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1 Introduction 
 

1.1 In an organisation as complex and diverse as Cumbria, Northumberland, 
Tyne and Wear NHS Foundation Trust, (the Trust / CNTW) it is inevitable 
that the organisation will experience a large number of incidents ranging 
from near miss, no harm activity to the most serious, it is only through 
thorough investigation of the root causes, can an organisation really learn 
and improve the quality and safety of the care it delivers. 

 
1.2 The Incident Policy and Practice Guidance Notes have been written to 

support the effective learning culture for the organisation through a robust 
reporting and investigating process that aids individuals, teams, 
directorates and the organisation as a whole to embed in its day to day 
activity. 

 
1.3 A number of processes are in place to aid effective learning across the 

organisation both at a corporate and more specific within teams and 
departments. 

 
 

2 Identification of issues and Learning from Incidents 
 
2.1 When activity is reported, in line with Trust Policies, the learning from 

incidents occurs at different stages depending on the context and severity 
of incidents, the chart on page 7 gives an indication of the processes in 
place from the first 24 hours up to a full year review of incident activity, 
some based on review of 1 incident and annually more globally in 
comparison to year on year activity and in line with national reports and 
information.  The flowchart at Appendix 2 explains the processes of 
sharing and learning activity. 

 
2.2 Following this process, it can be seen how the Trust has implemented a 

number of activities to evaluate whether policies are working as intended 
to keep people safe and improve quality and safety of care.  It is 
worthwhile mapping out learning processes when an incident occurs. 

 
 
3 Learning within 24 Hours 
 
3.1 The incident is reported through the web based interface, in the majority of 

incidents within the Trust.  The only incidents which are not initially 
reported through the web based interface are those that have been 
reported to the Trust directly from a Coroner’s Officer prior to the Team 
being informed, this only occurs for about 100 incidents out of 37,000 per 
year.  This allows Managers and any specialists who need to be notified 
that an incident has occurred. 



IP-PGN-05 

 

 
Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust 
IP-PGN-05 – Learning Lessons from Incidents and Near Misses– V04 – Iss 04 – Oct 19 
CNTW(O)05 – Incident Policy  

2 

3.2 The nature of the incident will directly impact on the follow up action, for 
example a serious incident of unexpected death in the locality care group 
community services, the immediate action is through our Duty of Candour 
processes, supporting families, carers and staff to come to terms with the 
loss, and supporting any agencies that are currently involved to 
understand the circumstances.  However, if there has been an in-patient 
unexpected death a greater level of support may be required due to 
ongoing Police, Health and Safety Executive and Care Quality 
Commission investigations. 

 
3.3 Within the first 24 hours, systems will have been stabilised, an assessment 

will have been carried out of whether there is a need to urgently 
communicate across the Trust through the Central Alerting System, to 
inform other services of the risk of the incident re-occurring.  There may be 
a consideration of creating a new risk through the risk management 
processes of the Trust.  For any serious incident the Service Team are 
required to complete an initial report within 72 hours, this indicates what 
they have done, who they have supported, how our responsibilities under 
Duty of Candour have been fulfilled.  This report is sent to Locality Care 
Group Directors so they are fully briefed about the incident. 

 
3.4 For any other incident Managers will provide an update as they authorise 

the web based incident and submit it within the system, this provides 
assurances that all incidents within the Trust are being considered by 
managers, and appropriate action being taken.  This is also an opportunity 
to see which patients may need more clinical support on inpatient wards, 
this is important as this is where 98% of the Trust’s activity originates.  It is 
well recognised both locally and nationally that over 30% of this activity 
relates to aggression and violence. 

 
3.5 As part of immediate actions managers in partnership with the Safety 

Team of the Trust, can decide that it is important to cascade an outcome 
of the incident to other areas and teams.  Examples of these alerts, are 
included in the Safety Messages Section, but can also include CAS Alerts 
to cover the following areas: 

 

 Any new type of illicit substance / New Psychoactive 
Substance that is currently circulating and the risks they 
pose; 

 

 Any new type of ligature risk following a self-harm episode, 
with advice / guidance and support; 

 

 Issues in relation to clinical practice following the review of 
an incident or number of incidents; 

 

 Clarification to Clinical Teams about standards and practice 
where it is found that clinical standards have not been 
complied with i.e. observation, seclusion etc.; 
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 Standardisation of incident collection, in order to inform other 
agencies of risks such as ambulance delays etc. 

 
4 Learning within 7 days 
 
4.1 Reports are produced for Clinical Teams relating to all their incidents and 

disseminated by the Electronic Risk Management System on a Monday 
morning, this gives Managers an insight to the incidents that have 
occurred in the previous week in their services, so they can look for trends 
or increases in their activity. 

 
4.2 Every Friday the Trust’s serious incidents, safeguarding issues, complaints 

and complex clinical issues are discussed with the Locality Care Group 
Directors and the Executive Director of Nursing and Chief Operating 
Officer at the Business Delivery Group Meeting - Safety.  The same 
information has been shared electronically and anonymously with 
operational leads, so teams are aware of the types of serious incidents 
and complaints that have occurred within the Trust. 

 
4.3 The same reports are shared with the Locality Care Groups, so the focus 

is then on their own activity and any initial concerns can be discussed and 
shared with the Associate Directors.  Investigations for serious incidents 
commence and plans for After Action Reviews start to take place, to inform 
of other team focussed issues. 

 
 
5 Learning within 1 month 
 
5.1 Serious Incident Investigations and After Action Reviews will be well 

underway, with teams considering local learning after reflection, at any 
point in this learning CAS Alerts or Safety Messages can be sent out. 

 
5.2 Every month reports are produced that highlights the Trust activity from 

individual teams and clinical groups that are considered through the 
Locality Care Groups – Quality Meeting, as well as corporately through the 
Corporate Decisions Team – Quality Meeting.  This allows monthly 
reflection, and a discussion around trends acknowledging that the detail 
and outcomes of incidents, complaints and claims may not be known at 
this stage. 

 
 
6 Learning within 1 – 3 months 
 
6.1 Corporate meetings will have considered quarterly updates around 

incident activity in line with their Terms of Reference, such as Health, 
Safety and Security reviewing the physical assaults on staff, and other 
security related incidents.  Medical Devices, Infection, Prevention and 
Control, Seclusion, Management of Violence and Aggression Groups will 
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also consider their specific incident information and consider any changes 
to policy and practice required. 

 
6.2 The Board of Directors receives monthly reports relating to Safer Care, 

which outlines the activity for the last period, acknowledging the systems 
and processes in place within the Trust, and an update around increases 
or decreases to specific serious incident activity over the last quarter. 
Quarter 4 of the Safer Care report represented the full years activity, in line 
with production of information for the Trust’ Quality Account. 

 
6.3 A new cycle of board reporting has been agreed and the front of each 

board report indicates the current cycle of reporting. 
 

 
6.4 Within 60 working days of serious incidents being investigated they are 

presented to the serious incident panel and any learning, reflection is 
shared with the Locality Care Group Directors, senior clinicians and the 
service involved.  The Associate Director will action any improvements and 
share with the team or wider within Clinical Services through their 
established learning systems. 

 
 
7 Learning Annually 
 
7.1 The Trust considers its activity in line with national data such as the 

National Reporting Learning System every 6 months, and as part of the 
review of activity in Quarter 4 in comparison to previous quarters. 

 
7.2 The Board of Directors receives an Annual Report in respect of Security 

Management, to understand the types of security incidents the Trust gets 
exposed to and the role of the Local Security Management Specialists in 
aiming prevent and deter further incident activity, utilising systems such as 
CCTV, Security Systems, Lone Working Devices etc. 

 
7.3 The Trust reflects on its incident activity in its annual quality account 

received by all members of the Trust, to review the culture of reporting. 
This allows for independent scrutiny from external stakeholders. 

 
7.6 All of the above information and learning that takes place at every level, 

allows the external Commissioners to be assured that we have robust 
systems in place for reflection and learning to utilise this learning to inform 
the necessary improvements to quality and safety of care. 
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8 The Learning Cycle 
 

8.1 The following chart indicates visually the learning systems following the path of incidents and complaints. 
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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-05 - Learning Lessons from Incidents and Near Misses - 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 National Reporting 
and Learning Service, 
Care Quality 
Commission in line with 
national requirements 

Monthly / 6 monthly / NRLS 
Annually. 
 
As required for Health and 
Safety Executive 
 
As required for Care Quality 
Commission 
 
Head of Safety and Security / 
Head of Clinical Risk and 
Investigations 
 

National body assurance 
processes in line with 
legislation, quality 
standards 

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 

Complaints , 

Litigation, 

Incidents

Information 

Received into 

Patient Safety 

Team

Information and 

activity managed 

as part of 

appropriate 

policy

Information 

recorded on 

specific modules 

in NTW 

Safeguard Risk 

Management 

System 

Information 

reported back to 

Associate 

Directors/ Clinical 

Nurse Managers / 

Ward / Team 

Managers on a 

Weekly basis , 

Learning from 

Activity 

cosnidered weekly 

by Business 

Delivery Group - 

Safety 

Information 

shared in 

Monthly Locality 

Care Group 

Quality Meeting 

Review of 

Information by 

service / service 

manager and any 

remedial actions 

taken including 

risk register 

activity

Review of 

Information for 

quality and safety 

and any remedial 

actions taken 

including

CAS alerting 

(both internal and 

external) and risk 

register activity

Information 

presented in  

reports to 

Corporate 

Decisions Team – 

Quality in Monthly 

meetings

Review of 

Information by 

Committee with 

any challenges 

raised, answered 

by Committee 

members

Review of 

Information by 

Group and any 

remedial actions 

taken including 

consideration of 

risk register 

activity

Information 

presented Quarter 

4 Safer Care 

Report to Board of 

Directors to 

include annual 

review of activity 

Information 

shared with 

Commissioners 

on a monthly 

basis with 

opportunity of 

engagement and 

reflective review

Information reported externally as part 

of local or national requirements

Commissioners

Health & Safety Executive

National Reporting and Learning 

System

Care Quality Commission

NHS Improvement

NHS Resolutions

Department of Health

From Date 

Received

7 days

From Date Received

1 month

From Date Received

1 year

From Date Received

Safer Care Reporting 

Information 

included in 

Annual Quality 

Account

NTW (O) 07 

Complaints

NTW (O) 06 

Management of 

Claims

NTW (O) 05 
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Specialists 

receive specific 

reports 

pertaining to 

their area of 

corporate 

accountability, 

Safeguarding, 

IPC, Information 

Governance, 

Security, 

Violence,  MHA.

Information presented in 

Safer Care quarterly 

reports to Board of 

Directors as part of cycle 

of Board Safety Reports

Review of Information by 

Group members

3 months

From Date Received

Learning Points

Review of 

Information by 

Board members

National Learning 

with External 

Agency Support

Local Learning 

with 

Commissioner 

Support

Learning Points

 


