NHS establishments or
services; in independent establishments including private
healthcare; or the patient’s home or workplace. Either all
or part of the patient’s care in these settings is funded by
the NHS.
National Reporting and Learning System - managed by
NHS England/NHS Improvement.
Any unplanned or unexpected incident which could have
or did lead to the harm of one or more service users
receiving NHS funded care (NHS England)
Directly related to the incident and not related to the
natural cause of the patient’s illness or underlying
condition, permanent lessening of bodily functions,
sensory, motor, physiologic or intellectual, including
removal of the wrong limb or organ, or brain damage.
Employees nominated and authorised to assess and
report on incidents. They will, scrutinise and countersign
incident reporting forms and investigation forms.
Responsible persons will have responsibility and control
of premises and/or work activities. They will usually be
team managers or staff in charge of services, and health
and social care professionals or clinicians
Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations 1995.
The chance that something will happen that will have an
impact on achievement of the organisation’s aims and
objectives. It is measured in terms of likelihood
(probability of the risk occurring) and consequence
(impact or magnitude of the effect of the risk occurring).
A position or degree in a scale, as of quality, rank,
size or progression.
Reducing the likelihood or severity of the risk by putting
measures in place (controls) to reduce or remove all or
some of the impact/consequence(s).
The Trust’s electronic Risk Management System
used for reporting and managing incidents, risks,
complaints, etc.
Incident involving physical or non-physical assault of NHS
Staff (including verbal abuse, attempted assault and
harassment), theft or criminal damage (including burglary,
arson and vandalism) to NHS property or equipment
(including equipment issued to staff) or theft or criminal
damage to staff or personal property.
Incidents meeting the criteria set out in the Serious
Incident Framework (NHS England 2015), or otherwise
defined by the Trust
Strategic Executive Information System – external
reporting system of serious incidents.
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5. Definitions and Thresholds for Serious Incidents
As outlined in the NHS England – Serious Incident Framework (March 2015):
•

“Serious incidents are events in healthcare where the potential for learning is so great,
or the consequences to service users, families, 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 may indirectly impact
on service user safety or on an organisations ability to deliver ongoing healthcare.

•

“The occurrence of a series incident demonstrates weaknesses in a system or process
that need to be addressed to prevent future incidents leading to avoidable death or
serious harm to service users or staff, future incidents of abuse to service users or staff,
or future significant reputational damage to the organisation(s) involved. Serious
incidents therefore require investigation in order to identify the factors that contributed
towards the incident occurring and the fundamental issues (or root causes) that
underpin these. Serious incidents can be isolated single events or multiple linked or
unlinked events signaling systemic failures within a health system.

•

“There is no definitive list of events/incidents that constitute a serious incident.
However, the definitions below set out circumstances in which a serious incident must
be declared.

•

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. This includes:
• Suicide/self-inflicted death
• Homicide by a person in receipt of mental health care within the
recent past
• 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
• Serious harm
• Actual or alleged abuse; sexual abuse, physical or psychological illtreatment, or acts of omission which constitute neglect, exploitation,
financial or material abuse, discriminative and organisational abuse, selfneglect, domestic abuse, human trafficking and modern day slavery where:
• Healthcare did not take appropriate action/intervention
to safeguard against such abuse occurring
• Where abuse occurred during the provision of NHSfunded 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 - all Never Events are defined as serious incidents
and will be reported and investigated as such, although not all Never
Events necessarily result in serious harm or death. For the current
list of NHS Never Events and for further information click here.
• An incident (or series of incidents) that prevents, or threatens to
prevent, an organisation’s ability to continue to deliver an acceptable
Incident Management Policy MD 023 V6 December 2021 Interim Review
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•

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
• Property damage
• Security breach / concern
• 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 services
• 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.

6. Procedure
Reporting an Incident
All incidents must be reported via the Ulysses Risk Management System, available via the
SHSCApps folder on the desktop of SHSC IT equipment (eg PC/laptop). Where SHSC IT
equipment is not available, a paper incident reporting form may be completed, or in exceptional
circumstances, an incident can be reported via the telephone to the Quality Team.
Incidents must be reported as soon as possible following the event and wherever possible,
before the end of the shift the incident occurred in. It is expected that all incidents will be
reported within 24 hours of them occurring.
When an incident is deemed to be or potentially be serious, the following applies:
•

Working hours – the incident must be recorded on Ulysses as soon as possible. The
classification of harm must be accurately selected. The person in charge of the
shift/team/service must be informed as soon as possible to assist in the management of the
incident, support of all service users and staff involved and preservation of the
scene/evidence.

•

Out of hours (5pm to 9.00am Monday – Thursday and 5.00pm to 9.00am Friday –
Monday and Bank Holidays) – the incident must be logged, managed and reported as
above, additionally, the local manager/person in charge must contact the on-call Service
Manager, who will then notify the Executive Director on call.

If a Never Event is deemed to occur, the local manager/person in charge must immediately
notify the Quality Team (if in working hours) or on-call Service Manager (if outside of working
hours),who will notify the Executive Director on call.
A guide to reporting incidents is attached at Appendix D
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Initial Response to an Incident
When a serious incident occurs, staff involved must:
•
•
•
•
•
•
•
•
•
•
•

Secure the area
Ensure the safety of all those affected by the incident and provide emergency/life-saving
care if required
Ensure the safety of the environment, in the most serious of incidents. This will need to be
kept secure to aid with potential criminal investigations
Notify emergency services as appropriate/required, eg Fire and Rescue, Police
Ensure any equipment involved in the incident is retained in a safe area for further
examination/inspection
Offer support where required (see Appendix C)
Notify the service user’s next of kin/nominated individual (if/where applicable)
Escalate to Point of Contact or Senior/on-call Manager/Executive Director as appropriate
(described above)
Report the incident on Ulysses, ensuring this accurately records the facts and any harm
caused
Write down their recollection of events, as soon after as practically possible, to aide
memory capture and information gathering
Attend briefings or interviews, as required, in conjunction with their team/service manager
and the lead investigator, in order to gather information and understand the learning.

7. Grading the Incident
•

All reported incidents and near misses are graded initially by the individual reporting the
incident according to their actual impact/effect using the Trust’s approved Risk Grading
Matrix attached at Appendix B. This should be part of the initial incident report and be
undertaken within 24 hours. It is not necessary for the reporter to be in possession of all
the facts at the time of the initial grading of the incident. There is scope for re-grading the
incident as facts and issues emerge.

•

Incident grades will also be reviewed by the nominated reviewers within each
service/team the incident is reported in, and an overall rating given. An assessment of the
actual impact/effect and likelihood of occurrence of similar incidents in the future will be
recorded on Ulysses.

•

The grading of an incident is one factor that is taken into consideration when determining
the level of investigation required, and the reporting arrangements necessary.

Reviewing an Incident
All incidents reported via the Ulysses system must be reviewed by the nominated
reviewers/managers within 5 working days of the incident being reported. For incidents
graded moderate or above, an initial review should be undertaken within 24 hours of the
incident occurring. This can then be expanded upon within the 5 day period. The reported
incident must be reviewed for accuracy and any corrections made. The Managers Form
must be completed to confirm the actions that have been or will be taken to prevent future
recurrence.
A managers guide to reviewing incidents is attached at Appendix E
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8. Identifying Incidents where Learning can be Extracted and Shared
All incidents reported in the preceding 24 hour period will be presented and discussed at the
Daily Incident Huddle, chaired by a Quality Team representative. The huddle is made from
representatives across Quality, Health and Safety, Pharmacy, Safeguarding, etc and every
incident is considered to identify any learning or to raise/escalate patient safety concerns.
•

Where an incident is deemed to be a ‘Serious Incident’, it is discussed with the Director of
Quality to determine whether a 48 hour report is required to ascertain further information/detail.
Where this occurs, the Quality Team will provide the relevant template to the relevant
service(s), requesting its completion within a given timescale.

•

Any incidents deemed to fall under the Duty of Candour will also be identified through the daily
incident huddle and contact made with the relevant service to assist in the preparation and
deployment of a verbal, then approved written apology. Please see the Being Open/Duty of
Candour Policy for further details.

•

Where immediate and urgent learning is identified, or immediate action is required to protect
patient safety, a Blue Light Alert will be issued. The Quality team will identify the appropriate
person to complete the details of the Blue Light Alert, which will be approved by the Director of
Quality prior to circulation. Blue Light Alerts are cascaded through the Trust’s email cascade
system and are published on Jarvis, the SHSC staff Facebook page and through the Learning
Hub. They are also included in the quarterly Lessons Learned Reports presented to the
Clinical Quality and Safety Group and the Quality Assurance Committee. All alerts are
appended to the initial incident on the Ulysses system.

•

Where an incident is identified that is considered to have the potential for learning, but
does not meet the criteria for Serious Incident processes, a Significant Event Analysis (SEA)
will be requested from the team where the incident occurred, by the Quality Team. SEAs are
required to be submitted back to the Quality Team within 20 working days. Local processes
should be instigated to share the learning from SEA’s. Once approved, these will be published
via the Learning Hub by the Quality Team on Jarvis. The learning will also be highlighted in the
Quarterly Lessons Learned Report. The full SEAs are also saved within the Ulysses system.

Serious Incident Management Processes
Following the receipt of the 48 hour report (where requested), a decision is made by the
Director of Quality as to whether further investigation is required. If it is, the incident will be
reported onto the Strategic Executive Information System (StEIS) and will be available for
Commissioners to view. The 48 hour report will be submitted to the Commissioners within 72
hours of the incident being reported to StEIS.
The incident will be upgraded to a ‘serious incident’ on Ulysses and logged on the serious
incident investigation tracker. The details of the incident and the 48 hour report will be included
on the next available weekly Investigation Panel meeting. The Quality Team will request the
Triumvirate(s) of the appropriate clinical directorate(s) or Corporate Directorate to nominate an
investigator(s). Terms of Reference will be developed by the designated Patient Safety
Investigator assigned to facilitate the serious incident investigation, approved by the Director of
Quality and presented to the Triumvirate(s) or Corporate Directorate and the next available
Investigations Panel meeting.
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Key Performance Indicators (KPIs)
The following KPIs apply to all serious incidents.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Day 1 - Team/Service to contact service user or their family/carers on the same day
(wherever possible) of the incident occurring of provide support, offer condolences etc
Day 2 - 48 hour report requested from team/service within one working day of incident
identification
Day 2-4 - Team/service to provide 48 hour report within two working days of request
Day 4-7 - Incident reported to StEIS within 72 hours of declaring a serious incident
Day 4-7 - Patient Safety Investigator (PSI) assigned to facilitate investigation within 72
hours of declaring a serious incident
Day 8 - Investigators requested within one working day of confirmation of serious incident
Day 8 - Patient Safety Investigator (PSI) to make initial contact with service user or
family/carer within one working day of declaring a serious incident
Day 9 – 12 - Triumvirate(s) or Corporate Directorate to confirm investigator(s) within three
working days following request
Day 11 – 14 - Patient Safety Investigator (PSI) to follow up with service user or family/carer
to confirm investigators within two working days of being confirmed by directorate(s)
Week 4 – a verbal update will be provided to the Investigations Panel meeting by the
investigator (or nominated individual) to highlight initial findings/early learning
Week 8 – a draft investigation report will be presented by the investigator(s) to the
Investigations Panel meeting to discuss the findings, agree the recommendations and
highlight any learning
Week 9 – the investigator(s) will submit the final draft report to the facilitating Patient Safety
Investigator (PSI). The PSI will complete quality assurance checks and request the
development of an action plan from the relevant triumvirate or Corporate Directorate
Week 11 – the completed action plan will be submitted to the Patient Safety Investigator.
The final report and plan will be sent to the Director of Quality for authorisation to request
Executive Director approval.
Week 12 - The final report and appendices will be submitted to the Executive Director of
Nursing, Professions and Operations (or nominated deputy) for approval
Week 12 – The approved combined report is submitted to the Commissioners.
The Clinical Governance and Risk Team will and provide the allocated investigator(s) with
an investigation pack and will assist to schedule activities in accordance with fulfilling the
scheduled timings given above.

Post 12 week submission
•

The Clinical Governance and Risk Team, in conjunction with the Communications Team, will
upload the completed report to the Learning Hub and the Ulysses database. Identified learning
will be extracted for inclusion in the quarterly Lessons Learned Report. Identified learning will
be cascaded via Directorate governance structures and via the learning framework.

•

A short, ideally one page, learning document will be created for each ‘care issue’ serious
incident to highlight the salient points of the incident and subsequent learning and actions.
This ‘Learning Brief’ will be uploaded to the Learning Hub, on completion, by the Clinical
Governance and Risk Team. It will cover the following points:
• What happened?
• Why did it happen?
• What actions have been instigated to mitigate recurrence?
• What learning has been highlighted?
Incident Management Policy MD 023 V6 December 2021 Interim Review
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•

Action plans will be monitored through directorate governance processes and progress
updates will be logged on Ulysses. On completion of action plans, the Clinical Governance
and Risk Team will be notified and the completed action plans will be presented to the next
available Investigations Panel meeting. Following confirmation of the agreement to close, the
evidence and closed plan will be uploaded onto Ulysses and submitted to Commissioners.
Outstanding actions will be monitored via the Ulysses database and a weekly report sent to the
Triumvirates and Corporate Directorates as appropriate. A monthly report on outstanding
actions and unreviewed incidents will be presented to the Clinical Quality and Safety Group.

•

The Patient Safety Investigators and Head of Clinical Governance and Risk will attend the
Commissioners’ weekly serious incident closure panels to discuss and present evidence
following the completion of the investigations to respond to any queries or concerns the
Commissioners’ have relating to the investigations.

9. Reporting of Deaths (not deemed to be Serious Incidents)
•

All deaths of service users that have an open episode of care must be reported as an
incident (unless the open episode of care is solely for the purposes of the dementia
register) in line with the Trust’s Learning from Deaths policy.

10. External Reporting Requirements
•

Dependent upon the type of incident and/or severity of the incident being reported will
dictate whether additional action/reporting to external agencies is required and this will
be determined on a case-by-case basis.

•

The table below gives details of such requirements.

Type of
Incident
Criminal

Example(s)

Reporting Criteria

Who Reports

Service user/carer/
visitor/staff
deliberately causing
harm/damage

Must be reported
immediately to the
police, via telephone
and to risk via the
electronic reporting
system (or paper
reporting)
All incidents must be
reported to Chief
Pharmacist via the
electronic reporting
system (or paper
reporting)
All incidents to be
reported via online
reporting. Following usual
review processes, death
to be reported to LeDeR

Person in charge
receiving
notification from
staff member

Drug/
Medication

Adverse reaction to
drug Controlled Drug
incident

Learning
Disability
Death

Death of a service
user with a
learning disability

Person in charge
receiving
notification from
staff member

Clinical
Governance &
Risk (Quality
Team)
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Medical
Device

Patient
Safety

RIDDOR

Security

Information
Governance

Serious
Incident

Failure of
equipment/devic
e eg hoist,
syringe driver
human error
Harm or potential
harm caused in
course of Trust duties

All incidents to be
reported via online
reporting or paper
reporting to the lead for
medical devices
All patient safety incidents
to be reported to the
NRLS via direct upload to
database

Person in charge
receiving
notification from
staff member

Injuries sustained to
staff in the course of
their work eg
moving and
handling injury,
fracture,
occupational
dermatitis
Verbal/physical or
potential abuse of
staff
Loss/damage to
staff/NHS
property
Loss of information;
breach of
confidentiality

All major injuries and
any absences from work
following the incident for
a period of 7 days or
more must be reported to
the HSE via online
reporting

Clinical
Governance &
Risk (Quality
Team)

All incidents meeting the
SIRS criteria must be
uploaded to the SIRS
system via Ulysses

Local Security
Management
Specialist/Clinical
Governance (Quality
Team)

All incidents meeting
the criteria are to be
reported to the
Information
Commissioner

Data
Protection
Officer

Suspected suicide of
service user in receipt
of care.
Refer to Appendix B

Reportable to the CCG
and NHS England via
online StEIS system.
Extreme incidents are
also reportable to the
CQC, NHS England/
Improvement and other
stakeholders.

Clinical
Governance &
Risk (Quality
Team)

Clinical
Governance &
Risk (Quality
Team)

Reporting of Incidents to the Care Quality Commission
•

Certain incidents must be reported directly to the CQC. Incidents falling into this category
will be identified and reported via the Clinical Governance and Risk Team. Staff with
queries relating to this should contact the Head of Clinical Governance and Risk in the
first instance.
Reporting of Incidents to NHS England/NHS Improvement

•

Certain incidents, such as those that may result in adverse media coverage, or
independent investigation, must be reported to NHS England/NHS Improvement. These
incidents will be identified and reported via the Quality Team. Staff with queries relating
to this should contact the Head of Clinical Governance and Risk in the first instance.
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Incidents Involving the Health & Safety Executive (HSE) and the Police
•

When an incident occurs that warrants, or has the potential to warrant, investigation by the
HSE and/or Police, the environment and any associated equipment/records must be
preserved to enable thorough investigation.
Whilst all service user records must be preserved securely and safely for evidence, unless
there is a real reason to believe the records will be tampered with, the police do not have
the right to seize/remove service user records. Where the police do request records for
evidential purposes, a formal written request using form CID 49 (contact Complaints and
Litigation) must be completed by the requesting officer(s). This must be sent directly to
the Access to Records team at Trust Headquarters upon receipt. The relevant records
can then be copied and the copies released to the police.
Media Involvement/Media Enquiries

•

The Communications Team at Trust Headquarters will handle all enquiries from the media;
prepare statements for release to the media on behalf of the Trust, etc. Staff receiving any
media enquiries must direct these immediately to the Head of Communications, or if out of
office hours, the Senior Manager on call.

•

The Head of Clinical Governance & Risk will notify the Head of Communications of all
serious incidents likely to cause media interest. Where adverse media coverage is either
received or perceived, contact with NHS Sheffield CCG and NHS England’s
communications leads will be established in order to agree a media handling strategy.
Where necessary, NHS England will brief the Department of Health Media Centre.

•

If, during the investigation, a disciplinary issue is uncovered, the investigation under this
policy will cease and the matter will be referred into Human Resources to be dealt with in
line with the Trust’s Disciplinary Policy.

11. Communication following an Incident the Statutory Duty of Candour/Being
Open
•

The Trust’s ‘Statutory Duty of Candour/Being Open’ policy makes it incumbent on the Trust
to disclose information. In respect of this policy where there is a patient safety incident, that
has led to moderate harm to a service user, the Statutory Duty of Candour applies.

•

This policy endorses the Trust’s commitment to our service users to:
• Apologise face to face for the harm and/or mistake
• Explain, openly and honestly, what has happened once all the facts are known
• Describe what will be done in response to the event to ensure the risk of recurrence
is minimised
• Offer support and counselling services that might be able to help
• Provide the name of a person to speak to; and
• Give updates on the results of any investigation.

12. Supporting staff and service users following an incident/traumatic event
•

The line manager/person in charge of the shift must ensure all staff and service users
involved in a traumatic/stressful incident are offered support following an incident.
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•

Staff may suffer high levels of stress immediately after an incident and throughout the
investigation period of serious incidents. It is imperative, to maintain both staff
wellbeing and service user safety and to ensure that staff are well supported throughout
the process. See Appendix C for more detailed guidance on supporting staff.

•

In the first instance a debrief session should be held as soon after the event as
possible to allow staff the opportunity to reflect on the situation and explore how it
has made them feel. This would usually be organised and facilitated by the ward/team
manager. The exact nature of the support mechanisms used will be dependent
on the type and severity of the incident and the needs of the individual(s) involved
and will always follow the principles of ‘being open’ as detailed in the Statutory Duty
of Candour/Being Open Policy.

•

The manager/person in charge should consider actions to protect the individual(s)
wellbeing at this time. As appropriate, staff will be offered reasonable access to:
• Immediate medical treatment if required
• Advice/counselling from Workplace Wellbeing
• Chaplaincy Service
• Occupational Health Services
• Advice from Human Resources
• Legal advice (at the discretion of the Trust)
• Time away from work (nature of leave to be agreed on a case by case basis)
• Time out to consult with their Union and/or professional body

•

Subsequently managers should ensure staff can access on-going peer support within
and/or external to the team, as well as support from themselves.

•

All incidents involving the use of Restrictive Interventions must be subject to a post incident
review facilitated by an appropriately identified clinician. The review must include the views
of the service user where possible and all staff involved in the incident.

•

Where a serious incident investigation has taken place, a debrief or learning event must be
held within the staff team to share the findings of the investigation and to enable reflection
and learning to take place.

13. Involving Service Users, Carers, Families in Serious Incident Investigations
•

In accordance with the Trust’s Duty of Candour policy, investigators will involve the
service user and/or their carers/family or significant other in the investigation process
unless there is an identified and documented reason not to do so. In all cases, service
users, carers/family or significant others will be informed that the Trust is undertaking an
investigation into the incident.

•

For the majority of cases, service users, carers/families or significant others will be offered
the opportunity to participate in the investigation and inform the Terms of Reference of the
investigation. Following the initial contact of the service/team involved in the incident with
the service user/family member to offer an apology/condolences/support etc, contact will
be made by the Clinical Governance and Risk Team through a letter to the service user,
carers/family or significant others providing the lead investigator(s) contact details and
seeking their input. The investigator(s) will arrange to talk to or meet with the service user,
carer/family or significant other and respond to any immediate questions/concerns where
possible. The frequency of ongoing meetings will be determined by the needs of the
individuals/families.
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•

Where the service user, carer/family or significant other does not wish to be involved in the
investigation, contact will be made again on completion of the investigation to agree how the
investigation report and action plan will be shared with them. Where the Statutory Duty of
Candour applies, a letter of apology for any harm identified must be sent with the final copy of
the investigation report.

14. Development, consultation and approval
•

The policy was developed in conjunction with the Clinical Quality and Safety Group
and clinical directorates.

•

During consultation a number of virtual meetings were held in order to receive feedback
on policy development.

•

The policy was electronically shared with key stakeholders across the Trust (via
Jarvis).

•

The policy is scheduled for the policy governance group on 20 December 2021.

•

The risk matrix has been updated, in line with the Trust’s Risk Management Strategy.

•

The policy has been revised in line with the commissioned comprehensive external
review of the Trust’s incident management processes.

•

The tools/templates used within this policy were piloted as part of the consultation processes.

•

Consultation has taken place across all clinical and non-clinical networks, through the
Clinical Quality and Safety Group and on the Jarvis consultation page.
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15. Audit, Monitoring and Review
Monitoring Compliance Template
Minimum
Process for
Requirement
Monitoring

A) Incidents
reviewed
within 5
working days

Reports from
Ulysses

Responsible
Individual/
group/committee

Frequency of
Monitoring

Review of
Results process
(e.g. who does
this?)

Responsible
Individual/group/
committee for
action plan
development

Responsible
Individual/group/
committee for
action plan
monitoring and
implementation
Team Managers

Team Managers

Weekly

Directorate
IPQR sessions

Clinical and
Corporate
Directors

B) Incidents
Reports from
reviewed and Ulysses
merged onto
Ulysses
system within
10 working
days
C) Serious
Review/audit
incident
processes

Clinical Governance
Team

Monthly

Head of
Clinical
Governance
& Risk

Clinical Risk
Manager

Investigations Panel
Meeting

Weekly

Head of
Clinical
Governance
& Risk

Clinical and
Corporate
Directors

Head of Clinical
Governance &
Risk

D) Incidents
reported
appropriately

Review/audit

Team Managers

Monthly

Team Managers

Team Managers

Clinical and
Corporate
Directors

E) External
reporting
done
appropriately

Review/audit

Clinical Governance
Team

Weekly

Head of
Clinical
Governance
& Risk

Clinical Risk
Manager

Head of
Clinical
Governance
& Risk

Head of Clinical
Governance &
Risk
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16.

Implementation Plan
Action / Task
New policy to be uploaded onto the Intranet and
Trust website. Archive old policy

Responsible Person
Director of Corporate
Governance

Communication will be issued to all staff via
Connect Communications immediately following
publication.

Deadline
Within 5 working
days of finalisation

Director of Corporate
Governance via
Communications
Department
The guides/appendices highlighted throughout
Head of Clinical
this policy will be communicated Clinical, Service Governance & Risk
and Corporate Directors and published on the
Trust’s intranet.
Training video ‘how to report an incident’ will be Patient Safety
developed and published on Jarvis
Investigators
Training video ‘how to review an incident’ will be Patient Safety
developed and published on Jarvis
Investigators
Training package (one day) serious incident
Head of Clinical
investigations to be developed.
Governance & Risk

Within 5 working
days of issue

Investigation handbook to be developed as part
of training package.
Training for investigators to be delivered.

March 2022

Head of Clinical
Governance & Risk
Head of Clinical
Governance & Risk

Progress update

Tbc

January 2022
January 2022
February 2022

Materials from Human Factors
Training obtained for revising
into shortened one-day course.

To commence
March/April 2022
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17. Dissemination, Storage and Archiving (Control)
•

The issue of this policy will be communicated to all staff via the Trust’s Connect bulletin.
Local managers are responsible for implementing this policy within their own teams.

•

This policy will be available to all staff via the Trust’s intranet (Jarvis) and on the Trust’s
website. The previous version will be removed from the Intranet and Trust website and
archived. Word and pdf copies of the current and the previous version of this policy are
available via the Director of Corporate Governance.

•

Any printed copies of the previous version (V5) should be destroyed and if a hard copy is
required, it should be replaced with this version.
Version

Date added to
intranet

Date added
to internet

3.0
4.0

March 2013
Dec 2016

March 2013
Dec 2016

5.0

03/09/2020

03/09/2020

Date of inclusion
in Connect

Dec 2016 via
Communications
Digest
Sept 2020

Any other promotion/
dissemination (include
dates)

Staff and manager
guides updated (July
2020) and re-launched
to coincide with training
package development
for investigators.

6.0

18. Training and Other Resource Implications
•

Information on how to report incidents is made available to all new staff members via online
induction training presentations/videos.

•

A guide for staff on reporting incidents via the Ulysses system and a manager’s guide to
reviewing incidents have been developed to accompany this policy and the links to these can
be found in appendices D and E respectively.

•

Training has been provided for serious incident investigators from September 2021, in the form
of 3-day Human Factors/systems analysis training. A condensed version of this (one-day) will
be provided to relevant staff commencing March 2022 and all relevant staff will be trained to an
appropriate level by July 2022.
• For new starters ongoing training will be delivered by nominated key trainers
• Full training materials are provided to staff members
• Quarterly updates on Human Factors training delivered will be included in Lessons
Learned Report

•

An investigations handbook is being developed to accompany this policy, as part of the
implementation plan. This will be appended upon completion and roll-out of the training.
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19. Links to other policies, standards (associated documents) and references
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

NHS England’s Serious Incident Framework
Freedom to speak up: whistleblowing policy for the NHS
Risk Management Strategy Policy and Procedure

Media Policy
Missing Absent Without Leave and Missing Patients Policy
Major and Critical Incidents Plan
Medicines Optimisation Policy Risks and Processes
Zero Tolerance of Harassment (Third Party) Policy
Infection Prevention and Control Policy
Reporting an outbreak
Disciplinary Policy
Security Policy
Duty of Candour and Being Open Policy and Procedure
Safeguarding Adults and PREVENT Policy
South Yorkshire Safeguarding Adults procedures
Safeguarding Children Policy
Learning from Deaths Policy
CQC Fundamental Standards
Aggression and Violence Policy

20. References
• NHS England (March 2015) Serious Incident Framework: Supporting Learning to Prevent
•
•

•
•
•
•
•

Recurrence
Controlled Drugs (Supervision of management and use) Regulations 2013
An Organisation with a Memory – Report of an expert group on learning from adverse
events in the NHS chaired by the Chief Medical Officer first published (2000) reviewed
April 2013
Building a Safer NHS for Patients - Department of Health (2001)
Doing Less Harm - Department of Health (2001)
National Patient Safety Agency (2001) Defining a patient safety incident
Steps to Patient Safety in Mental Health - National Patient Safety Agency (2008)
A Professional Approach to Managing Security in the NHS - Counter Fraud and
Security Management Service (2004)

21. Contact details
Title
Patient Safety Specialist

Name
Vin Lewin

Phone
0114
2716379

Email
Vin.Lewin@shsc.nhs.uk

Head of Clinical
Governance & Risk
Patient Safety
Investigator
Patient Safety
Investigator

Tania Baxter

0114
2263279
0114
2718775
0114
2263605

Tania.Baxter@shsc.nhs.uk

Debbie Sanderson
Darren McCarthy

Debbie.sanderson@shsc.nhs.uk
Darren.mccarthy@shsc.nhs.uk
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Appendix A
Equality Impact Assessment Process and Record for Written Policies
Stage 1 – Relevance - Is the policy potentially relevant to equality i.e. will this policy potentially impact on staff, patients or
the public? This should be considered as part of the Case of Need for new policies.
YES, Go
NO – No further action is required – please sign and date the following statement.
I confirm that this policy does not impact on staff, patients or the public.

I confirm that this policy does not impact on staff, patients
or the public.

to Stage 2

Name/Date: Vin Lewin 30 July 2020

Stage 2 Policy Screening and Drafting Policy - Public authorities are legally required to have ‘due regard’ to eliminating
discrimination, advancing equal opportunity and fostering good relations in relation to people who share certain ‘protected
characteristics’ and those that do not. The following table should be used to consider this and inform changes to the policy (indicate
yes/no/ don’t know and note reasons). Please see the SHSC Guidance and Flow Chart.
Stage 3 – Policy Revision - Make amendments to the policy or identify any remedial action required and record any action planned
in the policy implementation plan section

SCREENING
RECORD

Age

Disability

Gender
Reassignment
Pregnancy
and
Maternity

Does any aspect of this
policy or potentially
discriminate against this
group?

Can
equality
of
opportunity for this
group be improved
through this policy or
changes to this policy?

Can this policy be amended so that it
works to enhance relations between
people in this group and people not in
this group?

SCREENING
RECORD

Does any aspect of this
policy or potentially
discriminate against this
group?

Can
equality
of
opportunity for this
group be improved
through this policy or
changes to this policy?

Can this policy be amended so that it
works to enhance relations between
people in this group and people not in
this group?

Race

Religion or Belief

Sex

Sexual
Orientation
Marriage or
Civil
Partnership
Please delete as appropriate: - Policy Amended / Action
Identified (see Implementation Plan) / no changes mad

Impact Assessment Completed by: Vin Lewin
Name /Date May 2021

Appendix B
Risk Rating Matrices
Choose the most appropriate domain for the identified risk from the left hand side
of the table Then work along the columns in same row to assess the severity of
the risk on the scale of 1 to 5 to determine the consequence score, which is the
number given at the top of the column.
Table 1 – Measures of Consequences/Severity
Consequence Score (severity levels) and examples of descriptors

Domains
SAFETY
Impact on the
safety of
patients, staff
or public
(physical/
psychological
harm)

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

Minimal
injury
requiring
no/minimal
interventio
n or
treatment.
No time off
work
Incorrect
medication
dispensed
but not
taken
Incident
resulting in
a
bruise/graz
e Delay in
routine
transport for
patient
Expected
death
Missing
patient (low
risk)

Minor
injury or
illness
, requiring
minor
interventio
n
Requiring
time off
work for
>3 days
Increase in
length of
hospital
stay by 1-3
days
Wrong
drug or
dosage
administere
d,
with no
adverse
effects
Physical
attack,
such as
pushing,
shoving or
pinching,
causing
minor injury
Self-harm
resulting in
minor
injuries
Grade 1

Moderate injury
requiring
professional
intervention
Requiring time off
work for 4-14 days
Increase in length
of hospital stay by
4-15 days
RIDDOR/agency
reportable incident
An event which
impacts on a small
number of patients
Wrong drug or
dosage
administered with
potential adverse
effects
Physical
attack
causing
moderate
injury
Self-harm
requiring
medical
attention
Grade 2/3
pressure ulcer
Healthcare
Acquired Infection
(HCAI)
Incorrect or
inadequate
information/commu
nication on transfer

Major injury
leading to longterm
incapacity/disabili
ty Requiring time
off work for >14
days
Increase in
length of
hospital stay
by >15 days
Mismanageme
nt of
patient care with
long- term
effects
Wrong drug or
dosage
administered with
adverse effects
Physical attack
resulting in
serious injury
Grade 4 pressure
ulcer Long-term
HCAI Slip/fall
resulting in injury
such as
dislocation/fractur
e/blow w to the
head
Post-traumatic
stress disorder

Incident
leading to
death
Multiple
permanent
injuries or
irreversible
health
effects An
event
which
impacts on
a large
number of
patients
Unexpected
death Suicide
of a patient
known to the
service in the
past 12
months
Homicide (or
suspected
homicide)
committed by
a mental
health patient
Incident
leading to
paralysis
Incident
leading to
long-term
mental health
problem
Rape/serious

pressure
ulcer
Laceration,
sprain,
anxiety
requiring
occupation
al health
counselling
(no time off
work
required)
Missing
patient
(medium
risk)

of care
Vehicle carrying
patient involved in
a road traffic
accident
Slip/fall resulting in
injury such as a
sprain
Missing patient
(high risk)

sexual
assault Loss
of a limb

QUALITY
Quality/
Complaints/
Audit

Peripher
al
element
of
treatmen
t or
service
suboptimal
Informal
complain
t/ inquiry

WORKFORCE
Human
resources/
organisational
development/
staffing/
competence

Short-term
low staffing
level that
temporarily
reduces
service
quality (< 1
day)

Overall
treatment
or service
suboptimal
Formal
complaint
Local
Resolution
Single
failure to
meet
internal
standards
Minor
implicati
ons
for patient
safety if
unresolved
Reduced
performance
if
unresolved
Low
staffing
level that
reduces
the
service
quality

Treatment or
service has
significantly
reduced
effectiveness
Serious complaint
Repeated failure
to meet internal
standards
Local resolution
(with potential to go
to independent
review) Majority
patient safety
implications of
findings are not
acted on

Non-compliance
with national
standards with
significant risk to
patients if
unresolved
Multiple
complaints/
independent
review Low
performance
rating Critical
report
Major complaint/
claim

Incident
leading to
totally
unacceptable
level of
quality of
treatment/
service
Gross failure
of patient
safety if
findings no
acted upon
Inquest/
Ombuds
man
inquiry
Gross
failure to
meet
national
standards

Late delivery of
key objective/
service due to
lack of staff
Unsafe staffing
level or
competence (>1
day) Low staff
morale
Poor staff
attendance for
mandatory/key
training

Uncertain
delivery of key
objective/service
due to lack of
staff Unsafe
staffing level or
competence (>5
days) Loss of
key staff
Very low staff
morale No staff
attending
mandatory/ key
training

Nondelivery of
key
objective/se
rvice due to
lack of staff
Ongoing
unsafe
staffing
levels or
competence
Loss of
several key
staff
No staff
attending
mandatory
training /key
training
on an
ongoing
basis

STATUTORY
Statutory
duty/
inspections

No or
minimal
impact or
breech of
guidance/
statutory
duty

Breach of
statutory
legislatio
n
Reduced
performa
nce
rating if
unresolv
ed

Single breach in
statutory duty
Challenging
external
recommendatio
ns/
improvement
notice

Enforcement
action Multiple
breeches in
statutory duty
Improvement
notices Low
performance
rating
Critical report

REPUTATIONA
L
Adverse
publicity/
reputation

Rumours
Potential
for public
concern

Local
media
coverage –
Short-term
reduction
in public
confidence
Elements
of public
expectatio
n not being
met

Local media
coverage – Longterm reduction in
public confidence

National media
coverage with
<3 days service
well below
reasonable
public
expectation

BUSINESS
Business
objectives/
projects

Insignific
ant cost
increase
/
schedule
slippage

<5 per cent 5–10 per cent over
over project project budget
budget
Schedule slippage
Sched
ule
slippag
e

Multiple
breeches in
statutory
duty
Prosecution
Complete
systems
change
required
Zero
performance
rating
Severely
critical
report
National
media
coverage
with >3 days
service well
below
reasonable
public
expectation.
MP
concerned
(questions
in the
House)
Total loss of
public
confidence
Incident
leading
>25 per cent
over project
budget

Non-compliance
with national 10–
25 per cent over
project budget
Schedule
slippage
Key objectives not Schedule
met
slippage Key
objectives not
met

FINANCE
Finance
including
claims

Small
loss Risk
of claim
remote

Loss of 0.10.25% of
budget
Claim less
than
£10,000
Vandalism/
theft
<£10k
Cosmet
ic
damag
e to
premise
s

Loss of 0.250.5% of budget
Claims between
£10,000 and
£100,000
Vandalism/theft
£10-50k

Uncertain
delivery of key
objective/ loss
of 0.5-1.0% of
budget Claim
between
£100,000 and £1
million
Purchasers failing
to pay on time
Vandalism/ theft
£50£100k

ENVIRONMEN
TAL
Service/business
interruption
Environmental
impact

Loss/interru
ption of >1
hour
Minimal or
no impact
on the
environment

Loss/interru
ption
>8 hours
Minor
impact on
environmen
t Cosmetic
damage to
premises

Loss/interruption
of > 1 day
Moderate
impact on
environment
Structural
damage to
premises

Loss/interruptio
n of > 1 week
Major impact on
environment
Permanent
irreparable
damages to
premises/
damage up to
£100k

Nondelivery of
key
objective of
>1% of
budget
Failure to
meet
specificatio
n/ slippage
Loss of
contract/
payment by
results
Claims >
£1 million
Vandalism/
theft over
£100k
Permanent
loss of
service or
facility
Catastrophic
impact on the
environment
Serious fire
Permanent
irreparable
damage to
premises/
damage over
£100k

a) Scoring the likelihood
Use Table 2 – Likelihood, to score the likelihood of the assessed consequence/s. Use the
descriptors as a guide to determine the likelihood score.
I.e. 1 = Rare; 2 = Unlikely; 3 = Possible; 4 = Likely; 5 = Almost Certain.
N.B. Remember you are scoring the likelihood of the consequence/s you have determined
being realised.

Table 2 Likelihood
Score/Descriptor
1 Rare

Likelihood

Frequency

Probability

This will probably never
happen recur

Not expected to
recur for years

<0.1 %

Do not expect it to happen
Expected to occur
recur but it is possible it may
at least annually
do so

0.1-1.0 %

3 Possible

Might happen or recur
occasionally

1-10 %

4 Likely

Will probably happen/ recur Expected to occur
but it is not a persisting issue at least weekly

10-50 %

5 Almost Certain

Will undoubtedly
happen/recur, possibly
frequently

> 50 %

2 Unlikely

Expected to occur
at least monthly

Expected to occur
at least daily

b) Scoring/Rating the risk
Calculate the risk score by multiplying the consequence score by the likelihood to determine
your risk rating score using Table 3 – Risk Rating.
It may be appropriate to assess more than one domain of consequence. This may result in
generating different scores. Use your judgement to decide on the overall rating/score.
Table 3 – Risk Score
LIKELIHOOD
SEVERITY
SCORE
1 Negligible

1

2

3

4

5 Almost
Certain
5

2 Minor

2

4

6

8

10

3 Moderate

3

6

9

12

15

4 Major

4

8

12

16

20

5 Catastrophic

5

10

15

20

25

1 Rare

2 Unlikely

3 Possible

4 Likely

Table 4 Risk Rating below determines the overall Risk Rating given to the risk based on the
scores from Table 3 Risk Score.
Table 4 Risk Rating
1-4

Very Low

5-8

Low

9-12

Moderate

15-25 High

c) Risk Management Plan (Actions)
Any risk management plan to control the residual risk must be
devised and written down in an action plan format with SMART actions (Specific,
Measurable, Achievable, Realistic, Timely), a named person and timescales should be
allocated for each action.
It is essential that the plan to manage the risk is shared with everyone who needs to know
about it, or is affected by it. With clinical risks, this will usually include service users and
carers. A plan will not be effective if the people charged with implementing it do not know
about it.
1. RECORDING, MONITORING AND REVIEW
All identified risks are recorded on the Trust’s electronic risk management module – Risk
Web which can be accessed by appropriate individuals.
It is important that there is a system in place to regularly monitor and review these risks,
therefore the table below sets out the response and frequency of review expected based
on the Residual Risk Rating.

RESIDUAL RISK:
SCORE RATING

RESPONSE REQUIRED

FREQUENCY
OF REVIEW

1-4

Very Low

Remains on local risk register for monitoring.

Bi-annually

5-8

Low

Remains on local risk register with local level actions
identified where possible to reduce the risk as low as
is reasonably practicable.

Bi-annually

9-12

15-25

Actions must be identified and risk must be
Moderate: escalated to next level for consideration on to next
level’s risk register.
Escalated via usual weekly reports.
Actions must be identified and risk must be
immediately escalated to next level.
High:
Escalated via direct notifications to appropriate
individuals.

Quarterly

Monthly

Appendix C

Supporting Staff following a Serious Incident
What is a Serious Incident?
‘Serious incidents’ are defined as “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”. There isn’t a definitive list of events that are
categorised as serious incidents but a serious incident can often involve the injury or death of a service user or
member of staff.

Impact of a Serious Incident
A serious incident can have a significant impact on the staff team. Following the serious injury or death of a
service user or colleague, many members of the team are likely to experience grief, alongside a range of
emotions including sadness, guilt and anger. This can lead to distress and possible fractures in the team and so
strong leadership is vital in terms of providing staff with the support and guidance they need. However, it is
important that you also remember your own wellbeing and ensure that you are receiving the help and support you
need. Depending on where the incident took place, it will be important to consider the impact on other service
users and ensure this impact is acknowledged and addressed with them.

Phases of Supporting the Staff Team
The support that the staff team needs will change over the hours, days and weeks following the serious incident.
It may be helpful to think of this period in ‘phases’; the support that might be helpful immediately following the
incident will be different to the support needed a few weeks down the line. This section will provide guidance on
what you and the rest of the team may find useful during these times, including links to helpful resources. It is
important to be aware that although these phases refer to a particular timescale, there is no set timeline to the
grieving process. Everybody processes loss in their own way and so a flexible approach is needed when
providing support.
These resources primarily focus on supporting staff following a serious incident at work, however, it is
important to remember that losses that occur in staff’s personal lives may also impact the team. It is important
to be aware that the team may need additional support at these times and to continually assess the situation to
establish what support this may be. Many of the resources below are appropriate to offer following a serious
incident either at work or at home.

Phase 1: Immediately Following the Incident
- You may need to provide staff with information relating to the incident. It is important that
information is given clearly and in a timely manner.
- This is the time where staff are likely to need the highest level of practical support. For example,
staff may need authorisation to leave work early or you may need to provide help with a witness
statement.
- The resources below provide detailed information regarding supporting a staff team immediately
following a serious incident.
- Staff may experience grief in many ways and express many emotional and physical responses. It is
important to reassure staff that these are normal reactions to an extreme circumstance but to
encourage them to seek further support if they feel it would be helpful.
Resources
Providing management support following traumatic incidents at work
What to do immediately after a serious incident
Advice for managers following the death of a staff member

Phase 2: In the Weeks and Months Following the Incident
- It is likely that many staff will need ongoing emotional support during this time. The incident
may have caused high levels of emotional distress which has lasting effects, particularly if staff
are grieving or are reminded of previous traumatic experiences in their past.
- Many of the following resources refer to ‘postvention’. This is the term used to describe
interventions following a death by suicide and primarily focuses on supporting those who were
bereaved.
- The resources below provide advice on how best to support people following loss, alongside
leaflets to offer to staff who are grieving.
Resources
- Amparo are a local, free specialist service who offer support to anyone impacted by death by
suicide: https://www.sheffieldsuicidesupport.co.uk/charities/amparo
- https://theactionalliance.org/sites/default/files/managers-guidebook-to-suicide-postventionweb.pdf
- https://www.nhs.uk/Livewell/Suicide/Documents/Help%20is%20at%20Hand.pdf
- https://supportaftersuicide.org.uk/resource/finding-the-words/
- https://www.cruse.org.uk/sites/default/files/default_images/pdf/Free-leaflets/CopingTrauma.pdf

Phase 3: In the Months and Years Following the Incident
- When it feels appropriate, it is important to provide staff with educational materials regarding
the serious incident. This gives staff an opportunity to ask any further questions they may have
and helps prevent future incidents of a similar nature occurring.
- It is important that these sessions or materials are not provided too soon, as this could be
perceived as insensitive. It is important to be aware that many staff will likely still find the
incident hard to talk about and may find these sessions difficult. However, it is likely that they
will appreciate the ongoing support and being given the opportunity to talk if they feel ready.
Resources
- Reducing the risk of suicide (Samaritans)

Supporting staff attending ongoing investigations relating to the serious incident, e.g.
coroners court.
- Following a serious incident, staff may be asked to attend an internal investigation or a
coroner’s court. This can be anxiety provoking, as staff don’t always know what to expect.
- The investigation can often occur months after the incident, meaning that staff can experience
“re-living” the initial trauma of the incident when asked about it in court. Consequently, it is vital
that staff are well supported through this process and are fully aware of what will be asked of
them and what they are expected to provide. The trust has a risk team in place specifically to
support staff at these times.
- Staff may also be worried that their practice will be criticised or that the investigation is looking
to place blame on them. This is not the case; the coroner’s role is simply to investigate the
death further and they cannot make a finding that someone is guilty or to blame for something.
- If a staff member is asked to be a witness, their main contact with the coroner will be through
the risk team who will answer any questions they may have and keep them informed of
progress.
- If staff are asked to provide a statement to the coroner about the individual that has died, they
will be provided with the correct template and support from the risk team.
- The risk team will provide pre-inquest support and, where needed, post-inquest support or
debrief.

Useful Links
Following a serious incident, it is important to ensure that all staff are being supported in accordance with
their individual needs and experiences.
Supporting LGBTQIA+ Colleagues
https://www.kingsfund.org.uk/blog/2021/04/supporting-lgbtq-nhs-staff
https://jarvis.shsc.nhs.uk/team-shsc/staff-network-groups/rainbow-staff-network-group
https://www.sheffieldmind.co.uk/focus-on-lgbtq
Supporting BAME Colleagues
https://jarvis.shsc.nhs.uk/team-shsc/staff-network-groups/bame-staff-network-group
https://www.rethink.org/advice-and-information/living-with-mental-illness/wellbeing-physical-health/blackasian-and-minority-ethnic-mental-health/
https://sharingvoices.net/
Chaplaincy
The Chaplaincy team are a multi-faith team of chaplains and trained chaplaincy volunteers, who
provide specialist religious, spiritual and pastoral care.
The team support staff across the Trust who have had difficult experiences and need space to talk
and someone to listen to them, respecting their confidentiality. The team also encourage staff to use
their multi-faith chapels and prayer rooms to take a break and sit, reflect or pray.
Contact details: If you’d like to speak to one of the team you can give them a call on 0114 271 8022
or email chaplains@shsc.nhs.uk

Workplace Wellbeing
The workplace wellbeing service offers free confidential counselling to anyone who is struggling
with work related or personal issues. The team of qualified psychological therapists can help you
with a range of issues, including bereavement and loss, experiences of traumatic or critical
incidents, work related stress and anxiety and depression.
All of the support they offer is confidential and they do not provide any information that identifies the
people who use their service.
To find out more about the support workplace wellbeing offer and how they can best help you, call
on 0114 226 1810 or email workplace.wellbeing@shsc.nhs.uk

Supporting Families
It may be helpful to share these resources with your family members, as they may also have been
impacted by the serious incident or are wanting to understand how best to support you. It may also
be helpful for senior managers to check in with colleagues around the wellness of their family
members.

Appendix D
A Guide for Staff Reporting Incidents

To view this Appendix please follow the link below:
https://nww.xct.nhs.uk/media/Documents/Policies/Governance/Incident%20Management%20
Policy%20and%20Procedure%20(Inc%20Serious%20Incidents)%20(MD%20023%20July%2
02020%20V5)%20-%20Appendix%20H1%20%20Staff%20Guide%20to%20Electronic%20Incident%20Reporting/Incident%20Manageme
n t%20Policy%20and%20Procedure%20(MD%20023%20July%202020%20V5)%20Appendix%20H1%20%20Staff%20Guide%20to%20Electronic%20Incident%20Reporting%20June%20.pdf
You will need to have the intranet open before clicking on the link for it to work.

Appendix E
A Manger’s Guide for Reviewing Incidents

To view this Appendix please follow the link below
https://nww.xct.nhs.uk/media/Documents/Policies/Governance/Incident%20Management%2
0
Policy%20and%20Procedure%20(Inc%20Serious%20Incidents)%20(MD%20023%20July%2
02020%20V5)%20-%20Appendix%20H2%20%20Managers%20Guide%20to%20Reviewing%20Electronic%20Incidents/Incident%20Mana
gement%20Policy%20and%20Procedure%20(MD%20023%20July%202020%20V5)%20%20Appendix%20H2%20%20Managers%20Guide%20to%20Reviewing%20Electronic%20Incidents%20June%20202
0.pdf

You will need to have the intranet open before clicking on the link for it to work

