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Agenda Item: 203/17 

 
Trust Board 8 May 2014 
 
Serious Incidents Summary Report  
 
Presented by: Mike Van der Watt, Medical Director 
 

1. Purpose  
 

1.1  The purpose of this report is to provide an update on the management of Serious 

Incidents (SIs). 

 

2. Background 

 

2.1 A system to help and guide the Trust to manage SIs in line with NHS National 

Framework for Reporting and Learning from Serious Incidents 2010 and the 

commissioning update in June 2013, commenced on February 4th 2014. 

 

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 SI Decision Meeting 

 

The SI Decision meeting is now embedded as part of the Trust’s SI process. Training in RCA 

methodology and investigation report writing continues on an ad hoc basis to increase the 

quality of investigations and subsequently the final reports submitted to the CCG. After the 

success of the last training, there is further RCA Lead Investigator training organised for the 

29th and 30th May. 

 

In line with the National Framework the Trust aims to meet the requirement of reporting SIs 

within 2 working days. Before the new process was in place the Trust had never met this 

target and since the last Quality and Safety Group met on 17th March the Trust has met this 

deadline for just over 50% of SIs. 

3.2 Areas for improvement 

The NHS SI 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.  If information 

comes to light through the course of the investigation which indicates the incident is not 

actually a SI the Trust can supply this to the CCG in a request for de-escalation. This is 

something the Trust needs to utilise more and we are working towards that.  
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There is still apprehension around highlighting potential SIs due to perceived increase in 

workload involved and possible culpability, which will only improve over time when the link 

between investigation and subsequent actions to amend practice are clearly recognised to 

reduce SI incidence. The centrally held action tracker will help to bridge this gap.  

There are now four SI Investigations Leads who are helping staff to complete RCAs. The 

difficulty is that now it is apparent that there are RCA trained staff there is a marked 

reduction of buy in from other trust staff to contribute to investigation and the SI 

Investigations Leads are completing many RCAs alone.  There is work to be done to try and 

counter this and give confidence and training to staff. 

 
3.3   Number of Serious Incidents and Never Events 
 
There are 121 open SIs on STEIS. Since the last meeting there has been an addition of 7 
SIs and 8 Grade 3 Pressure Ulcers. One of the SIs regarding a retained swab has been 
which has been reported as a Never Event. 
 
The number of overdue SIs is still high but this was to be expected as the last group of SIs 
declared in November, December and January are coming through the new system. The 
CCG has 53 final reports that they are reviewing before closing. The CCG have apologised 
for the delay, perhaps the volume of work the Trust has produced for them was unexpected, 
and they have stated that they are working through WHHT reports and will respond as soon 
as they can. 
 

 
 
 

4.  Recommendation  
 

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


