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Accident & Dangerous Occurrence Reporting Procedure
1. INTRODUCTION
1.1
Background

Organisations are required by Health and Safety law
 to have a procedure in place for the recording and reporting of all incidents.  The key is a robust incident reporting system operating within a just and fair culture, with effective feedback mechanisms to facilitate change and for Nationwide Cleaning & Support Services Ltd (Nationwide) to demonstrate continuous learning. 

This policy sets out guidance for reporting all types of incidents (or adverse event), and ‘near miss’ event, both within the organisation and to external stakeholders. All staff will be made aware of this process and their responsibilities during their induction to Nationwide.
1.2
Scope and Purpose

It is the policy of Nationwide that all incidents and near miss events are accurately documented, properly investigated and promptly reported to the Risk Management Department.

All Nationwide personnel whether permanent, temporary, agency staff, volunteers, students in training, or contractors, are expected to report risks that they become aware of, whether these are a result of actual incidents, near misses, hazards or perceived risks.

This policy describes and sets out the process and expected timescales for the incident reporting system in operation in Nationwide.  It includes reporting methods, and responsibilities for making, receiving, analysing, prioritising and acting on such reports. 
1.3
Opportunity to Increase Safety

It is important that Nationwide identifies all types of risks faced by the organisation and its stakeholders with the objective of providing a safe environment for everyone and safe systems of work for staff.  The reporting of potential and actual adverse events and ‘near misses’ is one process, along with risk assessment, trend analysis and root cause analysis that assists in the identification of risk.   Reports of potential risks and near misses can provide a warning system which may allow risks to be addressed early thereby reducing the likelihood of someone being injured.  Where adverse events have occurred, incident reporting allows the recording of such events and affords opportunities to learn and reduce risk in the future.  Adverse incident reports may also offer early warning of potential complaints and claims so that investigation may be undertaken and important facts clarified as near to the incident as possible and before memories have faded.   

Research has demonstrated that far more adverse events occur than are ever reported, therefore any incident reporting system should be seen as representing only the tip of the iceberg.  When it is working well, an incident reporting system initially potentially results in a counter-intuitive message, i.e.: the more incident reports an organisation receives, the more learning opportunities it has, rather than the more incident reports received, the more adverse incidents are actually occurring.    Trend analysis of lower risk but frequently reported events and root cause analysis of high risk incidents is likely to afford valuable opportunities for further investigation such as audit.
1.4
Serious Incidents

Where incidents are considered to be more serious in nature a separate procedure for their management is set out in Nationwide’s Serious Untoward Incident Policy
.  

A serious incident is defined as:
 ‘………any event which has or could have seriously affected one or more members of staff in an adverse manner (e.g.: a fatality, or major permanent harm) and /or:
· is likely to attract significant media attention, 

· is reportable to the Health and Safety Executive, 
· or may result in significant litigation.’
If not properly managed Nationwide may suffer loss of its reputation or assets.  It is therefore imperative that any incident perceived as serious is reported to Director of Operations or Risk Manager immediately.  It is better to report an incident as a potential serious untoward incident (SUI) initially, as it can always be re-assessed at a later date if appropriate.

1.5
Just and Fair Organisational Culture

Nationwide’s approach to managing reported adverse incidents is of a positive learning nature, and managers will therefore operate a non-punitive, open and fair culture in dealing with staff who are involved in adverse outcomes.  This does not mean that staff are not accountable for their actions, but recognises that individuals can and do make mistakes.  Nationwide will make every effort to provide support and training to staff, develop guidance and protocols, and where possible redesign systems to try to reduce the risk of similar errors happening again.  The Incident Decision Tree is a tool that managers are encouraged to use to assist in dealing with staff involved in an adverse incident in a fair way. 

Completion of an incident report form will not normally lead to blame or disciplinary action except in the most extreme circumstances (e.g.: maliciousness, criminal or gross repeated professional misconduct - where in the opinion of an Executive Director the individual’s action is far removed from acceptable practice; where there has been recklessness; where there has been a recurrence of an adverse incident following retraining).  Conversely, staff may be heavily criticised for knowingly failing to report an incident or near miss that either had a significant risk for a member of staff and/or public or may constitute an ongoing risk for others.

1.6
‘Whistle Blowing’

A separate policy exists to provide guidance if staff find themselves in the difficult position of awareness of a problem with a colleague’s competency or fitness to practice.  The Whistleblowing Policy is available from the Human Resource Manual or Head Office. 

2.
DEFINITIONS
Incident – any event or circumstance that led to unintended or unexpected harm, loss or damage.

This includes incidents or omissions arising within Nationwide or the clients facilities causing physical or psychological injury to anyone – member of staff (permanent, temporary, honorary), visitor, contractor, or volunteer

Serious Untoward Incident - any event which has or could have seriously affected one or more persons (as described above) in an adverse manner and / or:- Is likely to attract media attention, is reportable to the Health and Safety Executive, or may result in significant litigation

Error – the failure to complete a planned action as intended, or the use of an incorrect plan of action to achieve a given aim

Hazard – anything that can cause harm
Harm – injury to a person (physical or psychological) disease, suffering, disability or death; or damage or loss to the Trust – such as in fire, flood, explosion, fraud, criminal activity, loss of reputation, or the suspension of a service 

Near miss – a situation in which an event or omission, or a sequence of events or omissions, fails to develop further, whether or not as a result of compensating action, thus preventing injury
RIDDOR – reporting of injuries, diseases and dangerous occurrences regulations 2013
Risk – the likelihood, high or low, that somebody or something will be harmed by a hazard, multiplied by the severity of the potential harm
Root Cause Analysis - the process by which the underlying causes of adverse incidents are established.

3.
WHAT SHOULD BE REPORTED
The list below offers guidance but is not exhaustive, and any event or hazard or potential risk that gives cause for concern should be reported.  
3.1
‘Accidents’ such as:

· slips, trips, falls

· sharps incidents

· manual handling incidents

· incidents involving violence (including verbal abuse)

· fire, theft, criminal damage and other security incidents

· radiation incidents

· exposure to hazardous substances

· laser incidents

· fraud

· equipment – malfunction, failure, user error, etc
· Damage to the clients property, including vehicles, fuel pumps, bus wash etc
· confidentiality issues (suspected breaches of staff or corporate confidentiality)

If in doubt report it!

4.
ROLES AND RESPONSIBILITIES
Responsibilities relating specifically to the incident reporting process are set out below. 
4.1
Risk Manager (Health and Safety)
· To fulfil the requirements of Health & Safety Advisor for Nationwide
· To ensure managers (and staff) are provided with risk management information and support

· To promote the understanding and use of Risk Assessment and audit processes and techniques

· To investigate and report on all accidents and incidents
4.2
Risk Manager (Emergency Planning and Security)  - Director of Operations
· To develop and ensure that Nationwide’s Major Incident Plan remains up-to-date and effective and that staff are aware of their roles and responsibilities within it

· To investigate incidents relating to security and crime issues

· To liaise with outside agencies and represent Nationwide on crime prevention and major incident preparedness

4.3
Risk Trainer
· To manage, design and deliver to the required consistent standards in Risk, Fire, Health & Safety, Minimal Handling & Conflict Management Training at Nationwide
· To be the Minimal Handling Co-ordinator for Nationwide
· To ensure fire training is delivered to the required standards at Nationwide
4.4 Site Risk Management Co-ordinator/ Representatives
· To determine and review trigger lists for incidents that should be reported in their area

· To collate reported incidents, and identify trends within their areas

· To submit a report to the Director of Operations and Risk Management Department Office following investigation, and root cause analysis, which should include identification of any Service Delivery Problems identified, remedial action taken or planned to reduce risk, and regrade the incident to determine the residual risk following implementation of action plans

· To maintain appropriate records of incident reports, issues identified, action plans and learning that has taken place as a result

· To feedback to local managers and staff on reported incidents, identified trends and actions arising to reduce risk, 
5.
INCIDENT REPORTING
5.1 Using Adverse Incident/Near Miss Report Forms

Irrespective of the method of initial reporting a Nationwide Accident & Dangerous Occurrences Form must also be completed at the earliest opportunity.  

Paper forms are available in each Site. Further forms can be obtained from Head Office, Airport House.    
The Incident Report Form requires that an Incident Type is indicated (most are self explanatory) however:- 

Accident – relates to any type of accident e.g.: a fall, needlestick injury, manual handling injury, sustained by any individual (the person affected – member of staff, contractor)

Ill health - this relates to a member of staff with an on-going, occupationally related condition, eg: a cleaner who is noticing that she is getting problems with her shoulder and hand – possibly related to repeatedly adopting the same position to perform her job.  Early reporting and expert advice from Nationwide’s Health & Safety Risk Manager may assist managers to take reasonably practicable actions to help reduce the likelihood of harm to the member of staff and a future claim
5.2
By Telephone

Verbal reports are acceptable, particularly where advice is sought from risk managers and Area Managers though staff are encouraged also to complete an incident form at the earliest opportunity. 
The Risk Manager may request staff to complete and submit a written adverse incident report form if required.
5.3
Completing Incident Reports 

Incident Reports must be FACTUAL and NOT include OPINIONS.  Forms are disclosable to a member of staff/claimant or their representatives should a challenge to working conditions be made in the future.

Reporting must be immediate where serious harm has occurred or a serious hazard has been identified (i.e.: verbally to Risk Management Department and Relevant Manager, and followed up with a written incident report form).

In other circumstances reporting should be as prompt and close to the event as possible, a member of staff should complete an incident report form before going off shift.

Reports must not be malicious (action will be taken against perpetrators) – this is not the correct medium to attribute blame such as describing annoyance or dissatisfaction with another individual’s actions or omissions (as the full circumstances of the situation may not be known), though factual reporting of the circumstance may be appropriate particularly where a risk to safety is identified.
   

Written reports must be completed in legible hand writing, in photocopiable ink.
5.4 Submitting Report Forms

Written report forms 

· The Top Incident report forms should be sent to the Risk Management Department.
· The Middle Incident report copy can be kept for the reporter’s records but must be kept in accordance with Nationwide’s confidentiality Policy.

· The Bottom Incident report form must be sent to the reporter’s Line manager   

If in doubt the all forms may be submitted directly to the Risk Management Department.
6. COLOUR DESIGNATION OF ADVERSE OR NEAR MISS INCIDENTS
Front line staff reporting incidents / hazards should be aware of the following incident categorisation matrix as this provides a guide to the timescale in which they should report various events.  The majority of colour designation will be performed in the Risk Management Department.

All incidents should be graded according to severity of outcome and likelihood of recurrence as soon as possible after the event.   Following investigation it may be necessary to assign a different colour designation.
6.1 Important Definitions

	HAZARD
	Anything that has the potential to cause harm e.g. an unsheathed needle lying on the floor

	RISK
	The likelihood that those harmful consequences occur and the severity of the outcome e.g. the likelihood of someone sustaining a needlestick injury from the unsheathed needle

	INCIDENT
	An actual occurrence e.g. if someone injures themselves on the unsheathed needle

	NEAR MISS
	An actual occurrence that might have resulted in harm e.g. the unsheathed needle is picked up and put in a sharps bin without causing injury


6.2
Assessing Likelihood and Severity

The matrix is a simple approach to quantifying risk by defining qualitative measures of severity (consequences) and likelihood (frequency or probability) using a 1-5 rating system.  This gives a colour coded risk score of likelihood x severity.

To ascertain the colour of the identified risk:

1. Use Likelihood Descriptor List to identify the likelihood of occurrence (It is important that this is as accurate as possible)

2. Identify the consequence of non-action using the Risk Consequence Table (If possible use previous incidents to aid identification)

3. The Consequence and Likelihood can then be measured using the Risk Management Matrix, giving the risk a colour indicating its priority
6.3
Likelihood (frequency or probability)

This is the likelihood of the event/incident occurring or recurring, or how often the event/incident will be repeated.  

1. RARE



Could only occur in exceptional circumstances

2. UNLIKELY


May occur in time, very infrequent

3. POSSIBLE


May occur occasionally

4. LIKELY



Likely to occur imminently or in the short term

5. ALMOST CERTAIN

Will occur or does regularly

6.4
Severity (Consequence) 

What is the most probable result or consequence of the risk/hazard occurring? The table below sets out the 5 levels of severity that have been determined by the Trust.  It should be used to allocate a score to the actual / potential consequence of the risk/hazard.

	Number
	Category

Consequence
	Quality
	Finance
	Agreed Targets
	Safety

(Staff, contractors & visitors)
	Reputation
	Litigation

	1
	Insignificant
	Minor non-compliance 
	<£5k
	
	Minor cuts/bruises.
	Within unit.

Local press <1 day coverage
	Minor out-of-court settlement

	2
	Minor
	Single failure to meet internal standards or follow protocol.
	£5K - £50K

Claim below excess
	1% off planned.

Fail to meet national target 1 quarter
	Cuts/bruises.

<3 days absence.

<2 days extended hospital stay.
	Regulator concern.

Local press <7 days of coverage.
	Civil action – no defence.

Improvement notice.

	3
	Moderate
	Repeated failures to meet internal standards or follow protocols.
	£50K -£500K
	2% - 4% off planned.

Fail to meet national target 2 quarters.

Amber light.
	>7 days absence.

3-8 days extended hospital stay.

RIDDOR or MDA reportable.

Semi-permanent harm.
	National media <3 days coverage.

Department executive action.
	Class action.

Criminal prosecution.

Prohibition notice.

	4
	Major
	Failure to meet national standards.
	£500K -£5M
	5% - 10% off planned.

Fail to meet national target >2 quarters.

Red light.
	>9 days extended hospital stay.

Fatality.

Permanent disability.
	National media >3 days of coverage.

Questions in the House.
	Criminal prosecution – no defence.

Executive officer fined or imprisoned.

	5
	Catastrophic
	Gross failure to meet professional standards
	>£5M
	>10% off planned.

Fail to meet national target >2 quarters by >20%
	Multiple fatalities.

Multiple permanent injuries.
	Full Public Enquiry.
	Criminal prosecution – no defence.

Executive officer fined or imprisoned.


6.5
Risk Management Matrix 

Using information from the risk consequence table and likelihood descriptor list, plot the risk on the risk management matrix.

RISK MANAGEMENT MATRIX

	CONSEQUENCE

	
	1
	2
	3
	4
	5

	
	Insignificant
	Minor
	Moderate
	Major
	Catastrophic

	L
I
K
E
L
I
H
O
O
D
	5
	Almost Certain
	Low
	Low
	Moderate
	High
	High

	
	4
	Likely
	Low
	Low
	Moderate
	High
	High

	
	3
	Possible
	V.Low
	Low
	Moderate
	High
	High

	
	2
	Unlikely
	V.Low
	V.Low
	Low
	Moderate
	High

	
	1
	Rare
	V.Low
	V.Low
	Low
	Moderate
	High


Identify colour of risk and complete risk Register form completing all columns.

Forward ALL RED & AMBER risks to the Risk Management Department within 24 hours of incident.
6.6
Levels of Investigation Required
RED

Extreme - risks falling within the red section are regarded as of fundamental significance and must be reported immediately to Executive Director level (via Duty Manager via - if event occurs out of hours).  The Chief Executive must be informed. 

The responsible Duty Manager on-call/Executive Director will decide whether the event is to be designated as a serious untoward incident.  If so, the Serious Untoward Incident Policy will apply.

An action plan must be agreed and implemented as soon as possible.  This will include the level of investigation expected, who is to be involved, to whom the incident must be reported – both internal and external stakeholders (see Appendices 1 and 2) and timescales for reporting on the analysis of findings.  First line investigation should normally be made within 24 hours regardless of day of week incident occurs with the report submitted to the Risk Management Department (Nationwide needs to know quickly the degree of on going risk to allow appropriate actions to be taken immediately, particularly where the safety of others may be compromised). Staff involved will be asked to write statements of their factual involvement.

These events must be reported to the Risk Management Department by telephone immediately and an incident report form submitted as soon as practicable.  The Risk Manager will ensure that red incidents will be reported to the appropriate external stakeholders such as the Health and Safety Executive as soon as possible, but certainly within 3 working days of the date of occurrence. 
The Risk Manager will consider whether the risk should be added to the Corporate Risk Register and submit a report to the next Risk Management Committee.  Actions planned and taken will be monitored by the Director of Operations and reports submitted to the Risk Management Committee.
AMBER
High risk – must also be reported at Executive level for an action plan to be agreed and implemented as quickly as possible.  

Action plans will be monitored by the Director of Operations and reports submitted to the Risk Management Committee.
YELLOW

Medium risk – may be investigated by Site Supervisor and root causes identified.  Action plan may be required which must be monitored by the Area Manager who acts as the Risk Co-Ordinator.  Incidents and progress / implementation of actions arising must be discussed at Site Team Meetings.  Consideration to be given as to whether issues identified should be entered on Corporate Risk Register.
GREEN

Low – or ‘accepted’ risks – may be investigated by local managers.  Frequency of similar incidents should be monitored at Site levels and included in Site Team meetings. 
Recording of Management Action

All management action including investigations and preventative action taken regarding any reported incident must be documented, and for red and amber incidents a copy forwarded to the Risk Management department according to individual action plans, as soon as practicable.  Follow up management action taken for other incidents should also be notified to the risk management department in order that this can be added to the Nationwide database.    

7.
ACTION

7.1
Immediate Action
Immediate action may include the following steps as appropriate to control the situation:

· Provide emergency medical care

· Summon assistance / inform the senior person on duty

· Ensure that all persons at risk are moved to a safe environment

· Treat any injured people

· Take immediate action to prevent recurrence of the same incident or other risk caused by the incident

· If equipment/machinery is involved, remove it from service marking it clearly ‘NOT IN SERVICE’.  Isolate any equipment involved in a safe place for later inspection, without altering the settings.  Remember to record any settings on the display that may be lost if the machine is unplugged or turned off.

· The Director of Operations/ Duty On-call Manager must be informed if the emergency services, e.g.: police or fire services are called.

· Preserve / secure any evidence that may be required to assist later investigation.
7.2
Record Keeping
It is essential that accurate and detailed records are kept of the circumstances surrounding an adverse incident.  Notes and Incident Report Forms / witness statements should therefore be written as soon as possible following any such incident.   The Accident Book must be completed.
7.3
Log of Events
From the moment that staff members become aware of their involvement in an adverse event they must make a timed record of all significant events, their decisions and actions relating to that incident both in the lead up to the incident and afterwards.  They should record notes of conversations and advice given to them and by them.  Staff must be careful to preserve all relevant documents, equipment, devices, drugs or any other item that may be used to assist a subsequent investigation.  They may subsequently be asked to write a witness statement of their involvement by the investigating officer.  Guidance to writing a witness statement is available in the Human Resource Manual (Nationwide Guide to writing reports and statements).
7.4
Communication with Staff and Family

If there has been any personal loss or injury, arrangements should be made for the member of staff and/or relatives to be informed as soon as possible by a member of staff known to that member of staff, ideally the area manger.  It is essential that the member of staff is informed of the incident as soon as possible and advised about the steps that will be taken to investigate the event.  The patient should be offered the opportunity to be accompanied by a friend who can support them during this meeting.
If a member of staff or visitor has suffered loss or harm it is equally important to arrange a similar face to face meeting with an appropriate senior manager. 
7.5
Subsequent Action
Appropriate investigation and analysis of the incident will be undertaken based on the incident grading.  This process is identified in the Adverse Incident Reporting and Management Responsibilities (section 11 of this policy) and Nationwide’s Serious Untoward Incident Policy.
8.
LEARNING FROM INCIDENT REPORTING
Sites should collate reports of all incidents received at regular intervals (e.g.: quarterly) and review issues arising and progress on implementation of action plans in the Site Team Meetings, liaising with the risk co-ordinators as appropriate.
9.
RISK MANAGEMENT TRAINING

Training on incident reporting / risk management / risk management awareness for managers / health and safety / risk assessment, is available within Nationwide and the information can be accessed via the Health & Safety Manuals at each site on how to apply for training.
A brief introduction to Risk Management is covered at Induction for new staff.
10.
MONITORING

Adverse incident reporting compliance will be monitored through the Risk Management and Safety Committee using evidence collated from Adverse Incident and Near Miss Reports (AIRs), Audits and quarterly performance review reports.  Assurance to the Executive Board is delivered through Risk Management Committee minutes presented to the Executive Committee.
11.
ADVERSE INCIDENT REPORTING & MANAGEMENT RESPONSIBILITIES
































Appendix 1:  Internal people who may need to be informed

Chief Executive

Executive Directors

Chairman / Board members – particularly other Non-Executive Directors
Risk Manager
Area Managers with H&S Responsibility
Supervisors with H&S Responsibility

Appendix 2 - External agencies that may need to be informed 

(at this stage the event may have been declared a serious untoward incident and reference should be made to the Serious Untoward Incident Policy).  Trust contacts are:-

Suppliers

Clients e.g. Bus Company Chief Executive

Health and Safety Executive – Health and Safety Risk Manager

Signed: 

Gary Nourse

Director

1st April 2025
INCIDENT OCCURS





Member of staff:


Prevent Further Harm


Complete Adverse Incident Report form





Senior Member of staff:


Grade Incident – red/amber/yellow/green





RED





AMBER





YELLOW GREEN





Implement Policy for Serious Untoward Incident Policy


Report incident to:


1. Immediate manager 


2. Director of Operations/ On-call duty Manager


Investigation Team:


To be agreed by Director of Operations in partnership with Risk Manager.





 Risk Manager to:


Outline incident to CE/Director of Operations


Ensure member of staff/Relatives informed


External Agencies & key


stakeholders informed


Hotline invoked (if required)


External review invoked (if necessary)


Appropriate Staff Support


Appropriate Feedback


Report to Executive Committee/ Executive Board





Issues reported to:


Risk Management Committee


Deport Team Meetings


Report recommendations, action & implement plan, monitor & review at:


Risk Management Committee








Inform Manager/area manager immediately


2.	Copy of ADO to Risk Management within 24 hours 


Investigation Team


Level of investigation to be determined, by the Director of Operations in conjunction with the Risk Management Dept, and other appropriate members of staff.








Issues reported to:


Risk Management Committee


Site Team Meetings


Recommendations/action plan monitored & reviewed by 


Executive Committee/ Board


Risk Management Committee


Issues Reviewed at


Risk Management Committee








Copy ADO form to Risk Management Dept


Area /line manager to be informed asap


Area/line manager to determine if an investigation is necessary in concurrence with other involved members of staff


Investigation team (if appropriate)


To involve appropriate local staff


To devise appropriate report with recommendations / action and implementation plan





Issues reported to:


Risk Manager (summative statistics & reports as appropriate)


Recommendations / Action plans / monitored & reviewed at:


Site Team meetings


Issues Reviewed at:


Risk Management Committee 


Executive Committee/  Board








� Health and Safety at Work Act 1974, Management of Health and Safety Regulations 1992, Reporting of Injuries, Diseases and Dangerous Occurrence Regulations 2013 (RIDDOR)


� Serious Untoward Incident Policy – found in the Human Resource and Health & Safety Manuals


� The ‘whistle blowing’ policy may apply in exceptional circumstances and staff are referred to the policy for raising clinical concerns
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