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SERIOUS UNTOWARD INCIDENT POLICY
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1. RELEVANT TO

All staff     
2. PURPOSE

2.1
Nationwide Cleaning & Support Services Ltd (Nationwide) believes that an excellent organisation is, by definition, a safe and secure organisation. It therefore follows that caring for all personnel, improving safety and minimising risk is inseparable from all other corporate objectives.   Nationwide is committed to improving the quality of service, ensuring high standards of health and safety, and minimising loss by providing a system of incident reporting which allows all staff to record any incident which causes harm, damage or loss or has the potential to do so. The incident may involve members of staff, visitors, contractors and/or equipment, consumable items. The policy provides a clear framework within which members of Nationwide, its managers, and those responsible for staff, know both the extent and limits of their responsibility for the reporting of serious untoward incidents. The incident reporting arrangements are also designed to ensure that any incident that has the potential to involve Nationwide in either litigation or adverse publicity is promptly reported to the appropriate personnel so that it may be effectively managed. 

2.2
Nationwide is committed to establishing a thorough, timely and effective procedure for the investigation of any Serious Untoward Incident.  This policy describes the process governing the reporting and investigation of Serious Untoward Incidents.   

3. DEFINITIONS

3.1
A serious untoward incident has been defined as an incident that occurred resulting in:

· the unexpected or avoidable death or one or more employees, visitors or members of the public

· permanent harm to one or more employee, visitors or members of the public or where the outcome requires life-saving intervention or major surgical/medical intervention or will shorten life;
· a scenario that prevents or threatens to prevent an organisation’s ability to continue to deliver services; for example, actual or potential loss or damage to property, reputation or the environment

· a person suffering from abuse
· adverse media coverage or public concern for the organisation

· the core set of do’s and don’t do’ events
3.2
Those incidents that did not happen, but could have, are referred to as near misses. A serious untoward incident can affect any person, relative, visitor or staff.  It relates to those on Nationwide or clients premises.  
3.3

Examples of a serious untoward incident are as follows:-

· Death or major injury of staff at work 

· Incident causing death/major injury of visitors on Nationwide or Clients premises

· Suicide and serious self harm

4. DOCUMENT DEVELOPMENT


This policy has been developed to ensure that all staff have clear guidance on the reporting and investigation of Serious Untoward Incidents.
5. ROLES AND RESPONSIBILITIES
5.1
The post-holder responsible for the implementation of the Serious Untoward Incident process is the Director of Operations:   this post reports to and is accountable to the Chief Executive and Board of Directors.  The Director of Operations will advise the Board of Directors of all completed Serious Untoward Incidents and Action Plans and update the Risk Management and Safety Committee and the Board of Directors on completion.

5.2
When a serious untoward incident occurs the immediate priority is to minimise the risk to the person affected.  

5.2
During normal working hours (9-5) the Risk & Safety Manager or deputy must be informed immediately.  The Risk & Safety Manager/ Director or deputy will contact the Chief Executive (CEO), Director of Operations.  Flow chart for Adverse Incident Reporting (Appendix A).

5.3
Outside normal working hours, the on-call duty manager must be informed immediately who will then decide whether to inform the CEO immediately or on the next working day as appropriate.  In these circumstances, the on-call duty manager will take charge of the incident until a more senior manager arrives on site.

 An Accident & Dangerous Occurrence  (ADO) form must be completed by the staff member who detected the incident and sent to Risk Management Department.

 Depending on the circumstances of each individual case, the Director of Operations/ Risk & Safety Manager will notify the Police, HM Coroner, HSE, and Nationwide’s legal advisors, as required.  (Keystakeholders – Appendix D)
6. STAFF SUPPORT AND MANAGEMENT
6.1
All staff involved will need immediate support from their peers, colleagues and managers.  They might also require support such as counselling.  All staff involved in a serious untoward incident should be given the opportunity to receive such support from the Occupational Health Service.  Staff should be debriefed soon after the incident and kept informed at regular intervals.

6.2
In some circumstances, for their own benefit, staff involved might require time off work. Efforts will be made to meet this requirement, or staff can be offered the possibility of working in a different area of Nationwide for a period of time.  

7. PRELIMINARY INVESTIGATION
7.1
The Director of Operations will lead a preliminary investigation in conjunction with the Risk & Safety Manager.  Nationwide’s Guidance on the Investigation of Complaints, Claims and Incidents (Appendix E) will be followed. Nationwide will ensure that all serious untoward incidents are investigated thoroughly, impartially and in a manner that will satisfy external scrutiny.  A root cause analysis of the incident will be undertaken.  The purpose of the investigation is to establish the facts about what happened and not to apportion blame, so that Nationwide can learn from incidents.

7.2
Contemporaneous records of the incident must be kept by the Director of Operations/ Risk & Safety Manager to provide a record of why decisions were made, who made them and exactly what was decided.  An initial description of the incident and names of parties concerned must be recorded and an adverse incident form completed in all cases. The information collected must be in line with the HSE data set.

7.3
The investigation includes all staff members involved in the incident.  Consideration must be given to counselling and relevant support mechanisms for the staff members.

7.4
Staff will be required to provide statements, which are legible, signed, dated and timed in line with Nationwide’s guidance
 on the writing of reports and statements. The statements must be completed within three days of the incident. A copy must be given to the person making the statement.  Alternatively, staff may be asked to attend an interview, either on a one-to-one basis or as part of a group discussion.

7.5
Interviews may then take place.  The interviews could either be in the form of a one-to-one discussion or as part of a group discussion.

7.6
On the basis of the information obtained,  a short factual report will be prepared by the Nominated lead (as determined by the Director of Operations), which will provide a summary of the incident including a chronology of events and details of the action taken so far.  This report and any supporting documentation, including statements, must be forwarded to the Risk & Safety Manager within 20 working days.
8. INVOLVING EMPLOYEES/VISITORS
8.1
The Director of Operations informs the next of kin. For those incidents involving a visitor the police can be asked to assist with notification of the next-of-kin as appropriate.  

8.2
For all serious untoward investigations the Director of Operations or Risk & Safety Manager will arrange for the appropriate staff to meet the member of staff/ family to inform them of the investigation that will take place and the likely time-scale for completion of the process.  The member of staff/ family will be given the terms of reference and they will be given the opportunity to submit specific questions or a statement to the panel.

9. DISCIPLINARY ACTION
9.1
Follow the decision tree. (Appendix F)
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9.2
When a serious untoward incident occurs, the need for disciplinary action will be considered by the Director of Operations in conjunction with the relevant key staff, in accordance with Nationwide’s Human Resources policies and procedures (including suspension as an interim measure). Suspension is not a form of disciplinary action and may not be used or regarded as such.
9.3
Rather than re-investigate the circumstances, the serious incident inquiry report will be used as the basis for the disciplinary proceedings.  In most instances, disciplinary proceedings will only be commenced after the inquiry process has been concluded.  

9.4
Disciplinary proceedings will be considered appropriate where there are grounds for believing an employee has either:

 intended to cause harm, physically or psychologically to either a staff member or visitor; or

 acted recklessly, by deliberately going against a known policy without any justifiable cause and therefore taking an unjustifiable risk which could knowingly cause harm.

10. MONITORING 

10.1
The Risk Management and Safety Committee will receive an Annual Policy Review Report (APRR) from the Risk & Safety Manager who is responsible for the production of the APRR.  The report will monitor:
 different levels of investigation appropriate to the severity of the event(s)

 process for following up relevant action plans

 process for involving and communicating with internal and external stakeholders to share safety lessons

 immediate support offered to staff (internally and, if necessary, externally)

10.2
Progress with respect to the Action Plan arising from the APRR will be monitored by the Risk Management and Safety Committee, by an updated Action Plan, written by the Risk & Safety Manager six months after submission of the APRR.
Appendix A
APPENDIX B

Steps to be taken when encountering an unexpected death/body in suspicious circumstances

1 If it is immediately obvious that the body is dead - do not touch anything.  If there is any evidence of drug abuse, such as syringes/spoons etc, do not touch or move the evidence.  It is essential to preserve the scene.

2 If the person is hanging, i.e. by a noose, you will need to cut down the body, ensuring the knot is preserved

3 Prevent access to ALL UNAUTHORISED PERSONS, with the exception of a crash team/doctor who will be required to pronounce life extinct.

4 Advise responsible line manager and call Police/security.

5 Preserve the scene, locking doors where appropriate, to prevent unauthorised access.   If the incident has occurred say, at end of a corridor ensure as much of the corridor as possible is cordoned off, as there may be vital evidence some distance from the body, thereby creating as large a sterile area as large as possible.

6 In order not to destroy vital evidence, where it is necessary to enter a cordoned area, if possible unroll a roll of tissue paper (of the kind used on examination beds) thus creating a common walkway.

7  Person in charge needs to create a running log of events, including taking the following steps:

a) Note the time the body was found and by who

b) List all persons present

c) Take details of any witnesses i.e. staff/visitors/members of the public etc in immediate vicinity to ascertain if they saw anything

d) Nominate a senior manager in responsible position to co-ordinate events prior to the Police arriving

e) Identify any video footage of the scene, and all exit doors, including those not necessarily close to the scene as people can approach hospital through many entrances

f) If possible provide an adjacent office with an external phone for police use

g) If the body found is identified to be a patient, ascertain where, when and who last saw him/her

h) Identify personal effects but do not touch

Appendix C
Check list when dealing with an unexpected death

Employee Name:

Employee Number:

Date of Birth:

Date and Time of Death:

Depot:



Line Manager/ Supervisor:

	
	Signature


	Designation 
	Date completed

	Member of staff nominated to act as relatives main point of contact
	
	
	

	Director of Operations Contact
	
	
	

	Risk Manager/Legal Services Manager contacted
	
	
	

	Coroner informed
	
	
	

	Employee Records photocopied
	
	
	

	Incident form completed
	
	
	

	General Practitioner informed
	
	
	

	Police contacted (following advice from coroner)
	
	
	


This to be placed in the employee records

APPENDIX D

KEY STAKEHOLDERS REQUIRING, OR POTENTIALLY REQUIRING,

INFORMATION ON SELECTED COMPLAINTS

H M Coroner

Environmental Health

Health and Safety Executive

· Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995

· Ionising Radiations Regulations 1999

Police

Head Office to contact Insurance Company
Appendix E

GUIDANCE FOR THE INVESTIGATION OF COMPLAINTS, CLAIMS AND INCIDENTS

1
INTRODUCTION

1.1
Complaints, claims and adverse events may affect individual areas of Nationwide, or Nationwide as a whole.  Studies of incidents in industry, transport and military spheres have led to a much broader understanding of accident causation, with less focus on the individual who makes the error and more on pre-existing organisational factors. Successful investigation involves collecting and interpreting the facts.  Blame and disciplinary action lead inevitably to a culture of defensiveness, the withholding of information and difficulty in establishing the facts.  The following methods attempt to avoid these problems to ensure lessons are learned and practice is changed appropriately.  This in turn, will identify and address areas of poor performance, system failures, violation of procedures and the need for change in practice.  

2
DEFINITIONS

2.1
A complaint can be defined as “an expression of dissatisfaction requiring a response” (Citizens Charter Complaints Task Force).

2.2
A claim is defined as; allegations of negligence and/or a demand for compensation made following an adverse incident resulting in personal injury or any accident which carries a litigation risk to Nationwide.

2.3
An incident is defined as; any unintended or unexpected incident(s) that could have or did lead to harm for one or more employees/visitors.

3
UNDERTAKING AN INVESTIGATION

3.1
The primary purpose for investigation of a complaint, claim or incident is to ascertain what happened, how it happened and why it happened.  Nationwide undertakes to investigate and fully document all complaints, claims and incidents about any aspect of care provided and to do so thoroughly, impartially and objectively.

3.2
In many cases, a complaint, claim or incident does not result from a single event, but is more likely to have involved cumulative triggers, which in isolation may have no effect, but when they occur in an event chain, can be serious and result in staff harm.  When undertaking an investigation it is important to establish the root cause and avoid early judgement, blame or attribution.  For these reasons, lead investigators must receive root cause analysis (RCA) training from the Risk Management Trainer.

4
STAFF SUPPORT AND MANAGEMENT

4.1
All staff involved will need immediate support from their peers, colleagues and managers. They might also require support, such as counselling.  All staff involved in complaints, claims or incidents should be given the opportunity to receive such support from the occupational health service. Staff should receive regular updates on the progress of the complaint, claim or incident and should be debriefed as soon possible after the material event by their line manager and/or Legal Services Manager.  In some circumstances, for their own benefit, staff involved may require time off work.  Efforts will be made to meet this requirement, or staff can be offered the possibility of working in a different area of Nationwide for a period of time.

5
ROLES AND RESPONSIBILITIES

5.1
The Director of Operations (or nominated deputy), will lead the investigation of complaints and claims in liaison with the relevant area manager.

5.2
For incidents, the Risk & Safety Manager will facilitate the investigations of the incident working closely with the relevant Area Manager/ Supervisor.

5.3
The following approach should be adopted to establish the reason(s) for the complaint, claim or incident: please refer to the Serious Untoward Incident Policy, “Flow chart for Adverse Incident Reporting”, for reporting and investigation requirements for red, amber, yellow and green incidents, complaints and claims.

· Outline the sequence of events

· Identify the key elements of the complaint/claim/incident and list the questions asked

· Find and record each pertinent event and highlight any discrepancies between the complainant’s/claimant’s recollection and the events documented in the other records
· Identify any omissions in the documents

· Look at why the complaint, claim or incident occurred – causation

· Look at how the complaint, claim or incident occurred – system faults, active errors, latent failures, flawed defences

· Identify situational factors – distractions, circumstances, triggers for latent failures

· Concentrate on the facts

· Avoid early judgement, attribution or blame

6
PROCEDURAL STEPS

6.1
What happened?

Identify the key staff involved and decide who to interview or request a statement from.  Provide staff who are asked for a written report, with a copy of “A Guide for Staff on writing Reports and Statements”. If by interview, these should be undertaken in private and, if at all possible, away from the immediate place of work in a relaxed setting.  The purpose of the interview is simply to find out what happened and this should be explained at the outset.  The style adopted should be supportive and understanding, not judgmental or confrontational.  Most staff are genuinely disturbed when it becomes clear that something they have done has contributed to a complaint/incident.  The staff member may require additional support at this point; this may be resolved through supportive discussion or may require more formal support from counselling services provided through Occupational Health.

6.1.2
For complaints, claims and incidents reviews adverse incident reports, training records, personnel records and pre and post incident risk assessments.  Establish a chronology of events and 
identify the immediate action undertaken:  the chronology should include when the event(s) took place and where the event occurred.  Obtain written statements from those involved and preserve and examine any evidence, if appropriate from the scene.  Where appropriate, photographs should be taken and measurements made.  Any equipment involved should be identified and maintenance/repair records obtained. Highlight any discrepancies between the claimant's/complainant’s/staff’s account(s) and the events documented in the healthcare records/AIRS form.  Identify any omissions in the documentation.

6.2

How did it happen?
Identify the problems or events that led to the occurrence and record this chronologically.

6.3

Why did it happen?
Identify the contributory factors that led to the event occurring.  Usually an event occurs not as a direct result of any one factor, but due to a combination of several factors.  

6.3.1
Contributory Factors are:

Employee Factors

· language and communication

· personality and social factors

· interpersonal relationships

· physical factors

Task Factors

· task design and clarity of structure

· availability and use of method statements/ Safe Schemes of Work
· availability and accuracy of test results

Individual Factors

· knowledge, skills and competence

· motivation and attitude

· physical and mental health

· social/domestic

· personality

· psychological

Team Factors

· verbal and written communication

· supervision and seeking help

· team structure and leadership

Working Conditions

· physical environment

· staffing levels, skills mix and workload

· availability and maintenance of equipment

· administrative and managerial support

Organisation and Management

· financial resources and organisational structure

· policy standards and goals

· safety culture and priorities

Institutional Context

· economic and regulatory context

7
ANALYSIS

7.1
Complaints

Prepare a written report for the Risk & Safety Manager summarising the chronology, identifying the circumstances and factors giving rise to the complaint, responding to the questions and subject of the complaint, identifying if action is needed and whether the complaint is upheld or dismissed in your view.  Provide copies of any witnesses statements obtained during the course of the investigation to the Risk & Safety Manager.

7.2
Claims

Produce an action plan to address the root causes identified, thereby ensuring lessons are learned.  Prepare a preliminary analysis for the Director of Operations and the HSE, identifying those cases where the litigation risk exceeds 50% and carries a severity rating of red/amber.

7.3
      Incidents

On completion of the investigation a report setting out the findings, conclusions and recommendations will be compiled and sent to the Director of Operations.

7.3.1
In all cases, the Risk Management Matrix will be used to establish the impact. 

7.3.2
Recommendations and action plans arising from the investigation and analysis of complaints and claims will be monitored by the Risk & Safety Manager.

7.3.3
Investigation results will be recorded on the relevant module of the DATIX Risk Management System by the Risk & Safety Manager.

7.3.4
If during the course of the investigation or at its conclusion, it becomes clear there is a need for referral under Nationwide’s disciplinary procedures, the Police, HM Coroner, the matter must be referred to any or all of the following by the Director of Operations/ Risk & Safety Manager.
8
MONITORING 

8.1
The effectiveness of this guidance will be monitored through the Risk Management & Safety Management Committee which reports to the Executive Committee on an aggregated basis through the Risk Management & Safety Committee.




















Appendix F

Appendix G
Record of telephone enquiry in the event of a Serious Untoward Incident

	Nature Of Incident
	

	Date And Time Of Call 
	
	Call Taken By
	

	Callers Name
	
	Callers Status (i.e. Friend, Relative, General Public Etc)
	

	Remember; be helpful, courteous and prompt; there should be no suggestion of secrecy, evasiveness or hostility

	Details of Conversation; Remember this record will be kept.  Although each word does not have to be recorded you should note the main issues, questions and concerns raised by the caller and your response.  If insufficient space please continue overleaf or on another sheet.



	Follow Up Contact; Planned:  Yes/No* Requested:  Yes/No* If Yes please note who is to follow up and the date by which the caller was told they would receive a response.
*Delete as necessary

	Time Call Ended
	
	Signature
	


Please ask if the caller is happy that the details of the call are passed to the Director of Operations
 





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


Depot 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 recom mendations / action and implementation plan





Issues reported to:


Risk Manager (summative statistics & reports as appropriate)


Recommendations / Action plans / monitored & reviewed at:


Depot Team meetings


Issues Reviewed at:


Risk Management Committee 


Executive Committee/  Board








� Nationwide Guidelines for Staff Writing Witness Statements
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