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Organisation Name:                
 Higher standard  

Principle Step Standard 1 2 3 Comments 

Timely and 
Responsive 

 

1.The incident has been 
internally reported without 
delay (Datix etc.) 

Delay in reporting 
incident. 
Any reports 
without clear and 
consistent date 
information.  

 
Incident reported 
immediately  

 

Collaborative Identifying 
the 
problem 

2.Depending on the nature, 
circumstances and 
outcome of the incident, 
consideration should be 
given to other bodies to 
whom the incident must be 
reported, for example to 
professional regulators, the 
MHRA, the police, the 
HSE, safeguarding GPS, 
local Safeguarding Boards 
and the appropriate 
regulator. 

Incident not 
reported to other 
agencies /bodies 
when it should 
have been. 

Some agencies 
informed, but not all 

All relevant agencies and 
bodies have been notified 
– or - no external 
agencies have been 
informed as the incident 
did not require this. 

 

Open and 
Transparent 

3.The patient/carer has a 
single point of contact in 
the Organisation and is 
placed at the centre of the 
process.  

 
Patients have been 
involved in the 
investigation and the Duty 
of Candour has been 
applied. 

The patient/carer 
has not been 
informed of a 
point of contact, 
there is no 
evidence that the 
patient/carer has 
been contacted 
regularly. 

 

Patients/carers should be 
provided with a named 
individual (NB. this is 
different to the “named 
nurse”), a single point of 
contact with whom they 
can liaise.  There is 
equality of access for all 
incidents, with particular 
consideration for those 
people who may find it 
more difficult to use the 
process. 
 
Patient or patient 
representative have been 
involved in the RCA and 
development of an action 
plan. 
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Objective 
Proportionate 

4.A lead investigator is 
identified. 

No identified lead  

The complexity and 
seriousness of the 
incident should influence 
the extent of any 
investigations. The level 
of seniority of the person 
leading any investigation 
must match the level of 
severity of the incident 
Where conflict of interest 
issues arise, it is good 
practice to engage the 
services of a person who 
is external to the 
Organisation or where 
the incident took place. 

 

Objective 
Proportionate 

5.Involving and Supporting 
those involved 

No recognition 
that  those 
involved are 
affected and need 
support, no 
mechanisms in 
place 

 

The needs of those 
affected (patients, carers, 
staff) are a primary 
concern and are 
supported throughout the 
investigation. 

 

Proportionate 
Collaborative 

Gathering 
and 
mapping 
information 

6.MDT involvement in the 
RCA is evidenced where 
appropriate. The 
investigation team should 
include professional(s) with 
experience relevant to the 
incident under 
investigation.  

Completed by a 
single 
professional 
where more input 
is required.  

 

All professionals involved 
in the person’s care have 
been involved, which 
may include different 
organisations in the 
patient pathway. In 
certain circumstances, 
this may be only one 
professional.  

 

Collaborative 7.Where the investigation 
involves more than one 
organisation, a lead 
organisation should be 
agreed to coordinate local 
investigations and 
amalgamate findings, or to 
oversee one joint 
investigation. 
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Preventative 

8.Where a serious incident 
raises concerns in relation 
to individual staff culpability 
or competence, these 
concerns should be 
managed in accordance 
with local HR procedures 
and referred to 
professional bodies as 
appropriate. 
The Incident Decision Tree 
will have been used. 

IDT not used and 
blame 
apportioned 

 

IDT used. Organisation 
demonstrates justifiable 
accountability and a zero 
tolerance for 
inappropriate blame 

 

Objective 
Preventative 

9.Investigations are 
thorough. Where 
appropriate obtain 
independent evidence and 
opinion and are carried out 
in accordance with local 
procedures, national 
guidance and within legal 
frameworks. 
 
The principles of root 
cause analysis (RCA) and 
relevant NPSA guidance 
(www.nrls.npsa.nhs.uk/res
ources) should be applied 
to all NHS investigations. 
All serious incidents should 
be investigated using best 
practice methodologies 
such as RCA. Methodology 
should be briefly but clearly 
set out in the investigation 
report. 

  

After the initial 
assessment, the nature 
and scope of the 
investigation is 
determined and the 
approach to it planned.  
Statements, interviews, 
reviews of notes and site 
visits will usually 
constitute the bulk of an 
investigation but third 
party sources of 
independent evidence to 
evaluate findings against 
will also be obtained. If 
the investigation was 
based solely on a review 
of entries into the health 
record, this is usually 
inadequate. The 
investigator is chosen 
and sufficient evidence is 
gathered. 

 

Systems 
Based 

Analysing 
Information 

10.Root cause  and 
contributory factors 
identified through use of a 
recognised tool or narrative 

No root cause 
identified 
(although the RCA 
may identify there 
is one this may be 
disputed). 
Appropriate 
investigation tool 
identified, but not 
used. 
 No contributory 
factors identified 

 

Root cause identified and 
agreed, evidenced by 
use of a recognised tool 
such as 5 whys, or 
fishbone, timeline is used 
effectively etc. 
Contributory factors have 
been explored to include, 
human factors, staffing, 
training, equipment, 
environment etc. 
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Proportionate 
Objective 

11.The investigation of the 
incident is complete, 
impartial and fair. 

  

Incidents need to be 
examined in a fair, 
impartial and objective 
manner. Investigators 
should approach people 
and issues with tolerance 
and an open mind, 
listening to and taking 
account of what they say. 
They should respect 
people as individuals and 
ensure that anti-
discrimination, fairness 
and equity principles are 
applied throughout the 
process. All the relevant 
evidence should be 
gathered as the 
investigator has a 
fundamental obligation to 
ascertain all the facts. 
They must not have, or 
be perceive to have any 
conflict of interests. 
Unbiased decisions 
should be made based 
upon sufficient evidence. 
 
The report is simple, 
easy to read, includes 
information as outlined in 
the SI Framework and 
submitted to the 
commissioner within 
agreed timescale. 
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Preventative Generating 

solution 
12.An agreed 
SMARTaction plan should 
set out how each 
recommendation from the 
investigation will be 
monitored, implemented, 
measured, and shared; it 
should also make clear 
who is responsible for 
taking action together with 
the timescales for delivery.  
 
A review date should be 
set to establish the efficacy 
of actions planned/taken 
and the sustainability of the 
overall approach. 
 
There is an identified lead 
for the action plan. 
 
Whole investigation report 
is reviewed and signed off 
by a person of appropriate 
seniority within the 
organisation. 
 

Actions bear no 
resemblance to 
the narrative 
within the RCA. 
 
Inappropriate 
overall signoff. 

Actions are relevant 
but do not have fixed 
timescales for 
delivery or nominated 
leads. 

Actions are relevant to 
the narrative, represent 
the root cause and 
contributory factors, have 
time scale and nominated 
person.  
 
Accountable person 
identified for whole action 
plan who will take 
responsibility for holding 
others to account for their 
actions. 

 

Preventative 
13.Learning is identified 
and shared across the 
organisation and more 
widely across 
organisations 

  

There is evidence that 
learning is shared 
through departments, 
meetings, Board and via 
improvement agencies 
such as the Patient 
Safety Collaborative 

 

Preventative 14.Actions result in 
improvements as 
demonstrated through 
audit etc. Consider who, 
outside of the immediate 
incident, may benefit from 
the learning arising from 
the RCA, including 
nationally, and share the 
learning accordingly. 

  

Lead investigator needs 
to be of an appropriate 
level of seniority with an 
appropriate level of 
expertise and experience 
to ensure appropriate 
shared learning. 

 

  

Total score 
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Figure 1: Principles of Serious Incident Management 

Key Principle Supporting Information 

Open and Transparent The principles of openness and honesty as out lined in the NHS Being Open guidance and the NHS contractual Duty of Candour
1
 must be applied in 

discussions with those involved. This includes staff and patients, victims and perpetrators, and their families and carers.  

Openness and transparency (as described in ‘Being Open’) means: 

• Acknowledging, sincerely apologising and explaining when things have gone wrong; 

• Conducting a thorough investigation into the incident, ensuring patients, their families and carers are satisfied that lessons learned will help 

prevent the incident recurring; 

• Providing support for those involved to cope with the physical and psychological consequences of what happened
i
 

It is important to remember that saying sorry is not an admission of liability and is the right thing to do. Healthcare organisations should decide on the 

most appropriate members of staff to give both verbal and written apologies and information to those involved. This must be done as early as possible 

and then on an ongoing basis as appropriate.  

The NHS Litigation Authority provides advice on saying sorry available online from: http://www.nhsla.com/claims/Documents/Saying%20Sorry%20-

%20Leaflet.pdf  

Preventative 

 

Under this framework, investigations of serious incidents are undertaken to ensure that weaknesses in a system and/or process are identified and 

analysed to understand what went wrong, how it went wrong and what can be done to prevent similar incidents occurring again
ii
. Its overarching 

purpose is to inform learning.  

They are not conducted to hold any individual or organisation to account as other processes exist for that, including criminal proceedings, disciplinary 

procedures, employment law and systems of service and professional regulation, such as the Care Quality Commission and the Nursing and Midwifery 

Council, the Health and Care Professions Council, and the General Medical Council. 

Organisation must advocate justifiable accountability and a zero tolerance for inappropriate blame. The Incident Decision Tree
2
 should be used to 

promote fair and consistent staff treatment within and between healthcare organisations. 

Objective Those involved in the investigation process must not be involved in the direct care of those involved nor should they work directly with those involved in 

the delivery of that care. Those working within the same team may have a shared perception of appropriate/safe care that is influenced by the culture 

                                                           
 
2
 The Incident Decision Tree (first published by the NPSA) aims to help the NHS move away from attributing blame and instead find the cause when things go wrong. The 

goal is to promote fair and consistent staff treatment within and between healthcare organisations. NHS England is planning the re-launch of the incident decision tree 
during 2015/16.  

http://www.nhsla.com/claims/Documents/Saying%20Sorry%20-%20Leaflet.pdf
http://www.nhsla.com/claims/Documents/Saying%20Sorry%20-%20Leaflet.pdf


. 
and environment in which they work. As a result, they may fail to challenge the ‘status quo’ which is critical for identifying system weaknesses and 

opportunities for learning. 

Demonstrating that an investigation will be undertaken objectively will also help to provide those involved (including their families/carers) with 

confidence that the findings of the investigation will be robust, meaningful and fairly presented. 

To fulfil the requirements for an independent investigation, the investigation  must be both commissioned and undertaken independently of the care that 

the investigation is considering (see appendix 3)  

Timely and responsive Serious incidents must be reported without delay and no longer than 2 working days after the incident is identified (part three; section 3 outlines the 

process for reporting incidents).   

Every case is unique including: the people/organisations that need to be involved, how they should be informed, the requirements/needs to 

support/facilitate their involvement and the actions that are required in the immediate, intermediate and long term management of the case. Those 

managing serious incidents must be able to recognise and respond appropriately to the needs of each individual case.  

Systems based  The investigation must be conducted using a recognised systems-based investigation methodology that identifies: 

o The problems (the what?); and  

o The contributory factors that led to the problems (the how?) taking into account the environmental and human factors; and  

o The fundamental issues/root cause (the why?) that need to be addressed. 

Within the NHS, the recognised approach is commonly termed Root Cause Analysis (RCA) investigation. The investigation must be undertaken by those 

with appropriate skills, training and capacity.  

Tools and training resources to support robust systems investigation in the NHS are available to download from 

http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/  

Proportionate The scale and scope of the investigation should be proportionate to the incident to ensure resources are effectively used. Incidents which indicate the 

most significant need for learning to prevent serious harm should be prioritised. Determining incidents which require a full investigation is an important 

part of the process (see part one; section 1.1) and ensure that organisations are focusing resources in an appropriate way to ensure lessons are learnt 

from effective investigations.  

Typically serious incidents (as defined in part one; section 1) require a comprehensive investigation but the scale of scope (and required resources) 

should be considered on a case by case basis. Some incidents may be managed by an individual (with support from others as required) whereas others 

will require a team effort and this may include members from various organisations and/or experts in certain fields. In many cases an internally managed 

investigation can fulfil the requirements of serious incident investigations but in some circumstances (e.g. very complex or catastrophic incidents 

spanning multiple organisations where the integrity of the investigation would be challenged/undermined if managed internally) an independent 

investigation may be required (see appendix for further details). In exceptional circumstances a regional or centrally led response may be required. 

Collaborative Serious incidents often involve several organisations. This may be due to an organisations involvement/interaction with individuals involved or as a 

result of their statutory or contractual obligation to investigate (or oversee) issues within specific settings. Organisations must work in partnership to 

http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/


. 
ensure incidents are effectively managed. There must be clear arrangements in place relating to the roles and responsibilities of those involved (see part 

two; section 3). Wherever possible partners should work collaboratively to avoid duplication and confusion. There should be a shared understanding of 

how the incident will be managed and investigated and this should be described in jointly agreed policies/procedures for multi-agency working. 

 

                                                           
 
 
 
 


