
PURPOSE AND SCOPE
It is the policy of Queenscourt Hospice that all incidents, errors, accidents, faults and complaints are reported immediately to the line manager, circulated to the Senior Team for their information, acted upon as quickly as possible, investigated by the appropriate manager according to the seriousness of the event, discussed, where applicable, at the Management Team meeting and finally reported, along with the action taken and final outcome as part of the Integrated Governance Report to the Hospice Council.

As far as is practicable, Queenscourt operates a no blame culture.
The basic reporting procedure below relates to, but not exhaustive of, the reporting of

· Incidents – all incidents including patient safety incidents and near misses

· Patient Safety Incidents – acts and omissions in patient care including medication incidents, pressure ulcers and falls and encompassing any reported incident involving a patient with an unintended/unexpected outcome which resulted in moderate harm or above
· Accidents – Any accident involving staff, volunteers, patients, visitors, contractors on any of Queenscourt premises (in conjunction with Accident Policy)

· Faults -equipment or system failure

· Complaints (in conjunction with Complaints Policy)

This policy also supports the requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out Queenscourt Hospice’s approach to developing and maintaining effective systems and processes for responding to patient safety incidents and issues for the purpose of learning and improving patient safety.

The PSIRF replaces the Serious Incident Framework (2015) and makes no distinction between ‘patient safety incidents’ and ‘serious incidents’.

PSIRF promotes a proportionate approach to responding to patient safety incidents by ensuring resources allocated to learning are balanced with those needed to deliver improvement.

This policy supports development and maintenance of an effective patient safety incident response system that integrates the four key aims of the PSIRF:

· compassionate engagement and involvement of those affected by patient safety incidents 

· application of a range of system-based approaches to learning from patient safety incidents 

· considered and proportionate responses to patient safety incidents and safety issues 

· supportive oversight focused on strengthening response system functioning and improvement.

Reporting Procedure
1. A verbal report should be made to the line manager

· immediately in the event of a drug error, clinical incident or situation judged to be in any way serious and the doctor on call should be notified if there is judged to be any patient risk, even if minor. If the line manager is not available e.g., out of hours then this should be reported to the Manager On Call &/or the Medical Director.

· At the next available opportunity, prior to leaving shift of work if occurrence is judged to be non- serious
2. The reporting member of staff will complete an electronic incident reporting form on Vantage, with the form completed stating the full and detailed facts of the occurrence and the action taken by them or anyone else, including to whom and how you have reported it. Remember to include all required information (red dotted box). Use:

· Electronic Incident Form on Vantage for all incidents, including patient safety incidents, verbal the complaints and accidents.  Complete an incident form and press submit. This incident form will then be received by the Senior Team. Any incidents reporting an accident for anyone except a patient, an accident form should also be completed
· Fault form for all equipment and facilities faults.  Complete a fault form and email to the Senior Team using the instructions printed below. Completed fault forms should be sent to soh-tr.qch-senior-team@merseywestlancs.nhs.uk
Action Procedure by Managers
1. Non-clinical incidents and non-patient accidents
· Are the responsibility of the Corporate Services Director who will ensure they are read and allocated to the appropriate staff member for investigation.   

· The Corporate Services Director is responsible for ensuring any actions are undertaken when the investigation is completed 

· In the event of the Corporate Services Director absence another manager will ensure they are actioned.

2. Faults will be actioned by the Health and Safety and Estates Manager 

3. Information Security Incidents are actioned by the Corporate Services Director and the IG Lead and will consider the:
· Breach severity 

· Data subject (categories of)

· Number of affected data subjects

· Type of data (sensitive data)

· Likely consequence of breach

· Measures to mitigate risk including post breach actions   

· The Supervisory Authority must be notified of a breach within 72 hours, if there is a risk to the rights of the data subjects  

· Data subjects must be notified when there is a high risk to their rights and freedoms   

· Data processors have an obligation to notify the Controller without undue delay. Processors do not directly notify the Supervisory Authority

4. Clinical Incidents, (including Patient Safety Incidents) and Patient Accidents 
· Are the responsibility of the Director of Nursing Services who will ensure they are read and allocated to the appropriate staff member for investigation.   

· The Director of Nursing Services is responsible for ensuring any actions are undertaken when the investigation is completed 

· In the event of the Director of Nursing absence, the Deputy Director of Nursing or another senior Clinical Lead nurse will ensure they are actioned.  

Enquiry and Investigation Procedure
· The responsible manager will undertake enquiries to inform him/herself of the details of the occurrence in a manner dependent upon the seriousness of the event 

· Upon the receipt of a report of an incident occurrence, the responsible manager will decide the enquiry procedure required.

· The responsible manager having heard and/or read a report of the occurrence will inform him/herself by making enquiries of all those involved or who witnessed the occurrence.

· Where necessary written statements may be required to triangulate evidence

· When the necessary evidence has been gathered, he/she will collate this into a report and decide on an action plan either alone or in collaboration with other managers.

· The report and action taken by the relevant manager will be documented in the Vantage reporting template. All evidence will be saved as an attachment with the incident on Vantage 
Onward Reporting Procedure
· The Incident Report on Vantage is reviewed monthly by the Director of Nursing Services and the Deputy Director of Nursing (Quality and Governance Lead) to check all incidents have been actioned and outcomes recorded. 

· All clinical incidents are discussed as part of the Synergy Meeting agenda, where trends requiring further action and educational opportunities are identified.

· The outcome of any enquiry and action taken will be fed back to staff and volunteers as appropriate by email, team brief or face to face.

· If required, systems will be put in place to prevent reoccurrence, and the impact of this will be monitored.

· The Incident Report from Vantage forms the basis of the Integrated Governance Report prepared for Council.

All patient accidents and incidents are reported to the CQC according to the CQC statutory notification guidelines.
PATIENT SAFETY INCIDENTS
In addition to the above procedures patient safety responses will be conducted solely for the purpose of learning and improvement across Queenscourt
Responses under Patient Safety Incidents follow a systems-based approach. This recognises that patient safety is an emergent property of the healthcare system: that is, safety is provided by interactions between components and not from a single component. Responses do not take a ‘person-focused’ approach where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident.  

There is no remit to apportion blame or determine liability, preventability, or cause of death in a response conducted for the purpose of learning and improvement. Other processes, such as the action, enquiry and onward reporting process referenced above exist for that purpose. The principle aims of each of these responses differ from those of a patient safety response. 
Queenscourt Patient Safety Culture
Queenscourt Hospice is committed to: 
· Promoting a fair, open, inclusive and just culture that promotes the belief that incidents cannot simply be linked to the actions of individual staff but also focuses on the system in which they were working in order to learn lessons.

· Openness in the handling of patient safety incidents and the application of the Duty of Candour Policy.

· Learning from Patient Safety Incidents 

· Disseminating the findings from Patient Safety Incident Response Plans across the organisation for the purpose of learning and improving patient safety
Patient Safety Partners

Queenscourt works in conjunction with wider partners to ensure learning is shared and patient safety improved. These partners include;
Community Healthcare Providers (Mersey Care & HCRG)
Hospital NHS Trust (S&O NHS Trust)
NHSE Local Intelligence Network (LIN)
Hospice UK Benchmarking
Engaging and Involving Patients, Families and Staff Following a Patient Safety Incident
Queenscourt recognises that learning and improvement following a patient safety incident can only be achieved if supportive systems and processes are in place. It prioritises compassionate engagement and involvement of those affected by patient safety incidents (including patients, families, and staff). This involves working with those affected by patient safety incidents to understand and answer any questions they have in relation to the incident and signpost them to support as required. 

Please see the QCH Duty of Candour and Complaints Policy for further information.
Responding to Patient Safety Incidents: Patient safety incident reporting arrangements

All incidents, including patient safety incidents should reported as per reporting procedure in this policy. 
SEIPS is a systems-based framework (endorsed by PSIRF) which will be used to investigate Patient Safety Incidents (see appendix 1)  

Any patient safety incident meeting the criteria for a patient safety incident investigation (PSII) will be escalated to the Director of Nursing Services and Deputy Director of Nursing Services Governance and Quality Lead, who will confirm if the incident fulfils the PSII criteria in conjunction with harm levels, as indicated below.
Levels of Harm Codes 
	
	Previous harm grades
	New Physical harm grades
	New Psychological harm grades

	0
	No Harm – incident prevented, near miss 
	No Physical Harm
	No Psychological Harm

	1
	No Harm incident not prevented 
	No Physical Harm
	No Psychological Harm

	2
	Low Harm -
	Low Physical Harm
	Low Psychological Harm

	3
	Moderate Harm 
	Moderate Physical Harm
	Moderate Psychological Harm

	4
	Severe Harm 
	Severe Physical Harm
	Severe Psychological Harm

	5
	Death 
	Fatal
	N/A


The full definitions of the harm gradings are as follows:

Physical harm

No physical harm
No physical harm

Low physical harm
Low physical harm is when all of the following apply:

· minimal harm occurred – patient(s) required extra observation or minor treatment

· did not or is unlikely to need further healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit

· did not or is unlikely to need further treatment beyond dressing changes or short courses of oral medication

· did not or is unlikely to affect that patient’s independence

· did not or is unlikely to affect the success of treatment for existing health conditions.

Moderate physical harm
Moderate harm is when at least one of the following apply:

· has needed or is likely to need healthcare beyond a single GP, community healthcare professional, emergency department or clinic visit, and beyond dressing changes or short courses of medication, but less than 2 weeks additional inpatient care and/or less than 6 months of further treatment, and did not need immediate life-saving intervention

· has limited or is likely to limit the patient’s independence, but for less than 6 months

· has affected or is likely to affect the success of treatment, but without meeting the criteria for reduced life expectancy or accelerated disability described under severe harm.

Severe physical harm
Severe harm is when at least one of the following apply:

· permanent harm/permanent alteration of the physiology

· needed immediate life-saving clinical intervention

· is likely to have reduced the patient’s life expectancy

· needed or is likely to need additional inpatient care of more than 2 weeks and/or more than 6 months of further treatment

· has, or is likely to have, exacerbated or hastened permanent or long term (greater than 6 months) disability, of their existing health conditions

· has limited or is likely to limit the patient’s independence for 6 months or more.

Fatal (previously documented as ‘Death’ in NRLS)
You should select this option if, at the time of reporting, the patient has died and the incident that you are recording may have contributed to the death, including stillbirth or pregnancy loss. You will have the option later to estimate to what extent it is considered a patient safety incident contributed to the death.

Psychological harm

Please note that when recording psychological harm, you are not required to make a formal diagnosis; your answer should be an assessment based on the information you have at the point of recording and can be changed if further information becomes available.

No psychological harm
Being involved in any patient safety incident is not pleasant, but please select ‘no harm’ if you are not aware of any specific psychological harm that meets the description of ‘low psychological harm’ or worse. Pain should be recorded under physical harm rather than psychological harm.

Low psychological harm
Low psychological harm is when at least one of the following apply:

· distress that did not or is unlikely to need extra treatment beyond a single GP, community healthcare professional, emergency department or clinic visit

· distress that did not or is unlikely to affect the patient’s normal activities for more than a few days

· distress that did not or is unlikely to result in a new mental health diagnosis or a significant deterioration in an existing mental health condition

Moderate psychological harm
Moderate psychological harm is when at least one of the following apply:

· distress that did or is likely to need a course of treatment that extends for less than six months

· distress that did or is likely to affect the patient’s normal activities for more than a few days but is unlikely to affect the patient’s ability to live independently for more than six months

· distress that did or is likely to result in a new mental health diagnosis, or a significant deterioration in an existing mental health condition, but where recovery is expected within six months

Severe psychological harm
Severe psychological harm is when at least one of the following apply:

· distress that did or is likely to need a course of treatment that continues for more than six months

· distress that did or is likely to affect the patient’s normal activities or ability to live independently for more than six months

· distress that did or is likely to result in a new mental health diagnosis, or a significant deterioration in an existing mental health condition, and recovery is not expected within six months
Patient Safety incident response decision making: Queenscourt PSII inclusion criteria
	Patient Safety Incident Type
	Required response
	Anticipated Improvement Route

	Death thought more likely than not due to problems in care
	PSII
CQC notification

ICB

Community related patients safety incidents to be escalated to head contract organisation
	Create local organisational actions such as Medicines Management and Patient Safety Group, and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Incidents meeting the Never Events Criteria (2021)

Including (but not exhaustive)
Mis-selection of a strong potassium solution

Administration of medication by the wrong route

Overdose of insulin due to abbreviations or incorrect device

Mis-selection of high strength midazolam during conscious sedation

Chest or neck entrapment from bed rails

Transfusion of ABO -incompatible blood components or organs

Misplaced naso or oro-gastric tubes

Scalding of patients

Unintentional connection of patient requiring oxygen to an air flow meter
	PSII
CQC notification

ICB

Community related patient safety incidents to be escalated to head contract organisation
	Create local organisational actions such as Medicines Management Group and Patient Safety Group and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Development of an acquired pressure ulcer to ungradable, grade 3 or 4 from hospice admission
	PSII
Duty of Candour
CQC Notification
	Create local organisational actions such as Patient Safety Group and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Development of an acquired pressure ulcer grade 2
	After action review
	Create local organisational actions such as the Patient Safety group and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Medication related incident involving a patient or patient prescription
	Medication reflection - for no or low harm or near miss and After action review
PSII - for moderate harm or above 
Duty of Candour moderate harm or above

LIN CD Incident report
	Create local organisational actions such as medicines management group and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Patient falls and accidents
	Fall/accident investigation checklist - for no or low harm or near miss

PSII - for moderate harm or above
	Create local organisational actions and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review

	Safeguarding incidents

· adults (over 18 years old) are in receipt of care and support needs from their local authority 

· the incident relates to FGM, Prevent (radicalisation to terrorism), modern slavery and human trafficking or domestic abuse/violence
	Refer to local authority safeguarding lead Healthcare organisations must contribute towards domestic independent inquiries, joint targeted area inspections, child safeguarding practice reviews, domestic homicide reviews and any other safeguarding reviews (and inquiries) as required to do so by the local safeguarding partnership (for children) and local safeguarding adults boards
CQC Notification
	Refer to local designated professionals for child and adult safeguarding

	Any reported incident involving a patient with an unintended/unexpected outcome which has resulted in moderate harm
	PSII
CQC notification as per regulations

ICB
	Create local organisational actions and feed these into the quality improvement strategy and/or specific monitoring groups for implementation, monitoring, and review


For After Action Reviews (AAR) and Patient Safety Incident Investigation tools please see appendix
ICB Contacts 
Cheshire and Merseyside - Sefton.patientsafety@cheshireandmerseyside.nhs.uk
Lancashire and South Cumbria –   lscicb-el-patientsafety@nhs.net
Queenscourt PSII exclusion criteria

All incidents reported to the Queenscourt Senior team which does not fulfil the criteria of a patient safety incident

Responding to cross-system incidents/issues

If more than one organisation is involved in the care and service delivery in which a patient safety incident has occurred, the organisation that identifies the incident is responsible for notifying relevant stakeholders. 
All stakeholders should work together to undertake one single investigation wherever possible.

Timeframes for learning responses

A response must start as soon as possible after an incident has been identified. The Hospice aims to complete all PSII within one to three months, and no longer than 6 months.
Escalation and sharing of Patient Safety Incidents Response and Learning 




















Learning and monitoring from incident response
The learning from incident responses to improvement practice will through dissemination of findings to staff via
· Patient Safety Group meetings (monthly)

· QCH quality bulletins (monthly)
· Synergy meetings
· Training and education programmes
· Updated policy and guidance (read and sign)
· LINK meetings and executive Directors report at Council

· Integrated governance reports to Trustees and QCH Senior team

Patient Safety Incident Response Plan will be published on the Queenscourt Hospice website (as per PSIRF national guidance)
Safe actions and changes to practice and learning will be monitored via
-  Audits
-Themes and trend analysis via reporting index
-KPIs
-Patient/family/staff feedback
- Hospice UK benchmarking reports
-Education evaluations and feedback
-Patient Safety Action plans developed as an outcome to PSII

Training and Education for QCH staff in Patient Safety Incident Reporting and Response
All QCH staff are required to complete the following training:

· Level 1 (essentials for patient safety)  All Staff
· Level 2 (access to practice)  All Clinical Staff and Quality and Governance Officers
· Level 3-5 – due for release Autumn 2023

· Essentials for patient safety Senior team and Boards, Senior Team and Trustees
Oversight Roles and Responsibilities
	ROLE
	RESPONSBILITY

	Trustees

Executive Directors
	The board of Trustees has delegated operational management to executive directors who are responsible and accountable for effective patient safety incident management in Queenscourt. This includes supporting and participating in a cross system /multi-agency responses and/or independent patient safety incident investigations (PSIIs) where required.

	Director of Nursing (Patient Safety Executive Lead)

	Supported by the rest of the board/leadership team, must oversee the development, review and approval of the organisation’s policy and plan for patient safety incident response

Ensure oversight roles and responsibilities are specified and delegated to
Patient safety incident reporting and response data, learning response findings, safety actions, safety improvement plans, and progress are discussed at LINK meetings

Updates to the policy and plan are made as required as part of regular oversight processes. An overall review of the patient safety incident response policy and plan should be undertaken at least every three years alongside a review of all safety actions

Escalation to ICB as per policy 

Completion of CQC notification as per regulations

Collaboration and information sharing with stakeholders (community and acute health care providers and any other relevant stakeholder)

	Deputy Director of Nursing, Quality and Governance Lead
	Patient safety incident reporting and response data, learning response findings, safety actions, safety improvement plans, and progress are discussed at Patient Safety Group
Mechanisms for the ongoing monitoring and review of the patient safety incident response plan, delivery of safety actions and improvement must form part of the overarching quality governance arrangements

Oversight and completion of PSII

Processes to ensure that all safety actions implemented in response to learning or wider safety improvement plan(s) are monitored, to check they are delivering the required improvement

Collaboration and information sharing with stakeholders (community and acute health care providers and any other relevant stakeholder)

	Patient Safety Group

Director of Nursing 
Deputy Director of Nursing

Director of Corporate Services

Medical Director

Palliative Doctor

IPU Clinical Lead

QCatH Clinical Lead

Connect Clinical Lead

QCH Pharmacist

Health, Safety and Estates Manager
	Ensure the Queenscourt meets the reporting policy and patient safety incident response policy standards.

Ensure PSIRF is central to overarching safety governance arrangements in Queenscourt

The board and leadership team must have access to relevant information about Queenscourt response to patient safety incidents, including the action plan and implementation of changes following incidents.
Roles, training, processes, accountabilities, and responsibilities of staff are in place to support an effective organisational response to incidents
The Patient Safety Group should monitor the balance of resources going into patient safety incident response versus improvement. 
Repeat responses should be avoided when sufficient learning is available to enable the development and implementation of a safety improvement plan. 
The Patient Safety Investigation Report should be produced for all individual PSIIs, and this is reviewed and signed off as complete. Sign-off of provider-led PSIIs is the responsibility of the patient safety group. 
Monitor improvements made in response to learning from patient safety incidents.


Complaints and Appeals

Any complaints or appeals in relation patient safety incidents will be reported as per Queenscourt Complaints Policy
Appendix 1 SEIPS Model
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Appendix 1 – After Action Review (AAR) and Patient Safety Incident Investigation (PSII) templates
After Action Review (AAR) Medicine management Proforma

	Pt NHS no: 
	Nurse leading AAR : 

	Date/time of incident: 
	Staff present : 

	Incident No : 
	                           


	Question


	Notes

	What were the nurse to patient ratios /skill mix?
	

	Where the staff required having to respond to interruptions?
	

	How many shifts have the staff worked since their last day off


	

	Did staff have all the information required to complete the task? (clear legible prescription, relevant patient information, drug information)
	

	Do staff experience any difficulties in accessing and implementing Hospice policies, procedures and protocols in relation to medicines management? Did this play a part in the incident?
	

	What would staff do differently?


	

	Did poor communication contribute to the incident?


	

	Were the staff carrying out their usual role?


	

	Did anything impact on the staff’s ability to function?


	


Notes/ lessons learnt

	ACTION PLAN
	ACTION BY

	
	

	
	

	
	

	
	

	
	

	
	

	
	


After Action Review Falls Proforma

	Pt NHS no
	Location of fall

	Date/time of fall
	Nurse Leading AAR


	Question


	Notes

	What were the nurse to patient ratios /skill mix?
	

	Was the fall witnessed/ un-witnessed ?
	

	Did we expect the patient to fall ? 

What was their falls score?
	

	How many days had the patient been on the ward before the fall?
	

	Is the falls risk assessment up to date / is it accurate?
	

	Is the falls risk assessment completed daily , if condition changes or after a fall?
	

	Have all the expected actions in the falls care plan been completed?
	

	Have all sections of the falls action plan been completed?
	

	Was the patient nursed in a high visibility area on the ward?
	

	What footwear did the patient have on their feet? 
	

	Has the patients condition changed recently?
	

	Is the fall related to toileting?

Was the patient escorted to the toilet?
	

	Where there any hazards in the environment were the patient fell?


	

	Was the call bell within reach?

Could the patient use the call bell?
	

	Has the patient got Air Alert in situ?


	

	Has the patient got falls mats in situ?
	

	Was a manual handling assessment performed?


	


	Actions taken




After Action Review Pressure Ulcer Proforma

	Pt NHS no :
	Nurse Leading AAR:

	Date : 
	


	Question


	Notes

	Date of admission
	

	What were the nurse to patient ratios /skill mix?
	

	Was a risk assessment completed within 6 hours of admission? ( Skin assessment and calculation of waterlow score)
	

	Was a risk of pressure ulcer care plan commenced within 6 hours of admission?
	

	Was the Risk of pressure ulcer care plan kept up to date?
	

	Was the Risk of pressure ulcer care plan reviewed daily, or as condition changed?
	

	How many days had the patient been on the ward before the pressure ulcer developed?
	

	Has the patient’s condition changed recently?
	

	Was patient given a pressure ulcer leaflet on admission?
	

	Air mattress in situ?
	

	Does the patient have capacity?
	

	Can the patient change own position?
	


	Comments




	Actions taken




Patient safety incident investigation (PSII) report
	Incident ID number:
	

	Date incident occurred:
	

	Report approved date:
	

	Approved by:
	


Distribution list

	Name
	Position

	
	

	
	


A note of acknowledgement
Executive summary
	


Incident overview

	


Summary of key findings

	


Summary of areas for improvement and safety actions 

	


Contents
3About patient safety incident investigations


4A note of acknowledgement


5Executive summary


7Background and context


8Description of the patient safety incident


9Investigation approach


11Findings


12Summary of findings, areas for improvement and safety actions




Background and context
	 


Description of the patient safety incident
	


Investigation approach 
Investigation team

	Role
	Initials
	Job title
	Dept/directorate and organisation

	Investigation commissioner/convenor:
	
	
	

	Investigation lead:
	
	
	


Summary of investigation process

	


Terms or reference

	


Information gathering

	 


Findings
	


Summary of findings, areas for improvement and safety actions

	


Safety action summary table

	Area for improvement: 

	
	Safety action description

(SMART)
	Safety action owner


	Target date for implementation
	Date Implemented
	Tool/measure 


	Measurement frequency

(eg daily, monthly)
	Responsibility for monitoring/ oversight 

(eg specific group/ individual, etc)
	Planned review date

(eg annually)

	1.
	
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	
	

	…
	
	
	
	
	
	
	
	


	Area for Improvement: 

	
	Safety action description

(SMART)
	Safety action owner

(role, team directorate)
	Target date for implementation
	Date Implemented
	Tool/measure 


	Measurement frequency

(eg daily, monthly)
	Responsibility for monitoring/ oversight 

(eg specific group/ individual, etc)
	Planned review date

(eg annually)

	1.
	
	
	
	
	
	
	
	

	…
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Queenscourt Hospice
PRESSURE ULCER INFORMATION GATHERING TOOL

Acquired pressure ulcer IPU

	Incident no
	

	RCA Date
	

	Outcome 

Avoidable/unavoidable

Harm level
	 


	RCA team




	
	Yes/No
	Details

	Patient details
	
	

	NHS No
	
	

	Male / Female
	
	

	Reason for admission
	
	

	Brief overview
	
	

	Mobility 

Independent

Use mobility aids

Chair bound

Bed bound
	
	

	Origin of ulcer
	
	

	Date identified
	
	

	Site ulcer(s)
	
	

	Dimension of ulcer
	
	

	Grade of ulcer
	
	

	Has there been a deterioration in the ulcer whilst on IPU
	
	


	Timeline
	
	

	Date/time
	Event
	Comments

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Patient risk factors
	
	

	What should have happened
	What did happen Y/N
	Comments

	Pressure Ulcer Risk Assessment completed on initial assessment? (or within 6 hours of admission)
	
	

	Is Pressure Ulcer Risk assessment accurate?
	
	

	Wound Assessment tool completed, when patient first identified as having a pressure ulcer?
	
	

	Has a care bundle e.g. SSKIN, REPOS, pressure ulcer prevention care plan, repositioning chart or skin inspection chart been commenced, if so provide date
	
	

	Was the appropriate plan for prevention and management implemented immediately the patient was identified at risk of developing pressure ulcers
	
	

	Were there any gaps in the care delivered
	
	

	Was wound care documentation updated at each dressing change and updated in accordance with change in clinical presentation/ deterioration?
	
	

	Did changes / deterioration in the pressure ulcer / at risk 

areas prompt review of all strategies?


	
	

	Any issues related to the patient’s physical / mental health / Learning Difficulties that significantly contributed to the patient developing the pressure ulcer identified ? 
	
	

	Was an appropriate care plan developed to manage risk identified above ?
	
	

	Have any contributing continence issues been identified
	
	

	Does the patient have mental capacity ?
	
	

	Manual handling assessment completed on first visit/ admission of patient, and equipment ordered and delivered in appropriate time frame, and in use ? 
	
	

	Were Pressure redistribution products required and ordered and delivered in appropriate time frame, and are they in use?

Mattress

Seating

Heel equipment

Other
	
	

	Was the ulcer reviewed by the Tissue viability Lead
	
	

	Any Safeguarding issues been identified
	
	

	Appropriate wound dressing selection documented to provide optimum healing environment ?
	
	

	Was the carer involved with care planning?
	
	

	Was patient information leaflet provided when patient first identified at risk of developing pressure ulcers ?
	
	

	Was the patient/carer advice provided and documented? 
	
	

	Was the patient concordant with treatment and if not why not?
	
	


	Additional contributory factors
	
	

	What should have happened
	What did happen 
	Consequences

	Staff

(Education / training/ staffing levels)
	
	

	Team / clinical area staffed to its full establishment ? 
	
	

	Where there any vacancies/sickness in current establishment – please detail The skill mix / ratio of nurse intervention is adequate for the patient needs?
	
	

	All staff have attended relevant training on pressure ulcer prevention and management ?
	
	

	Tissue viability link nurse attends at least 2 link nurse sessions each year
	
	

	Equipment and resources
	
	

	Task Factors (Policies/ procedures)
	
	

	Communication
	
	

	Organisational
	
	

	Environment
	
	


	Root cause analysis



	Contributing factors



	Root cause



	Duty of candour



	Lessons learnt



	Recommendations



	Areas of good practice




Medication incident reflection

Date of incident:                                                                                          Incident No
	Personal  Reflection/Learning 

(How will this inform or change your practice in future?)

	

	Lessons Learnt

	


INCIDENT REPORTING POLICY 





INCORPORATING PATIENT SAFETY INCIDENT RESPONSE POLICY (PSIRF)





PATIENT/FAMILY 


FEEDBACK


COMPLAINTS





PATIENT SAFETY GROUP





NEW/UPDATED NATIONAL & LOCAL GUIDANCE





ALL PATIENT SAFETY INCIDENTS





PSII





COMPASSIONATE ENGAGEMENT WITH THOSE AFFECTED








SYNERGY





RISK REGISTER & RISK MONITORING GROUP








LINK & COUNCIL                   





ESCALATION TO ICBS, AND LOCAL ACUTE AND COMMUNITY HEALTHCARE PROVIDERS








POLICY,  PRACTICE & GUIDANCE





PATIENT SAFETY GROUP





INTEGRATED GOVERNANCE  MONITORING GROUP & REPORT








SYNERGY & CLINICAL TEAM MEETINGS





MONTHLY QUALITY BULLETINS





TBEC TRAINING & EDUCATION





MEDS MANAGEMENT GROUP








Director of Nursing Services                                           2                                                                 Dec 2023 - Dec 2026

