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1 Introduction and Responsibilities of the Panel 
 
1.1 The Serious Incident Review (SIR) is the process used within Cumbria, 

Northumberland, Tyne and Wear NHS Foundation Trust (the Trust / 
CNTW) to formally review serious clinical incidents at a multi-disciplinary 
Serious Incident Review Panel. 

  

1.2 The Panel meets weekly to review a number of serious clinical incidents 
and if necessary identify actions from the incident.  Extra Ordinary Panels 
may be convened as required to meet demand or address particularly 
complex cases. 

1.3 The Panel oversees and scrutinises the serious incident investigation 
reports.  In line with root cause analysis principles the Panel will consider 
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findings, any contributory factors and any root causes.  This will include 
whether the incident is considered by the Panel to have been predictable 
and / or preventable in line with the NHS England Serious Incident 
Framework (March, 2015). 

 
1.4 Members of the Serious Incident Review Panel will be given access to the 

reports in advance of the meeting in order to examine whether the care 
and treatment provided was timely and appropriate and in line with 
Policies, Standards and Good Practice. 

 
1.5 The Serious Incident Review Panel schedule of serious incidents will be 

timed in such a way as to allow the panel member’s time before each 
incident is presented to generate queries or concerns that need further 
clarity. 

 
2 Membership of the Panel 
 
2.1 The membership of the Panel includes the Chair, Senior Clinical Nurse, 

Head of Clinical Risk and Investigations, , Head of Safety and Security , 
Senior Pharmacist, Consultant Psychiatrist, Service User Representative, 
and Incidents, Complaints and Claims Manager.  Other members can be 
co-opted depending on the nature and complexity of the case, e.g. 
Safeguarding. 

 
2.2 The Chair of the Panel is a Consultant Psychiatrist, Group Medical 

Director or Group Nurse Director.  They will follow the guidance outlined in 
Appendix 1 in conducting the meeting. 

 
2.3 Where the incident involves the patient as the alleged perpetrator of a 

homicide, the Chair must be either the Group Medical Director / Group 
Nurse Director from the locality care group responsible for the services 
providing care and treatment to the perpetrator or the Executive Medical 
Director.  This is to ensure that if an Independent Investigation is 
commissioned by NHS England, there will be consistency in leadership 
throughout what can be a lengthy process.  

 
2.4 Prior to commencement of the meeting, Panel members are expected to 

have read the reports to familiarise themselves with the incident, identify 
any issues, highlight any areas which require further clarity and note areas 
of good practice. 

 
3 Clinical Team Attendance 
 
3.1 Associate Directors and representatives from the Clinical Team(s) 

providing care and treatment to the patient will attend the review or 
arrange for suitably informed and senior representation if they are unable 
to attend. 

 
3.2 It is important that key individuals involved in the care attend, and this 

includes the Consultant(s) and Care Co-ordinator(s) where applicable. 
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3.3 Where the care and treatment has been provided by more than one 
Clinical Team over the time period covered by the investigation, then all 
teams must be represented.  

 
3.4 Representatives from appropriate external agencies will also be invited. 
 
3.5 The Team Manager to ensure that all staff attending panel are fully 

supported and prepared. 
 
4 Conduct of the Panel Meeting 
 
4.1 At the panel discussion, which occurs prior to each incident review, panel 

members, with guidance from the Chair, will formulate questions based on 
the above and will agree which member is asking each question. 

 
4.2 The Chair will invite the Investigating Officer to give a brief verbal 

summary of the incident and any findings, conclusions and 
recommendations drawn from the investigation. 

 
4.3 The Chair will offer the Investigating Officer and the Lead Clinician the 

opportunity to add any comments at this stage. 
 
4.4 The Chair will ensure the care team and service management will have an 

opportunity to respond to the Investigating Officer’s findings and 
recommendations and will be able to update the panel on any actions that 
have been taken so far. 

 
4.5 The Chair will then open up the discussion to panel members to allow 

them to ask their agreed questions. 
 

4.6 The Chair is responsible for ensuring that the panel discussion keeps to 
the allotted timescale, however, where more time is deemed crucial to 
bringing the discussion to a satisfactory conclusion; they will use their 
judgement to balance this by running over the allotted time slot if 
necessary.  In exceptional circumstances, if time does not allow for the 
necessary discussion of the incident, the Chair may ask for the meeting to 
be re-convened. 

 
4.7 If at any time the Chair feels that the appropriate staff are not present to 

answer the Panel’s questions, or that there is a conflict of opinion between 
the Clinical Team(s) and / or the Investigating Officer, they can stop the 
review and request that it is re-convened when either: 

 

 Appropriate clinical staff are available to contribute to the 
discussion and / or; 

 Conflicts of opinion can be fully discussed prior to the review.  
 

5 Determination of Predictability and Preventability 
 
5.1 At the end of the discussion the Panel will determine whether, in its 

opinion, the incident was predictable and / or preventable. In doing so it 
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will consider all of the evidence presented in the report and the points 
highlighted within the discussion. 

 
5.2 Predictability is assessed using the following principle: 
 

 The incident would have been predictable if there was evidence from 
the service user’s words, actions or behaviour at the time that could 
have alerted professionals to the outcome, even if this evidence had 
been unnoticed or misunderstood at the time it occurred. 

 
5.3 Preventability is assessed using the following principle: 
 

 The incident would have been preventable if professionals had the 
knowledge, the legal means and the opportunity to stop the incident from 
occurring but did not take steps to do so.  Simply establishing that there 
were actions that could have been taken does not provide evidence of 
preventability as there are always things that could have been done. 

 
5.4 While it is ideal that the Panel and the Clinical Team agree on this 

determination, where there is disagreement the opinion of the Panel will 
take precedence. 

 
5.5 Where there is disagreement amongst the Panel members, the Chair will 

ask the Clinical Team to withdraw in order that further Panel discussion 
can take place.  If a unanimous view cannot be achieved than the majority 
view will be accepted.  If there is no majority view the Chair will determine 
the outcome. 

 
5.6 The Panel opinion of predictability and preventability will be recorded in 

the Safeguard System. 
 
6 Development of Action Plans 
 
6.1 At the end of the meeting, the Panel will agree and formulate actions from 

the Investigating Officer’s findings and recommendations. 
 
6.2 Any recommendations that the Investigating Officer has identified as well 

as any further actions from the Panel and Clinical Team will be built into an 
action plan and agreed during the review. 

 
6.3 The actions will be specific to the incident and will be actioned using a 

SMART approach; that is actions should be Specific, Measurable, 
Attainable, Relevant and Time-bound.  An appraisal of potential actions / 
solutions is undertaken before the final action plan is developed and 
agreed. 

 
6.4 Each action will have a delegated lead, however, the overall responsibility 

for the action plan being completed rests with the Associate Director. 
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Appendix 1 

Monitoring Tool 
Statement 
 
The Trust is working towards effective clinical governance and governance systems.  
To demonstrate effective care delivery and compliance, Policy Authors are required 
to include how monitoring of this Policy is linked to Auditable Standards / Key 
Performance Indicators will be undertaken using this framework. 
 

IP-PGN-04 - Serious Incident Review (SIR) Panel (Clinical) - Monitoring 
Framework 

Auditable Standard / Key 
Performance Indicators 

Frequency / Method / 
Person Responsible 

Where Results and 
Any Associate Action 
Plan Will Be Reported 
To, Implemented and 
Monitored; (this will 
usually be via the 
relevant Governance 
Group). 

1 Safer Care Reporting 

Processes 

Monthly / Head of Safety and 
Security / Patient Safety 
Manager 
 

Corporate Decisions Team 
– Quality 
Locality Care Group _ 
Quality Meeting 

2 Number and timeliness of 
Incident Reports 

Monthly / Head of Safety and 
Security 

Corporate Decisions Team 
– Quality 
 
 

3 Safer Care Report for  

Board of Directors 

Quarterly / Head of Safety and 
Security 
 

Board of Directors 

4 External scrutiny from  

the NECS /  

Commissioner for  

StEIS Reportable  

Incidents and their  

timescales 

 

Monthly / CCG Quality and 
Contract Groups / Head of 
Clinical Risk and 
Investigations 

NECS / Commissioners 
external assurance of 
processes 

5 Performance 
management through 
incidents reported 
through to external 
agencies such as Health 
and Safety Executive, 
NHS Protect, and 

Monthly / 6 monthly / NRLS 
Annually. 
 
As required for Health and 
Safety Executive 
 
As required for Care Quality 
Commission 

National body assurance 
processes in line with 
legislation, quality 
standards 
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National Reporting and 
Learning Service, Care 
Quality Commission in 
line with national 
requirements 

 
Head of Safety and Security / 
Head of Clinical Risk and 
Investigations 
 

 
The Author(s) of each Policy is required to complete this monitoring template and 
ensure that these results are taken to the appropriate Quality and Performance 
Governance Group in line with the frequency set out. 
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Appendix 2 
 

Serious Incident Review Process – Panel Chair – Aide Memoire 
 
The purpose of this document is to act as a reference tool for Directors who chair 
Serious Incident Review Panels.  Following feedback it was suggested that this 
document be produced as Directors may only chair panels 2 - 3 times per year, and 
it will act as a timely reminder. 
 
In advance of Serious Incident Review Panel discussion 
 

 Ensure all the panel know one another; 
 

 Mobile phones should be switched to silent; 
 

 Check everyone has the right incidents and received the papers without 
problems (most are emailed so there should be no excuses). Everyone should 
have read them in advance and should have their queries to hand; 

 

 Check to see if all panel members are staying for the duration of the meeting, 
if someone has to leave early it is better to leave before an incident is 
reviewed rather than half way through. 

 
About Each Incident and Prior to the Investigating Officer / Lead Clinician and 
Team Arriving 
 

 Remember to introduce each incident to the panel using the individual’s 
name, the incident numbers should only be used if we are talking about more 
than one incident, more often than not we will be reflecting on the life and care 
and treatment of a patient who has died in unexpected circumstances; 

 

 Allow the panel, to have their reflections on the Investigating Officer report, 
and raise concerns, when all issues have been considered, ask who will be 
asking questions about each issue and agree an order; 

 

 Sum up whether the panel thought the care and treatment was timely, 
appropriate or whether more could have been done, and whether this has 
been picked up by the Investigating Officer / Lead Clinician in their findings 
and recommendations. 

 
Invite the Investigating Officer / Lead Clinician and Team In 
 

 Introductions from the chair, the panel and the presenting team members; 
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 Ask if everyone knows why they are at the review, and whether they have 
been before; 
 
 

 Introduction to process as follows: 
 

“The purpose of the serious incident panel review process is to reflect on 
serious incidents in order to review care and treatment, and to see whether 
there are any lessons to learn, it is not to apportion blame, but it is a 
requirement to be assured that issues have been reflected and acted on by 
the Service Management Team.  This process is the final quality check of the 
report before it is shared external to the organisation, whether that is with 
Commissioners, the Coroner or with families as appropriate”; 

 

 Ask the Investigating officer to present the case, by giving a brief overview of 
the incident and the findings and recommendations; 

 

 Open the discussion up to the panel to ask the questions that have been 
previously agreed, understand at this point, that more questions may need to 
be asked and conversations may flow, it is important that the chair then 
controls the discussions, and understands that there is a time limited 
discussion and other incidents need to be reviewed; 

 

 The chair sums up the discussions and agrees with the panel which of the 
findings and recommendations will be accepted, and how they will be formed 
into actions, at this point it is also important to consider which other actions 
are required. 

 
At the End of the Review 
 

 Sum up the incident and reflect generally on the care and treatment provided, 
and ensure that if the care and treatment has been good and as per the 
standard expected that this should be fed back through service management 
at the review and followed up with a letter from the chair to the team. 

 


