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Background 

HealthHarmonie operates a transparent policy ensuring and promoting a fair working culture 
as well as encouraging staff/provider/commissioners and stakeholders to understand their 
roles to prevent error.  All procedures are accessible to staff at all times, staff are made 
aware that issues can/may or will arise and they are given the tools to be able to deal with 
such issues. 
 
HealthHarmonie encourages a professional network for assessment and referral staff to 
promote good practice in complex decision making. 
 
HealthHarmonie adopts compliance with National Reporting and Learning Service (NRLS) 
reporting by ensuring that any patient safety incidents are reported, they are reported on a 
monthly basis, no personal identifiable information is submitted, the degree of harm will be 
reported and that it will be reported on the same day or the next, if reported the next day 
justification will be provided for the tardiness. 
 
We work in line with the Serious Incidents Framework to ensure incidents are appropriately 
managed. 
 

Responsibilities 

All staff are responsible for identifying and reporting incidents. 

The Clinical Governance Manager is responsible for ensuring that this document is reviewed 

annually. The Clinical Governance team are responsible for the investigation of all incidents 

in line with this policy and sharing findings to the wider team internally and also externally to 

commissioners. They are also responsible for providing training for all staff on incident 

reporting and the serious incident framework.  

The Operations Director will be responsible for ensuring that this policy is implemented 

effectively. The Operations Director has responsibility for implementing action plans to 

mitigate risk from incidents. In addition, the Operations Director has responsibility for 

ensuring recommendations of internal audit are implemented once the final report is 

presented to the Clinical Governance Team.  

Clinical Leads have responsibility within their departments for incident target performance. 

The Clinical Leads will hold to account responsible staff through the monitoring processes at 

performance reviews. 

Department Managers have responsibility for ensuring this policy and associated procedures 

are applied within their sphere of responsibility; ensuring staff are aware and comply with 

their responsibilities outlined in this policy. Providing staff, service users or other persons 

involved in the incident with appropriate professional or personal support or access to such 

support as appropriate. 

Individual staff members, including clinicians, are responsible for taking appropriate action 

following an incident to prevent or reduce the chance of the incident re-occurring, escalating 
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concerns where needed, and supporting improvements to work processes following incident 

investigations and recommendations. 

Protocol 

HealthHarmonie adopts its own audit protocol which includes a planned audit cycle.  The 
following process is followed: 

 A clinic checklist is completed at the end of each clinic by the administrator for the 
clinic 

 An administration audit record is completed by a member of the management team for 
every clinic session, any resulting actions are discussed/implemented and monitored, 
these are then raised at management/service meetings 

 A summary of samples sent for analysis is completed at the end of every clinic session, 
this is monitored by the administrator of the clinic.  Once completed, it is signed off by 
a member of the management team 

 Spreadsheets, for the awarding body, will be provided monthly showing audit results 
for patients that have been seen in the required timescales i.e. from referral to 
appointment date 

 Any lessons learnt as a result of case/risk audits are formally logged on to 
HealthHarmonie’s systems and are accessible to all staff.  Monthly meetings take place 
to ensure this information is circulated.  Case studies are also used to continually assist 
staff in training/ updating procedures and ensure best practice.  Any themes identified 
as a result of the audits are highlighted and raised at monthly meetings, finding are 
raised, outcomes discussed, and action plans put into place.  The action plan is 
monitored and continually reviewed to ensure that it is fit for purpose and relevant to 
the patient. 

Standards for Immediate Management of Incidents 

The member of staff who discovers or is informed about the near miss or incident is 

responsible for informing the most senior member of staff on duty and taking immediate 

necessary action to ensure the safety of those involved. 

 The most senior member of staff is responsible for assessing the situation and taking 

appropriate immediate action to: 

o Ensure the wellbeing of all those involved and ensure the area is safe. 

o Manage the incident and minimise potential adverse effects of the incident. 

o Minimise the risk of the incident occurring again in the future. 

o Inform the patient, service user and / or family about the incident and possible 

requirement to investigate. 

 It should be remembered that the potential exists for the location of the incident to be 

classified as a “scene of crime”, if this is the case, or likely to be the case, the immediate 

location should not be disturbed more than is essential to provide first aid and should not 

be cleared or cleaned until authorised by police. 

 Where the incident involves a death, the body should not be moved other than for 

resuscitation attempts. 
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Standards for Reporting Incidents 

 The most senior person on duty is responsible for ensuring that the incident is 

reported by an appropriate member of staff. 

 The incident must be reported onto the Quality Assurance System, which is an 

electronic platform. 

 All safeguarding concerns must be reported as incidents and also referred to the 

relevant Adult or Child Services Safeguarding team. 

 All incidents where there is any suspicion of fraud, bribery, corruption or a similar 

offence must also be reported to HealthHarmonie’s Clinical Governance manager. 

 Incidents must reported to relevant external bodies such as RIDDOR, Police, MHRA 

and CQC. 

Recording and Grading the severity and Impact of the Incident 

 The incident report is to contain factual information and clinical judgements only, 

statements of opinion or assumptions must not be included. 

 HealthHarmonie is required to report some incidents to external agencies and 

stakeholders. The incident is graded to indicate both potential severity and the actual 

impact which indicates the level of investigation required. Impact influencing the 

grading must be directly related to the incident, not relating to a pre-existing 

condition. 

 Information Governance incidents follow specific potential severity grading based on 

Information Commissioner Guidelines. 

 The actual impact definitions are based on the National Reporting and Learning 

Service (NRLS) definitions. 

 The severity of the incident is decided on the outcome to the individual due to an act 

or omission of care, impact on the service or the organisation. The levels are no 

harm, minor harm, moderate harm, major harm or catastrophic. Incident procedure 

documents provide full explanation of the grading process. 
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Management and Investigation of Incidents 

 The “Manager’s Form” investigation section of the electronic incident report must be 

completed by the manager of the service/team or their deputy within 10 working days of 

the incident. This is inclusive of the how, why, what, the outcome, the communication to 

the person harmed or their family, the learning and how this is shared. 

 It is especially important that the managers’ workload is covered with a deputy during 

periods of leave to ensure there is delay to incident management. 

 An initial assessment is required for all with 24 hours of reporting: 

o incidents severity graded as red, and where requested within the service  

o Or the Serious Incident and Incident Management team believe the incident is severe 

or may fit into the Serious Incident Framework. 

 The assessment form should be reviewed within the senior management team within 48 

hours. 

 This panel will make a decision of whether the incident meets the Serious Incident 

Framework and requires reporting as a Serious Incident. The panel will also define the 

communication with the patient, family and loved ones. 

 The Serious Incident and Incident Management team will report the Serious Incident 

onto the national StEIS within 48 hours of the incident being reported. 

 For all Serious Incident a 72 hour report must be submitted to the relevant Clinical 

Commissioning Group (CCG).  

 The completed investigation report must be submitted to the relevant Clinical 

Commissioning Group (CCG) within 60 working days.  

 The completed investigation report requires approval prior to external submission, with 

any minor amendments being reviewed by the Senior Management Team. 

 Should deadlines not be met, numbers and details of overdue incidents and Serious 

Incidents will be escalated on a weekly basis to the board of directors. 

Learning from Incidents 

 The purpose of reporting and investigating incidents is to ensure that HealthHarmonie 

learns and prevents similar incidents from occurring in the future. Sharing learning is 

crucial to HealthHarmonie and the methods for learning are demonstrated with the 

Organisational Learning Strategy. 

 Learning from incidents should be widely shared with staff within their team involved via 

a variety of different methods: 

o Circulation of the final approval investigation report 

o Team meetings 

o Table Top Reviews 

o Clinical supervision / one-to-ones / reflective practice 

o Learning from Incidents meetings 

 Learning across the organisation is all important and should be undertaken through a 

variety of methods: 

o Hotspot and Learning Matters publications 

o Quality and Safety meeting 
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o Immediate Learning from Serious Incident Panels – Alerts 

o Weekly Bulletin 

o Learning Network Meetings 

 All Serious Incident investigation which have had an final grade impact score of 4 major 

or 5 catastrophic with return to an Evidence of Improvement Panel four to six months 

after the incident being reported. Chaired by the Medical Director the panel will request 

assurance evidence form the team that the action plan has been completed and any 

changes made in practice. 

 The Clinical Commissioning Group (CCG) may also randomly select Serious Incident 

cases to provide commissioner level assurance. 

Standards for Supporting for Staff 

 The process of investigation and the procedural issues relating to an incident can 

occasionally be very time consuming for staff involved. HealthHarmonie acknowledges 

that staff may find the process stressful and recognises it is therefore important that staff 

are appropriately supported. This applies to all staff, including bank, agency and locum 

workers, volunteers and those on work experience. 

 The Director of Operations has a specific responsibility to ensure and provide assurance 

to the Board that processes are in place for all staff who are involved in a traumatic or 

stressful event to be supported throughout and receive continued support after the event, 

if required. 

 Line managers are responsible for providing adequate and appropriate support for staff 

following an incident. 

 Staff must be informed if an investigation is being undertaken into an incident in which 

they were involved, kept up to date with the progress, the eventual outcome and learning 

to be implemented. 

 Where a case is to go to inquest or criminal trial support can be provided by the Quality 

Governance team. 

 Staff involved in a traumatic or stressful event must inform their manager if: 

o They are experiencing difficulties associated with the situation or as a result of the 

requirement to act as a witness, in order to enable their line manager to support them 

directly 

o Request referral to relevant support services if they are experiencing difficulties 

o Time is required away from the workplace to attend any meetings associated with the 

claim or court proceedings, or, where required, to attend for counselling or support 

Risk Management 

Serious incident reports are used to inform the risk management register, information from the 
incidents is used in relation to lessons learnt for HealthHarmonie and this information is 
circulated to staff and used to inform/update or make more robust practice procedures. 
 
HealthHarmonie adopts the Serious Incident Reporting and Learning Framework (SIRL) 
National Framework for Reporting and Learning from Serious Incidents requiring Investigation 
which replaced the West Midlands Strategic Health Authority (WMSHA) Serious Untoward 
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Incident (SUI) Reporting Policy and Procedure April 2008.  Practitioners working with 
HealthHarmonie are made aware of the procedure and are expected to adopt as their own. 
 
HealthHarmonie adopts a robust reporting system should any SUI take place.  On immediate 
discovery of a SUI HealthHarmonie will adopt the reporting structure identified in the fore 
mentioned document.  If an incident has significant implications in relation to managerial, 
clinical or media issues HealthHarmonie will liaise with the Commissioners to contact the 
Head of Patient Safety. Should the incident relate to a media interest 
HealthHarmonie/Commissioners will liaise with NHS England Communications team.  
 
Serious incident reports are used to inform the risk management register, information from the 
SUI is used in relation to lessons learnt for HealthHarmonie, and this information is circulated 
to staff and used to inform/update or make more robust practice procedures. 
 
All staff are actively encouraged to keep up to date with new legislation or procedures in 
relation to this, updates are circulated as a matter of urgency when released. 

Incident Reporting Systems: 

HealthHarmonie includes in each service protocol (please see section 5.6.1) procedures 
relating to: 
 

 Alert MHRA/commissions/NHS England/Yellow form/DoH/Medicines Management 

 Incident report book 

 Health & Safety Book 

 Health & Safety Executive / Riddor 

 GPs in relation to referrals 

 CQC and Commissioners if required 

 CCG Quality Teams 

 Police (if safeguarding incident) 
 
All policies and procedures are cross referred for example the Health & Safety Book cross 
refers to the Staff Handbook / Health & Safety Policy. 
 
The clinical staff are trained in CPR and to make an assessment of the medical problem. They 
are also trained to call for medical aide if that is deemed appropriate for the assistance of a 
paramedic / ambulance.  
 

Guidance 

HealthHarmonie uses guidance from the National Patient Safety Agency (NPSA) in relation 
to: 

 Patient safety – no patient is sent to any premises that is unknown to HealthHarmonie 
staff 

 Consent – consent is always obtained from the patient whether it is verbal or written 
(file audits are undertaken on a daily basis to ensure consent is given) 

 Confidentiality – all information in relation to the patient is kept confidential unless the 
patient consents to sharing the information 
 

All Clinical Incidents must be reported immediately via the quality assurance system. If system 
access is not available the Head of Operations needs to be informed.  
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V1.2 29/06/2016 Very Minor adjustment made to this policy Samantha 
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V1.3 02/05/2017 Minor Adjustments Samantha 
Paterson 
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