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1. Purpose  
 

1.1  The purpose of this report is to provide an update and review on the management of 
Serious Incidents (SIs) and the progress against clearing the backlog. 
 

1.2  This paper also supports the presentation of the replacement Incident and Serious 
Incident Reporting and Management Policy presented to the Committee for approval, in 
line with the Committee’s Terms of Reference. 

 

2. Background 

 
2.1 A system to help and guide the Trust to manage SIs in line with national requirements 
issued in 2010, started in this Trust on February 4th 2014 and has been in place for 7 weeks.   
The system was devised to support staff with the Duty of Candour, continuous learning and 
service improvement in a structured, transparent and standardised approach across all 
Divisions and Departments.  

3. Analysis/Discussion  

 

3.1 Key Changes implemented by the new SI process 

 

3.1.1 SI Decision Meeting 

 

To meet the national requirement to report a SI to STEIS and therefore the CCG within 2 
working days we have implemented a Serious Incident Decision Meeting, which can be 
convened at 9am every morning.  

Before 4th February 2014 the Trust had never met the requirement of reporting within 2 
working days: it is now met for 33% of SIs. There are four main reasons for the Trust still 
breaching this NHS requirement.  

Firstly changing a culture is difficult but in just over a month we’ve improved by 33%.  It has 
taken months to declare some SIs to the CCG and so now reporting within 48 hours can feel 
rushed to staff. Staff might feel they can’t be 100% about the facts in 48 hours and so it is 
better to wait than raise a false alarm.  

However this is not what NHS England (March 2013) has asked for: the framework is clear 
and states that if there is uncertainty about the status of an incident, a provider organisation 
is advised to err on the side of caution.  The NPSA developed the framework with patient 
safety experts and research that indicates erring on the side of caution is of great benefit to 
patient safety development and CCGs will therefore always consider de-escalation. This is 
something we need to utilise more and we are working towards that.  



Page 2 of 6 
Trust Board 10 April 2014 
Item 171/16 
 

Secondly it is new to some staff to be involved in the SI process and that will come with 
practice and when the system is better embedded. Staff are now encouraged to be more 
actively involved and share the responsibility of recognising and reporting potential SIs. The 
onus has been on Senior Staff to decide if an incident is an SI which meant that not all staff 
were included in this process. The new system has made the process more transparent 
anyone can come to the meeting and understand clearly whether the national criteria is met. 
There has been a lot of positive feedback from staff; namely around clarity of the process, 
standardisation across the Divisions and support from the Risk and Governance Team.  

Thirdly, although there have been huge steps taken nationally and in the Trust to try and 
encourage incident reporting there is still nervousness that reporting an incident equals 
culpability. And consequently proposing that an incident might be a serious incident makes 
staff even more anxious of what that might say about their performance or their team’s 
performance and so reporting SIs is still not as efficient process as it could be. There is still 
quite a strong resistance to reporting SIs in some cases. This is a large challenge, trying to 
show staff that SIs are very rarely about one person’s performance but more likely about 
how the environment and systems in place can often create conditions, beyond the scope of 
individuals, for a SI to occur. There is a need for daily education and reassurance that 
declaring a SI is not about blame but about the lessons that can be learnt and the actions 
that can be taken to prevent it happening. Once the lessons from RCA investigations start to 
be shared and serious or sever harm incidents (we need all incidents reporting, including 
near misses and no harm incidents, and want and expect to see a percentage rise in these 
over those that cause harm) in an area decrease the benefit of reporting potential SIs will be 
clear. 

Lastly there is the belief that declaring a SI just means more work. Due to the length of time 
that a lot of SIs have been open in the Trust, some for over a year, they have been ‘hanging 
over’ people for a long time and that can be a stifling experience and not conducive to 
wanting to be involved in the process. This mindset is hard to tackle but last week the first SI 
of the new system went through the process with great success. The staff that were asked to 
be part of the investigation team have fed back that they actually ‘perversely enjoyed the 
experience even though it was more work!’ They felt supported all the way by the Risk and 
Governance team, they met the deadlines, they wrote a great report which was reviewed at 
the SI Panel and given executive sign off.  

To help there are two SI Investigation Leads and the first tranche of RCA training completed. 
The trainer who delivered the RCA course used to work for the NPSA and commented that 
the new system in place for SI management in the Trust met all the requirements needed for 
robust investigation management and should produce effective learning for the Trust. Staff 
that are involved in investigations have also fed back that the new RCA template makes 
more sense, is easier to follow, and adds investigation methodology. 

In March 2014 the following staff completed the two-day RCA investigation course which 
was fully aligned with the requirements of the NPSA investigation framework: 

1. Mel Withero (SI Lead Investigator) 
2. Sarah McLoughlin (Risk Lead - Estates & Facilities) 
3. Ann Shand (Risk Lead - Women’s & Children Services) 
4. Judy Crosti (Service Manager Sexual Health) 
5. Pooja Sharma (Risk & Patient Safety Manager) 
6. Tracy Moran (Deputy Director of Nursing) 
7. Paul Binyon (Interim Risk Lead – Surgery) 
8. Sarah Turner (ICU Sister) 
9. Marina Murray (Therapies Lead) 
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10. Linda Kerr (Radiographer) 
11. Ruth Connolly (Assistant Divisional Manager Emergency Medicine) 
12. Anne Gully (Surgical Cancer Pathways Manager) 

 

The training was also attended by Millie Leigh-Wood, interim Head of Risk, to ensure it met 
the required standards following the requirement to terminate arrangements with the 
previous training provider due to the course not meeting the needs of the Trust. All 
attendees stated they found the training extremely useful and reported that they would feel 
more confident to be carrying out RCAs, with the continued support from the Risk and 
Governance team which is now available. 

There is more RCA training booked for the end of May (two day course) which already has 
10 people booked in however we also need to ensure that more corporate members of staff 
are trained in the RCA methodology.  

Whilst the above describes a good start, there remains a lot of work to do and it is vitally 
important that staff see the process still has executive involvement as it is recognised that it 
takes more than 6 or 7 weeks to embed a new process, and there is still some resistance 
and reluctance as mentioned above. 

3.1.2 SI Panel for signing off investigations and final reports 

As part of the national framework, in order for SIs to be submitted to the CCG for closure, 
they require Board level sign off. The SI Panel is part of the new process and is where the SI 
investigation and report is reviewed, challenged, correctly completed and the action plan 
discussed to decide whether it is SMART. The SI Panel is chaired by the Exec Lead for the 
SI (as determined by the Chief Executive) and senior staff are invited from the Division/s 
where the incident occurred and where the majority of the actions will be carried out.   
 
The first Panels went ahead last week which all went well.  All staff involved reported that it 
was incredibly useful to have direct feedback where issues can be discussed and clarified 
therefore making amendments easier to carry out. Emails are an easy mode of 
communication but getting staff around the table to discuss an investigation’s findings is 
valuable not just to the investigation team but to the Division/s where the actions are going to 
be implemented. It also gives formal recognition to the investigators for the work that they 
have spent the last 7 weeks carrying out. There is huge benefit to the process when staff 
know that they are going to talk about their work, in the week after they completed it so it is 
fresh in their mind.  
 
The biggest issue with SI Panels is whether the Executive Directors have enough time to 
chair them as this is already proving to be a challenge.  

  

3.1.3 SI Status – Backlog 

 

Previous to the new SI process being implemented on 3rd February 2014, there was a 
backlog of 74 SIs that had passed their deadline given by the CCG. 
Of those in the backlog: 

• 11 SIs and action plans have been agreed and closed by the CCG 

• 7 reports have been sent back from CCG, which we are still trying to get clarity on 
from the divisions/investigators 

• 42 final investigation reports have been submitted to the CCG awaiting their review 
(closure or return for further work). 
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• 14 reports have not been completed to the standard required to be sent to the CCG 
for review and closure.  

So in 2 months with a huge effort from the team the backlog has been reduced from 74 to 
14, completing 60 of the backlog (i.e. not of new SIs reported this year). This may go up 
again when the CCG review submitted reports but it’s a huge achievement in a short 
timeframe. The two risk leads, Abeeda Ladha and Ann Shand have worked exceptionally 
hard. 
 
The oldest SI which remains open for the Trust is an incident declared on 1st March 2013 
relating to a post-transfer cardiac arrest, which is a joint investigation with another hospital. 
The investigation was lead by the other hospital and remains open for WHHT due to an 
ongoing debate about whether there is a need to change our transfer policy. This is with the 
Medical Director for resolution. 
 
The largest part of the backlog  were requests from the CCG for further information due to 
the poor quality of investigations previously submitted. A delay in obtaining further 
information requested by the CCG on already submitted reports is due to a multitude of 
factors such as delay in retrieving notes, staff turnover so lack of divisional memory and the 
workload of the report investigators and the divisional risk leads who also have to keep up to 
date with the current SIs.  
 
3.2 Number of Serious Incidents and Never Events 
 
Since the last report, an addition of 25 SIs including 1 potential Never Event regarding a 
retained swab have been declared (declared as surgical error below.) 
 

 
 
 
3.3 Status Quo of SIs as of 20/3/14 
 
As of the 26th March 2014 there are 108 SIs open on STEIS. Please see chart below for 
breakdown. 
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The 10 other SIs relate to the following: 
1. Gynae oncology delay 
2. RTT 
3. #NoF Incident 
4. On-Site Bereavement 
5. Anaesthetic awareness 
6. Misplaced NG Tube 
7. Missing foetal speciman 
8. 12 Hour Breech 
9. Return to theatre ITU 
10. DBS 

 
 
The Pie chart below presents the number of SIs open per division: 
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The table below presents the position and progress of the SI reports divided by division. 
 

Division 

Investigation 

in-progress 

within 

deadline 

OVERDUE. 

WHHT have 

not 

submitted 

Final Report 

OVERDUE. 

WHHT to give 

assurance or 

clarification to 

CCG 

With 

CCG 

for 

closure 

OVERDUE. 

With Exec 

for 

Approval 

AMCD 18 4 1 33 0 

Surgery 13 7 3 5 1 

WACS 3 4 3 3 1 

Estates & Facilities 2 1 0 0 0 

Clinical Support 0 0 0 2 0 

Corporate 2 1 0 1 0 

Total Number  38 17 7 44 2 

 
 
3.4 Next Steps 

• To develop a standard operating procedure for SIs. 

• To develop a corporate action plan to include all the actions identified from the 
completed investigation reports. 

• To review the remit and purpose of the Serious Incident Review Group. 

• To provide further RCA training to staff involved in investigations. 
 
 

4.  Recommendation  
 

4.1 The Board is asked to note the content of the above report. 


