
NEAR MISSES, INCIDENT AND SERIOUS UNTOWARD INCIDENT REPORTING
POLICY AND PROCEDURE 

POLICY STATEMENT:

Trinity Hospice & Palliative Care Services (Trinity) is committed to ensuring that we have a policy and procedure in place for reporting untoward and serious incidents. All of these types of events, cause, or have the potential to cause, unexpected or unwanted effects involving the safety of patients, carers, families or other persons.

RELATED POLICIES AND PROCEDURES:

External

Statutory notification to the Care Quality Commission

Guidelines for the submission of statutory notifications to the Care Quality Commission 2008

Procedure for Dealing with Medical Devices Alerts

Being Open NPSA /2009/PSA003

RIDDOR – Reporting of Injuries, Disease and Dangerous Occurrences Regulation 1995
Health and Safety at Work Act 1974

Operational Policy for Performance Management of Serious Untoward Incidents Blackpool and Wyre and Fylde CCG’s.
Internal
Procedure for Reporting Near Misses, Incidents and Serious Untoward Incidents Including Clinical, Non Clinical, Medicines, and Pressure Ulcers.
Trinity Hospice & Palliative Care Services’ Risk Management Policy and Strategy.

Operational policy

Patient Autonomy

Disciplinary Policy

Management of drugs Policy

Training for Designated RGN
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Introduction

To comply with National Legislation and guidance Trinity is required to record ALL relevant incidents or near miss incidents (see definitions on page 3) whether they are major/minor/clinical /non clinical/; affecting one or more persons; related to patients/ service users/ customers, staff, volunteers, workplace students, contractors, staff employed by other employers or visitors to the organisation’s premises; involving equipment, buildings or property. An incident can be described as ‘’ an event or circumstances that could have resulted or did result in unnecessary harm, damage or loss to a patient, staff member, volunteers, visitor or organisation.’’ Incidents may be observed, reported and witnessed by staff and /or any persons listed above as well as members of the general public.

Any relevant incident, accident or near miss occurring in the workplace or whilst at work must be reported. A single reporting system is in use that incorporates all areas of the organisation based on the organisational Risk Management Policy and Strategy. The hospice has in place procedures and systems for the reporting of such incidents, which are regularly monitored at Trinity Management Team meetings. Incidents from each department should be discussed at departmental or team meeting and any significant incidents will then be referred to the Clinical Governance Committee.

Trinity is committed to enhancing the workplace and patient/service user care standards. Untoward incidents and serious incidents reports underpin risk management systems and procedures helping to:

· Promote a positive, open and non-punitive approach to managing risk and integrated governance

· Ensure a  ‘no blame culture’ within the organisation

· Ensure that we learn from our mistakes

Policy Aims and Objectives

Trinity Hospice and Palliative Care Services approach to incident management is designed to achieve the following objectives:

· A standardised approach to incident management across the organisation

· To ensure that learning from incidents is an integral part of the organisations culture

· Analysis of trends which may identify the further need for intervention

· To improve patient and staff safety by addressing systemic errors.
· To promote a culture of accountability with ‘no blame’

This policy describes the arrangements for reporting near misses, incidents and serious untoward incidents within the organisation. It aims to:

· Provide guidance to staff and volunteers, encouraging timely and full reporting of near misses, incidents and serious and untoward incidents

· Ensure the organisation complies with all Health and Safety, and other relevant legislation

· Ensure that the organisation complies with the Care Quality Commission, NHS and Medicines & Healthcare Products Regulatory Agency requirements and standards for incident reporting.

The benefits of untoward incident and serious incident reporting include:

· Identifying trends across the organisation

· Pre – emptying complaints

· Making sure areas of concern are acted on

· Targeting resources more effectively

· Increasing awareness and responsiveness.

Outcomes will be monitored by identifying:
· The actual impact on the individual / organisation

· The likelihood of recurrence

· The potential future consequences to the individual /organisation of a recurrence

· Facilitate proactive learning from incidents

· Minimise, and where possible prevent, incidents from recurring.
Definitions

· Hazard: Anything which has the potential to cause harm.

· Risk: the likelihood of the harm (e.g. injury, loss of equipment) actually occurring and the severity of the injury, loss etc (e.g. first aid, fatality) that would result.

· Incident: An incident is defined as an untoward event which has happened to, or occurred with a patient(s), staff, visitor, customer, the result of which might be harmful or potentially harmful, or which does cause or lead to injury/harm.
· Accident: An unplanned, uncontrolled event which has led to injury to people, damage to plant machinery or the environment and /or some other loss.
· Adverse Event: Any untoward occurrence which can be unfavourable and an unintended outcome associated with an incident.

· Near Miss (Untoward Event): is an unplanned event that did not result in injury, illness, and damage – but has the potential to do so. The difference between a near miss and an incident or accident is often a fraction of a second. Near misses are warnings of accidents or situations in the making. By accepting these warnings and looking for their cause, we can prevent these situations recurring.

· Serious Untoward Incident: An event that causes, or has the potential to cause, serious injury, mental trauma and unexpected death, or where there could be police involvement, major litigation and /or media attention.
· Unexpected Deterioration in a Patient’s Health: where a healthcare professional is of the opinion that, given the care and treatment the patient is receiving, a sudden deterioration in the patient’s health was not to be expected. 
· Reportable Diseases:  any outbreak of infectious disease notifiable under the Public Health Regulations 1988.

· RIDDOR 2013 Regulations – see link for further information www.hse.gov.uk/riddor/do-i-need -to-report.htm 
Responsibilities

· Trinity’s Board of Trustees has overall legal responsibility for effective organisational risk management and compliance with statutory obligations.

· The Chief Executive is ultimately responsible for ensuring the effectiveness of this policy and that the organisation remains compliant with the Health and safety at Work Act 1974.

· The Finance, Fundraising and Retail Director has executive responsibility for Trinity’s – ‘Risk Management Policy and Strategy’ and is the appointed person in respect of Health and Safety.

· Directors are responsible to the Board for ensuring the implementation of this policy and procedure.

· Clinical Director is responsible for co-ordinating the reporting of all incidents, producing a monthly report, to the Trinity Management Team, with a bi –monthly verbal report to the board of Trustees, annual clinical governance report to the Clinical Governance Committee and reporting to outside bodies if required. Incidents graded 5 or above will be investigated by the Clinical Director or in her absence another Director.

· Members of the Trinity Management Team are responsible for ensuring staff and volunteers understand the need to report all incidents, near misses, clinical, and non-clinical /care incidents, as explained in this policy, to ensure compliances with the organisation’s legal obligations.
· Members of the Trinity Management Team are responsible for grading incidents from their service or department as soon as possible after the event and for reviewing incident reports graded/scored below 1-4 occurring within their area of responsibility. Managers are responsible for carrying out or assisting with incident investigations. Line managers should support staff to complete incident forms and provide them with feedback from any investigation or remedial actions that results.

Reporting to Outside Agencies

Care Quality Commission

· The Health and Social Care Act 2008 ( Regulated Activities) Regulations 2010 requires registered persons to formally notify the Care Quality Commission, about a number of specified events. These are known as statutory notifications and are detailed on the Care Quality Commission Website www.cqc.og.uk . Regulation 28 provides for the notification of events or incidents which may have directly affected the safety of patients.

LIN – Local Intelligence Network.

·  The Accountable Officer for the organisation is responsible for submitting a ¼ occurrence report to the Local Intelligence Network. The Local Intelligence Network looks at information that is provided to them around Controlled Drug issues. This is part of the recommendations following the Shipman Inquiry, and the role of the Accountable Officer.

RIDDOR

RIDDOR is the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995.  Employers, the self-employed and those in control of premises must report certain workplace incidents.

At Trinity, reports will usually be made by the Clinical Director, who is responsible for administration of all reported incidents and near misses.  If the Clinical Director is not available then any member of the TMT can report occurrences but they must ensure that the Clinical Director is informed.  All telephone reports must be followed up with the relevant form and any forms completed must be photocopied for the Clinical Director.  

Whilst the Regulations specify varying timescales for reporting different types of incident, the HSE advises to always ring and report the incident at the earliest opportunity by calling the Incident Contact Centre (ICC) on the number below.

Over-7-day Injuries must be reported within fifteen days.  An over-7-day injury is one resulting from an employee’s work that is not ‘major’ but results in them being away from work OR being unable to do their full range of their normal duties for more than seven days.  

Records must also be maintained about injuries where the employee is off work for less than seven days, though they do not need reporting to the HSE.

It is the responsibility of each line manager (TMT members) to ensure that the Clinical Director is aware of any instance where something that happened at work or whilst undertaking duties results in an employee being absent from work for any length of time.

Everyone is responsible for ensuring that all such injuries are reported using the Near Misses, Incident and Serious Incident Reporting Form.

Major Injuries and Deaths must be always be reported without delay.

The following must also be reported:

· Injuries to members of the public where that resulted in them visiting hospital directly following the incident (volunteers are treated under this section, not as staff)

· Dangerous Occurrences

· Some Work Related Diseases 

For how to report and more detailed information about what must be reported (and by when) see the HSE website:
NPSA – National Patient Safety Agency.

· The NPSA is part of the Department of Health and aims to improve the quality and safety of patients care by informing, supporting and influencing healthcare organisations and individuals working in health.

MHRA – Medicines & Healthcare Products Regulatory Agency

· The Medicines and Healthcare products Regulatory Agency (MHRA) are responsible with protecting and promoting public health and patient safety by ensuring that medicines, healthcare products and medical equipment meet the appropriate standards of safety, quality, performance and effectiveness, and that they are used safely.

· Adverse incidents involving medical devices are reportable. Where the result of investigations of those incident reports has implications for patients or users, the agency will issue a Medical Device Alert (MDA) advising of hazardous products, potential safety issues or unsafe procedures. They should be reported as soon as possible, usually within 24 hours. Serious incidents should be reported by the fastest means available, preferably online or by fax or email and should be confirmed with a telephone call.
· If a relevant incident report is submitted to another body (such as the Health & safety Executive or the National Patient safety Agency), it is essential that a separate report is also sent to the MHRA.

· Examples  of medical devices ( this list is not exhaustive)

· Catheters

· Dressings

· Examination gloves

· Hospital beds

· Hoists and slings

· Wheelchairs

· Pressure relief mattresses, cushions or pads

· Commodes

· Bathing and showering equipment

· Blood glucose meters

Blackpool / Wyre and Fylde Clinical Commissioners.
· As providers of End of Life Care (Specialist Palliative Care) we are required by the Commissioners of Blackpool and Wyre and Fylde to report any Serious Untoward Incidents to them in relation to their patients.

WHAT TO REPORT AS A NEAR MISSES, INCIDENTS AND SERIOUS UNTOWARD INCIDENTS
Trinity Hospice and Palliative Care Services welcome knowledge of adverse events as an opportunity to learn for the benefit of our patients, staff and volunteers.
An incident can be described as ‘’ an event or circumstances which could have resulted or did result in unnecessary harm, damage or loss to a patient, staff member, volunteers, visitor or organisation.’’

A trigger factor is a prompt for staff to generate an untoward incident report. The following general criteria must always trigger an untoward incident report:

· Where it is suspected that any person was put at risk, was injured or died as a result of an action or lack of an action by a member of the organisation staff including volunteer or contractor.

· Where a patient/client/ customer/ public was injured or died as a result of any procedure, or instructions, lack of proper procedures or a failure to follow current procedures or instructions. 

· Where a patient/client/ customer /public was put at risk , was injured or died due to faulty equipment, drugs or an unsafe environment.

· Where a member of staff at work, a patient/client/customer or others at risk, harms him or herself or commits suicide whilst in the organisations care or employment.

· A fire, flood, theft or other event, which endangers the safety of staff, patients, and the public, causes injury or death or causes substantial damage and or loss to the organisation capital or other assets.

· Any incident resulting in financial or material loss for a staff member or patient.

· An incident that had the potential to cause harm but was prevented through the barriers and control measures in place.

Some examples of the core Patient Safety incidents are:

· Tissue viability i.e. a pressure sore developed whilst under Trinity’s care

· Inappropriate treatment

· Poor, unsafe or inappropriate discharge /transfer

· Patient suicide or self harm

· Patient record and record keeping issues

· Patient abuse

· Unexpected injury or death

· Patient absconding

· Incidence of MRSA Bacteraemia

· A medication error ( reported on the pharmacy form)

Some examples of the core Health and Safety incidents are:

· Unexpected injury or death of a staff member whilst at work.

· Contact with Sharps/Splash (where an injury was sustained and where there was no injury.)

· Incidents of violence and/or aggression

· Staff patient, visitor accident

· Security issues ( i.e. Theft, Damage to organisational property)

· Equipment failure

· Manual Handling injuries

· Exposure to Harmful Substances

· Environmental Hazards.

Staff are reminded that near misses should also be reported as untoward incidents. A near miss is a situation in which an event or incident fails to develop further. It is an incident that had the potential to cause harm but was prevented through barriers and control measures in place.
PROCEDURE FOR REPORTING NEAR MISSES, INCIDENTS AND SERIOUS UNTOWARD INCIDENTS     
There are 4 different reporting forms, to be used for near misses and incidents.  

They can be accessed online with this Policy; from the Trintranet Home page or by clicking the links below:
· Non Clinical (Staff, Volunteer, Retail, Fundraising, Visitor , Contractor) etc.
· Patient or Client - Clinical
· Pressure Ulcer 
· Medicines Management
The relevant form must be completed as soon as possible following the incident or near miss.
You must only record facts and not include assumptions or make guesses.

If you have doubts as to whether a circumstance actually constitutes a near miss or incident and therefore needs reporting, check with your line manager.
Each Form has a box with Incident No in the top right hand corner. This will be completed by the Clinical Director when completing the monthly Clinical Governance Report.
Section 1 of each form should be completed by a member of staff as soon as possible after the event.  A staff member must complete the form in collaboration with any Volunteer(s) where applicable and submit it on their behalf.
Section 2 this should be completed by a member of the Trinity Management Team.

Section 3 this should be completed by the Clinical Director.
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