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EXECUTIVE SUMMARY 

 

The Serious Incident and Never Event Management Policy aims to explain the 

responsibilities and provide a clear process for managing Serious Incidents (SI’s) within the 

Clinical Commissioning Group (CCG). For the purpose of this policy SI refers to both serious 

incidents and never events. The policy applies to all NHS-funded care provider 

organisations.  

The CCG is accountable for effective governance and learning following all Serious Incidents 

and seeks to work closely with all provider organisations as well as commissioning staff 

members to ensure all SI’s are reported and managed appropriately.   

Intelligence gained from SI’s will be used to influence contract monitoring, quality and safety 

standards for care pathway development and service specifications. 

The purpose of this policy is to embed the two national frameworks established by NHS 

England into local operation. The Serious Incident Framework and the Revised Never 

Events Policy and Framework issued in April 2015 replace the National Framework for 

Reporting and Learning from Serious Incidents Requiring Investigation issued by the 

National Patient Safety Agency (NPSA, March 2010), the NHS England Serious Incident 

Framework (March 2013) and the Never Events Policy Framework 2012.   

 

http://www.england.nhs.uk/ourwork/patientsafety/serious-incident/    

 

Investigations carried out under these updated Frameworks are conducted for the purposes 

of learning to prevent recurrence.  They are not inquiries into how a person died as this is a 

matter for the Coroners.  Neither are they conducted to hold any individual or organisation to 

account as other processes exist for that purpose.   

 

South Kent Coast CCG has adopted these updated frameworks in full and expects those 

commissioning on behalf of the CCG or providing NHS funded care commissioned by the 

CCG’s to adhere to the guidance contained in the frameworks.  

 

  

http://www.england.nhs.uk/ourwork/patientsafety/serious-incident/
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1.0 SERIOUS INCIDENT MANAGEMENT POLICY STATEMENT 

1.1 SI’s requiring investigation in healthcare are rare, but when they do occur, everyone 

must make sure that there are systematic measures in place for safeguarding people, 

property, NHS resources, reputation and in responding to them. These measures 

must protect patients and ensure that robust investigations are carried out, which 

result in organisations learning from SI’s to minimise the risk of the incident 

happening again.  

1.2 This policy is applicable to South Kent Coast CCG and all NHS-funded services 

commissioned by South Kent Coast CCG including the Acute Trust, Mental Health 

Services, Community Healthcare, Continuing Healthcare Team, NHS 111 provider 

and Nursing Homes; except where that service is commissioned by a number of 

CCG’s where the lead CCG’s policy will be used. 

1.3 In addition this policy is also applicable to primary care services. It was agreed by 

NHS England and the CCG’s in Kent and Medway that from 1 July 2017 the 

responsible for the management of serious incidents in primary care will move to the 

local CCG. It is therefore expected that from the above date all South Kent Coast GP 

practices report any serious incidents to the South Kent Coast CCG adhering to this 

policy and the aforementioned national frameworks.  

1.4 The CCG is accountable for:  

 The effective governance of and learning following all SIs, seeking to work 

closely with all its provider organisations to ensure all SI’s are reported and 

managed appropriately.  

 Receiving timely information on all SI’s and their related investigations from all 

NHS commissioned provider organisations.  

 

1.5 A common culture needs to be shared throughout the system, which requires three 

key characteristics:  

 Openness: enabling concerns to be raised and disclosed freely without fear, and 

for questions to be answered;  

 Transparency: allowing true information about performance and outcomes to be 

shared with staff, patients and the public;  

 Candour: ensuring that patients harmed by a healthcare service are informed of 

the fact and that an appropriate remedy is offered, whether or not a complaint 

has been made or a question asked about it. 

1.6 In order to ensure that Serious Incidents are managed appropriately at a CCG level 

the Quality Team have established processes to manage and scrutinise 

investigations. In January 2016 the CCG introduced the Serious Incident Review 

Group (SIRG) to scrutinise all reported SI’s and provide a recommendation to the 

Quality, Performance and Delivery Committee (QPD). The terms of reference for the 

SIRG can be found in Appendix 4. 
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2.0 DEFINITION OF SERIOUS INCIDENT REQUIRING INVESTIGATION 

2.1 NHS England defines a Serious Incident as “Events in health care where the 

potential for learning is so great or the consequences to patients, families and carers, 

staff or organisation are so significant that they warrant using additional resources to 

mount a comprehensive response. Serious Incidents can extend beyond incidents 

which affect patients directly and include incidents which may indirectly impact 

patient safety or an organisations ability to deliver ongoing healthcare.” 

2.2 The occurrence of a serious incident demonstrates weaknesses in a system or 

process that needs to be addressed to prevent future incidents occurring. Serious 

incidents therefore require investigation in order to identify the factors that contributed 

towards the incident occurring and the fundamental issues (or root causes) that 

underpinned these. Serious incidents can be isolated, single events or multiple linked 

or unlinked events signalling systemic failures within a commissioning or health 

system. 

2.3 Organisations should have processes in place to identify incidents that indicate the 

most significant opportunities for learning and prevention of future harm. There is no 

definitive list of events/incidents that constitute a serious incident and lists should not 

be created locally as this can lead to inconsistent or inappropriate management of 

incidents.  The definition below sets out circumstances in which a serious incident 

must be declared. Every incident must be considered on a case-by-case basis using 

the description below.   

 

Serious Incidents in the NHS include but are not limited to:  

Acts and/or omissions occurring as part of NHS-funded healthcare (including in the 

community) that result in:  

• Unexpected or avoidable death of one or more people. This includes  

- suicide/self-inflicted death; and  

- homicide by a person in receipt of mental health care within the recent past 

 

• Unexpected or avoidable injury to one or more people that has resulted in 

serious harm;  

 

• Unexpected or avoidable injury to one or more people that requires further 

treatment by a healthcare professional in order to prevent: 

- the death of the service user; or  

- serious harm;  

 

• Actual or alleged abuse; sexual abuse, physical or psychological ill-treatment, or 

acts of omission which constitute neglect, exploitation, financial or material 

abuse, discriminative and organisational abuse, self-neglect, domestic abuse, 

human trafficking and modern day slavery where:  

- healthcare did not take appropriate action/intervention to safeguard against such 

abuse occurring; or  

- where abuse occurred during the provision of NHS-funded care.  
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• A Never Event - all Never Events are defined as serious incidents although not 

all Never Events necessarily result in serious harm or death. There is a definitive 

list of the 15 Never Events that can be found in the Revised Never Events Policy 

and Framework. 

 

• An incident (or series of incidents) that prevents, or threatens to prevent, an 

organisation’s ability to continue to deliver an acceptable quality of healthcare 

services. 

 

• Major loss of confidence in the service, including prolonged adverse media 

coverage or public concern about the quality of healthcare or an organisation. 

 

3.0 SERIOUS INCIDENT MANAGEMENT GUIDANCE 

3.1 How is a Serious Incident reported to the CCG’s? 

All provider organisations must use The Strategic Executive Information System 

(STEIS) - NHS England's national web-based serious incident management system - 

to report SI’s (see 3.2 if your organisation does not have access to Steis).  Once a SI 

has occurred it should be reported no later than 2 working days of the SI being 

identified.  STEIS will automatically generate a cascade alert notification of the SI to 

the relevant the CCG quality inbox along with other stakeholders such as NHS 

England. The full SI investigation process and timescales can be seen in appendix 1 

which is taken from the SI Framework.  

 

3.2 What if I’m an NHS Funded Provider Organisation with no access to STEIS? 

Any SI involving a patient in receipt of NHS-funded care must be reported by that 

provider to the commissioning organisation with responsibility for the contract.  

Where the provider organisation/service has no access to STEIS, they are expected 

to notify the relevant CCG Quality Team immediately by email requesting an SI 

reporting form (see appendix 6).  Completed forms should be returned to the CCG 

quality inbox within 2 working days of the SI being identified.   

The Serious Incident and Quality Officer will log the SI on the STEIS system on 

behalf of that provider organisation.  The provider will then be asked to complete and 

submit a 72hr report (see appendix 7) taking into account any immediate actions to 

mitigate risk and establish a clearer understanding of the facts. The provider must 

ensure that the RCA investigation report (see appendix 10) is completed and 

submitted within the 60 day deadline as established in the 2015 framework. The full 

process is set out in Appendix 3.  

3.3 Who receives Serious Incident notifications within the CCG? 

The Serious Incident and Quality Officer will notify the relevant key stakeholders 

within the CCG of the SI, namely; the Head of Nursing, Quality and Safeguarding; the 

Clinical Chair; the Accountable Officer; the Chief Operating Officer; the Safeguarding 
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Leads; the Quality Intelligence Lead; and the Head of Infection Prevention and 

Control.  

 

3.4 Can the SI notification and RCA investigation report contain confidential 

information?  

The report on STEIS and the RCA investigation report must not contain any 

confidential data relating to patients or staff.  Each SI is allocated a unique reference 

number and this is the reference which should be used in any communication with 

the CCG Quality Team. 

 

3.5 How are SI updates recorded? 

Once a SI is reported, the provider organisation or CCG must update the STEIS 

record as the situation changes.  An email must be sent to the CCG Quality Team 

inbox with the STEIS number in the subject line when the STEIS record is updated.  

 

3.6 What if the SI is reported late onto STEIS? 

Where reporting of an SI onto STEIS is not within the national requirement of 2 

working days provider organisations must provide a rationale for the delay in the 

‘further information’ section of STEIS. 

 

3.7 When does the final RCA investigation report need to be submitted and what 

should it contain?  

The final SI RCA investigation report with accompanying action plan should be 

submitted to the CCG quality inbox within 60 working days of the SI being notified 

(unless an extension has been formally agreed between the provider and CCG). 

Appendix 10 shows what should be included within a concise report; however, for 

more complex incidents there is a comprehensive template that should be used. This 

template and further guidance can be found on the National Patient Safety Agency 

website, see link below (point 3.12). 

3.8 Can an SI be downgraded?  

SI’s can sometimes be reported based on limited information which on further 

investigation does not meet criteria for an SI. Downgrading an incident on STEIS 

means that it is deleted from the system.  If a record is downgraded instead of closed 

it means it would not be included in any data reporting that is done in terms of 

numbers of incidents. In order to request a downgrade the downgrade request form 

(See appendix 8) should be completed and submitted to the CCG for review. The 

downgrade request will be reviewed at the next SIRG and a decision will be sent to 

the provider either agreeing the downgrade or asking for a full RCA investigation to 

be completed.   

 

3.9 Who should I contact at the CCG? 

All communications should be sent to the South Kent Coast Quality Team inbox: 

skcccg.quality@nhs.net. Alternatively you can contact the Serious Incident and 

Quality Officer tel: 03000 424743.  

3.10 Can I request an extension? 

mailto:skcccg.quality@nhs.net
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There are a number of reasons why a provider may need to request an extension, 
below are examples of the more common reasons requests are made:  
  

 Some SI’s involving patient deaths will need to be referred to the Coroner for 
a verdict.  

 There may be a need for an expert opinion.  

 There may be an ongoing police investigation.  

 An SI may involve multiple provider organisations and the responsibility to 
manage a multi provider investigation will sit with the reporting provider.  

 
These can be lengthy and complex processes and may require longer than the 60 
days permitted. Where this is the case, the provider can request an extension from 
the CCG using the extension request form (see appendix 9). This will be reviewed by 
the CCG and a decision made based on the information provided. Agreed extensions 
will be monitored closely to ensure progress is being made.  
 

3.11 What is the closure process for SI’s within the CCG? 
Once a completed Root Cause Analysis investigation report (RCA) is received by the 
CCG it is checked by the Serious Incident and Quality Officer and submitted to the 
next available SIRG. This group was setup in January 2016 to deliver in-depth 
reviews of all serious incidents and to provide the QPD with recommendations based 
on these reviews.  Those recommended for closure are submitted to QPD where they 
are further reviewed and a final decision on closure takes place. If closure is agreed 
then the CCG will close the incident on STEIS and inform the Provider ensuring 
arrangements are in place for the monitoring any outstanding actions. Should the 
RCA not be recommended for closure a summary page showing the feedback from 
the SIRG review will be submitted to QPD before being sent to the Provider for a 
response. Similarly, if QPD do not agree with the closure recommendation of the 
SIRG and closure is not agreed, feedback from QPD will be sent to the Provider for 
response. The CCG has a responsibility to ensure a response is sent to the Provider 
within 20 calendar days of the submission of the RCA. This closure process can be 
seen in Appendix 2.  
 
 

3.12 Where can I find more information to assist with my RCA investigation?  

 There are a number of helpful resources, tools, templates and guidance developed 

by the National Patient Safety Agency that can be found by following this link 

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

  

http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
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Appendix 1: Overview of Serious Incident Process (from NHSE framework) 
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Appendix 2: Serious Incident closure process within the CCG 
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Appendix 3: Serious Incident Process for the CCG – No Steis Access  

 

Incident occurs 

If the reporter is unsure if the threshold has been met for reporting a serious incident the  CCG can be contacted for 
advice - SKCCCG.Quality@nhs.net.   

Notification reporting form to be completed by reporter and returned to the CCG within 2 working days of identifying 
incident via the above email. 

CCG logs the incident on Steis generating the timeframe and reference number for the investigation and informs the 
reporter.  

72hr reporting form to be completed by the reporter and returned to the CCG via the above email within 72hrs of the 
incident being logged in Steis. 

Lead investigator identified, team established and terms of reference set by reporter.  

Undertake Root Cause Analysis investigation - Gathering and mapping information, analysing information, 
generating solutions.  

Submit RCA and action plan to CCG via the above email within the 60 working day timeframe.  

CCG undertake initial review at the Serious Incident Review Group and make a 
recommendation to the Quality Committee. 

Closure recommended  

Final review and closure agreed 
at Quality Committee 

CCG closes incident and confirms timescale/mechanism for monitoring 
the action plan where actions/improvements are still being 

implimented.   

Final review and closure not 
agreed at Quality Committee and 

feedback given to Reporter.  

Closure not recommended 

Feedback given to 
Reporter. 
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Appendix 4: Terms of Reference for Serious Incident Review Group for South 

Kent Coast CCG 

 

1. Introduction 
1.1. The Serious Incident Review Group (SIRG) is established in accordance with the 

Terms of Reference of the NHS South Kent Coast Clinical Commissioning Group 
(CCG) Quality Performance and Delivery Committee (QPD). 

1.2. The Group is authorised by the Governing Body, via the QPD, to act within these 
terms of reference.  All members and employees of the CCGs are directed to co-
operate with any request made by the group. 

1.3. Nothing in these Terms of Reference delegates, or purports to delegate, the exercise 
of the statutory functions of the CCGs to the group.  The role of the group is to assist 
and advise the QPD. 

 
2. Purpose 

2.1. To support the QPD in their decision making by presenting a summary of the 
recommendations and comments of the members of the SIRG in a SMART way. 

2.2. To ensure that the CCGs have robust systems and processes in place to confirm 
assurance of the proportionate and robust scrutiny of Serious Incidents.  The aim of 
which is to minimise the risk of recurrence of a similar incident and to assist the CCGs 
to deliver the statutory responsibilities for care quality, including the domains of safety, 
effectiveness and patient experience. 

2.3. The SIRG facilitates the review of Serious Incidents within 20 working days of receipt 
of a request for closure in accordance with the Serious Incident Framework (NHSE 
2015). 

 
3. Membership  

3.1. The Group shall be appointed with agreement by the CCG and may include individuals 
who are not on the Governing Body. 

 The Group will be chaired by the Head of Nursing, Quality and Safeguarding 
or Clinical Lead.  

3.2. The membership of the group shall consist of: 

 Head of Nursing, Quality and Safeguarding 

 Clinical Lead  

 Designated Safeguarding Lead for Adults   

 Lay Member 

 SI and Quality Officer 
By invitation:  

 Designated Safeguarding Lead for Children 

 Representative from commissioning as appropriate i.e. Mental Health, Children’s.   

 Infection Prevention Control Specialist Nurse 
 

4. Administration 
4.1. Recommendations to the Quality Committee and feedback to providers will be 

recorded by the Serious Incident and Quality Officer or other member of the Quality 
team. 

 
5. Quorum 

5.1. In order for the group to be quorate there should be representation from at least three 
members to include: 

 Clinical Lead 

 Head of Nursing, Quality and Safeguarding  

 Designated Safeguarding Lead 
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6. Frequency of meetings 

6.1. Meetings shall be held monthly at least 10 working days prior to the CCG Quality 
Committee to allow for the necessary documents to be prepared and available for 
circulation with the agenda prior to the Quality Committee. 
 

7. Remit and responsibilities of the Group.  The Group will:  
7.1. Receive, review and scrutinise the investigation reports (and supporting evidence) into 

Serious Incidents occurring in commissioned services in accordance with the NHSE 
Serious Incident Framework (2015). 

7.2. Review incidents against the Quality Assurance checklist (Appendix 5) prior to the 
SIRG and receive a verbal précis, in an SBAR format, delivered by the CCG Serious 
Incident Quality Officer, summarising the incident, investigation and actions 
planned/completed. 

 Situation: brief description of the incident and outcome. 

 Background: relevant patient history and context. 

 Assessment: Investigation findings – main factors contributing to the outcome 
and any incidental learning identified which did not contribute to the outcome. 

 Recommendations: explanation of actions completed / planned to mitigate 
recurrence. 

7.3. Discuss, seeking further clarification from providers as appropriate, and agree a 
summary of the groups review utilising the Quality Assurance checklist to provide a 
rationale in relation recommendations as follows: 

 Closure recommended: full assurance of a robust investigation, action plan and 
quality improvement. 

 Closure recommendation pending: full assurance not available at the SIRG 
meeting but can be submitted by the provider within 5 working days to enable a 
closure recommendation to be submitted to the Quality Committee.  If the further 
assurance is not forthcoming within the 5 days then Closure not recommended 
would be applied.  This mechanism aims to support providers to facilitate 
improved timeframes for the closure of Serious Incidents. 

 Closure not recommended: incomplete or absence of assurance of a robust 
investigation, action plan and quality improvement. 

 Downgrade: following further investigation it was found that the incident no 
longer reaches the threshold for an SI. 

7.4. Formally submit recommendations to the Quality Committee as follows: 

 Closure recommended: fully assured of a robust investigation and action plan.  
Quality improvement evidenced by compliance with the Serious Incident Quality 
Assurance Checklist.  The Quality Committee will receive the investigation 
report, action plan, supporting evidence and summary of SIRG review within the 
Committee papers. To further clarify the rationale for the closure 
recommendation, a verbal précis of the incident, investigation, actions and SIRG 
rationale for the closure recommendations will be delivered to the committee in 
an SBAR format.   

 Closure not recommended: incomplete or absence of assurance of a robust 
investigation and action plan.  Quality improvement not (fully) evidenced due to 
absence of or incomplete compliance with the Serious Incident Quality 
Assurance Checklist.  The committee will receive the summary of the SIRG 
review within the Committee papers. 

 
8. Notice of meetings 
8.1. Meetings of the Group, other than those regularly scheduled as above, shall be 

summoned by the Chair. 
8.2. Unless otherwise agreed, notice of each meeting confirming the venue, time and date, 

together with an agenda of items to be discussed and supporting papers, shall be 
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forwarded to the members of the Group no later than five working days before the date 
of the meeting.   

 
9. Conduct of the Group 

9.1. The terms of reference of the Group shall be reviewed by the Quality Committee(s) at 
least annually.  
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Appendix 5: Closure Checklist for South Kent Coast CCG 

Provider  STEIS 
No. 

 

CCG    

Documents 
reviewed 

   

For Quality Team Only 

Set up/ 
preparation 

Is the Lead Investigator appropriately trained? Y/N  

 Was there a pre-incident risk assessment? Y/N  

 Did the core investigation team consist of more than one 
person? 

Y/N  

 Were national, standard NHS investigation guidance and 
process used? 

Y/N  

For all SIRG Members 

Gathering and 
mapping 

Was the appropriate evidence used (where it was available) 
i.e. patient notes, written account 

Y/N  

 Were interviews conducted? Y/N  

 Is there evidence that those affected (including 
patients/staff/victims/perpetrators and their families) were 
involved and supported appropriately? 

Y/N  

 Is a timeline of events produced? Y/N  

 Are good practice guidance and protocols referenced to 
determine what should have happened? 

Y/N  

 Are care and service delivery problems identified? (This 
includes what happened that shouldn’t have, and what didn’t 
happen that should have. There should be a mix of care 
(human error) and service (organisational) delivery problems) 

Y/N  

 Is it clear that the individuals have not been unfairly blamed? 
(Disciplinary action is only appropriate for acts of wilful harm 
or wilful neglect) 

Y/N  

Analysing 
information 

Is there evidence that the contributory factors for each 
problem have been explored? 
Is there evidence that the most fundamental issues or root 
causes have been considered? 

Y/N  

Generating 
solutions 
 

Have strong (effective) and targeted recommendations and 
solutions (targeted towards root causes) been developed? 
Are actions assigned appropriately?  
Are the appropriate members i.e. those with budgetary 
responsibility involved in action plan development?  
Has an options appraisal been undertaken before final 
recommendation made? 

Y/N  

Throughout Is there evidence that those affected have been appropriately 
involved and supported? 

Y/N  

Next steps 
 

Is there a clear plan to support implementation of change and 
improvement and method for monitoring? 

Y/N  

Overall 
assessment 
and feedback 

 

SIRG/Quality 
review 
findings 

Select option:  

 Closure Recommended 

 Recommendation pending 

 Closure not recommended 

  

Reviewer  Date  

Quality 
committee 
decision 

Select option: 

 Closure agreed 

 Closure not agreed 

Date  

 

 



 

15 
 

Appendix 6: Serious Incident Notification Form  

 
SERIOUS INCIDENT 48 HOUR NOTIFICATION FORM 

 
The purpose of this form is to comply with national guidance and enable timely information sharing 
and facilitate learning from Serious Incidents requiring investigation.  Please complete this form with 
as much detail as possible.  
 
DO NOT INCLUDE PATIENT IDENTIFIABLE INFORMATION OR THAT OF INDIVIDUALS OTHER THAN 
THOSE OF THE REPORTER FOR COMMUNICATION PURPOSES. 
 
 
WHEN, WHERE AND REPORTER DETAILS 
 

Type of Incident Reason for Reporting  

Select one Select one 

Location of Incident Date of Incident 

Click here to enter text. Click here to enter text 

Time of Incident Date Incident Identified 

Click here to enter text. Click here to enter text. 

Never Event Reporting Organisation 

Select one Click here to enter text. 

Reporter Name Reporter Job Title/Role 

Click here to enter text. Click here to enter text. 

Reporter Tel Reporter Email 

Click here to enter text. Click here to enter text. 

 

Name of Other Organisations Involved (where relevant): eg hospital, ambulance service, OoH, Care 
Home, Mental Health Services, Police, NRLS etc 

Click here to enter text. 

Have you Reported to NRLS? (if not why not) 

Select one Click here to enter text. 

Care Sector: eg General Practice, Pharmacy, Optometrists, Mental Health, Other (if other please 
specify) 

Click here to enter text. 
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PATIENT DETAILS 
This information should only be submitted if this form is transmitted via a secure transmission ie. 
NHS.net email account.  Please do not include patient name or other patient identifier. 
 

Patient Date of Birth Click here to enter text. 

Patient Gender Select One 

Patient Ethnic Group Click here to enter text. 

Patient Registered GP Practice Click here to enter text. 

Legal Status of Patient Select One 

Type of Patient Select One 

 
WHAT HAPPENED? 
 

Description of What Happened 
 
 
 

Click here to enter text. 

Immediate Action Taken 
 
 
 

Click here to enter text. 

Any Further Information 
 
 

Click here to enter text. 

Where is Patient at Time of Reporting? Click here to enter text. 

Details of any Police/Media 
Involvement/Interest 

Click here to enter text. 

Any other Organisations Notified (eg MHRA, 
CQC, CCG etc) 

Click here to enter text. 

Details of Contact with or Planned Contact with 
Patient / Family or Carers 

Click here to enter text. 

 

Please return the completed form by e-mail to our Quality inbox at skcccg.quality@nhs.net    

  

mailto:skcccg.quality@nhs.net
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Appendix 7: 72 Hour Report Form  

 

This template is to supplement the initial 48hr notification form findings   

CCG    Steis 
Reference 

 

Reporting 
organisation 

 
 

Reporter Details 

Reporter name  Reporter 
email 

 

Incident Details 

Date of 
incident?  

 Date Incident 
Identified?  

 

Incident Site? (if 
other than 
reporting org) 

 Incident 
Location? 

 

Type of Incident  

Description of Incident 
 
 
 
 

Immediate Action Taken 
 

Any Other Comments: e.g. multiagency incident, police and /or HSE investigation, Coroner’s 
inquest, CQC involvement.  
 
 
 
 

Please return the completed form by e-mail to our Quality inbox at skcccg.quality@nhs.net    

mailto:skcccg.quality@nhs.net
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Appendix 8: Downgrade Request Form 

SERIOUS INCIDENT DOWNGRADE REQUEST FORM 

Some SI’s may be reported based on limited information which, on further investigation, do 

not meet the criteria for an SI and will require downgrade/removal from STEIS.  In such 

cases, the Downgrade Request Form must be completed.  On receipt of the completed 

form, South Kent Coast CCG will review the request and inform the provider organisation of 

the decision made. 

 

SECTION 1 – Provider Organisation to complete 

Provider  
STEIS 
Reference 

 

Requester  
Date 
Reported 

 

Contact Details  
Date of 
Request 

 

Incident 
Description 

 

 
 
 
 
 

Reason for 
Downgrade 

 
 
 
 
 
 
 
 

 

SECTION 2 – CCG to complete 

Date of Review  Outcome YES / NO 

Reviewer(s)  

Additional Notes  

 

Please return the completed form by e-mail to our Quality inbox at skcccg.quality@nhs.net    

 

mailto:skcccg.quality@nhs.net
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Appendix 9: Extension Request Form 

SERIOUS INCIDENT EXTENSION REQUEST FORM 

It is recognised that in certain circumstances provider organisations will find it impossible to 

complete a final report within the national framework timescales. In such cases, extensions 

can be requested from the CCG.   

Following review by the CCG, an extension may be granted. This will start from the day on 

which the SI report was due for submission and the provider organisation will be informed 

of the decision once it has been made.  Requests must be made prior to the due date of the 

final report, otherwise an extension cannot be granted and the report will be recorded as 

overdue for submission.  

 

SECTION 1 – Provider Organisation to complete 

Provider  STEIS Reference  

Requester  Date Reported  

Contact Details  Date of Request  

Current Due 
Date 

 
Extension Required 
(working days) 

 

Incident 
Description 

 

 

 

 

 

Reason for 
Extension 

   

 

 

 

 

 

 

 

SECTION 2 – CCG to complete 

Date of Review  Extension Granted YES / NO 

Reviewer(s)  New Due Date  

Additional Notes  

Please return the completed form by e-mail to our Quality inbox at skcccg.quality@nhs.net  

 

 

mailto:skcccg.quality@nhs.net
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Appendix 10: National Patient Safety Agency - Concise Investigation Report Template 

ROOT CAUSE ANALYSIS INVESTIGATION REPORT 

 

 

 

 
 

Incident description and consequences 

Incident description: 

Incident date: 

Incident type: 

Specialty: 

Actual effect on patient: 

Actual severity of the incident: 

Level of investigation 

Level 1 – Concise investigation 

Involvement and support of patient and relatives 

Add text here 

FINDINGS: 

Detection of incident 

Add text here 

Care and service delivery problems 

Add text here 

Contributory factors 

Add text here 

Root causes 

Add text here 

Lessons learned 

Add text here 

CONCLUSIONS: 

Recommendations 

Add text here 

Arrangements for Shared Learning 

Add text here 

Author and Job Title 

Add text here 

Report Date 

Add text here 
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Chronology (timeline) of events 
Date & Time Event 

  

  

  

  

  

  

See also ‘Types of Preventative Actions Planned’- tool at www.npsa.nhs.uk/rca 

Action Plan Action 1 Action 2 Action 3 

Root CAUSE    

EFFECT on Patient    

Recommendation    

Action to Address Root Cause    

Level for Action 

(Org, Direct, Team) 

   

Implementation by:    

Target Date for 

Implementation 

   

Additional Resources 

Required 

(Time, money, other) 

   

Evidence of Progress and 

Completion 

   

Monitoring & Evaluation 

Arrangements 

   

Sign off - action completed date:    

Sign off by:    

Please return the completed form by e-mail to our Quality inbox at skcccg.quality@nhs.net 

http://www.npsa.nhs.uk/rca
mailto:skcccg.quality@nhs.net

