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SIGNIFICANT/CRITICAL EVENT POLICY
Introduction
The Practice aims to:

· Foster an open and fair culture committed to learning

· Ensure that lessons are learned as part of the Practice’s commitment to maintaining high quality services and supporting staff

· Formalise roles and responsibilities to ensure that critical events are managed effectively and appropriately

· Ensure the provision of feedback to all staff

Definition of an Event 
There is no single definition of a Significant Event. Practices acting prudently should record any incident or situation sufficiently out of the ordinary to warrant a permanent record, and perhaps with the potential to prompt action learning or change. Events may be adverse, or may be commendable incidents, and both require a record, a review, and appropriate acknowledgement. 

Examples of significant or critical events:
· Any incident that gives rise to actual or possible physical injury or patient dissatisfaction. This includes adverse clinical events.

· An injury sustained by a member of staff during the course of work or sustained as a result of an act of violence upon a person at work.
· Any near miss i.e. an incident which, if it did not cause harm, could do so if it were to happen again
· Medication errors/issues

· Death on the premises

· New cancer diagnoses

· Deaths where terminal care has taken place at home

· Suicides

· Mental Health Act admissions

· Child protection cases

· Inaccurate or incomplete medical records

· Delayed or missed diagnoses

· Referral difficulties

· Failure in message handling

· Events that have resulted in a complaint

· Health and Safety issues or incidents

· Emergency situations involving patients or members of the public
Objectives of Significant/Critical Event Reporting

· To record adverse incidents affecting, or with the potential to affect, patients or staff
· To record “near misses” so that steps may be taken to prevent a recurrence
· To learn from the event as a team, discuss, and put change or procedures in place to improve
· To commend and acknowledge good practice
· To provide a permanent record of events and evidence of remedial steps taken
· To satisfy the requirements of nationally required incident reporting standards.

· To operate and discuss incidents in an open environment and within the safety of a “blame-free culture”

Recording of the event

It is the responsibility of all staff (including doctors, clinical and administrative staff, both temporary and permanent) to report significant/critical events. 
Every person who played a significant part in an incident or witnessed it should each complete a Significant Event Report Form independently and without conferring as soon as possible after the incident. This will ensure that each account of the proceedings is, as far as possible, as accurate as it can be and without the influence of a third party. Each statement will form part of the incident record. Event record forms are disclosable if legal proceedings follow and should not be stored or recorded in the patient’s record. 

Notes on completing report forms:

Each person involved in, or witness to, the event will complete a Report Form to record:

Date / time: 
The time of the incident may be a critical part of the record (e.g. in the case of a communication failure).

Brief description:
This is the witness or staff’s statement of the events from their own perspective. This may disagree or conflict with other accounts of the event, and this is in order. No attempt should be made to influence a change to the statement although a written note of any points that have been clarified should be made.

Completed forms should be passed to the Practice Manager to collate for an initial check. This check will ensure that the forms are properly completed and any queries arising from each account of the incident can be raised in good time. The nominated person can also assess at this point whether any urgent or remedial action is required without delay (e.g. for health and safety issues) and initiate this.
A review of the event should be carried out as soon as possible after the event, once all the report forms have been gathered by the nominated person. A Significant Event Review form should be used to record the outcomes of the review session. 
Where, during the course of the investigation or discussion of a Significant Event, it becomes apparent that further open discussion is not appropriate to the circumstances surrounding the incident, the matter will be reserved for individual action and investigation. It is envisaged that this will apply in exceptional circumstances only.

At the event review meeting the following will be discussed:
Key risk issues

The main elements of the incident will be identified - this will assist in the formulation of specific action points to address each of the risk areas (including actions to prevent recurrence). Also, record actions taken during the event which proved to be successful/satisfactory.
Specific action required/Learning outcomes


Specific measurable action points should be agreed within a meeting of the clinical / management team, and documented to address the specific risk issues recorded within the form. The action points should be allocated to an individual to oversee and should be time-bound.
Timescales and responsibilities

Record details of who is responsible for each action and the date by which it is to be completed.
Review of actions

This will be carried out at a meeting of the clinical / management team at a later stage in the process after all action points have been completed. The review will focus on the causes of the incident (good or bad) and will focus on the adequacy of the response and the continuity of the learning points (again, good or bad) which have arisen.

All Significant Event forms are to be filed collectively and separate from the patient’s clinical record (in cases where the event relates to a patient) to ease subsequent retrieval and review.

In addition to the Significant Event Report forms and the Review form, the meetings at which the events were discussed should be separately minuted and a detailed account of the discussion surrounding the event itself should be made within the body of the minutes. These meetings may be multi-disciplinary.
The fully completed event forms, extracts of the minutes of the meetings, and perhaps a summary report can then comprise a complete file.
GP Appraisal

Appraisal has a number of components, including the presentation of evidence of a robust system of audit, significant event reporting and clinical risk assessment. One of the keys to this is the ability to demonstrate reflective practice – show that issues have been identified and acted upon, and that resulting change has been successful. To this end, it is recommended that an annual review of all significant events takes place where the various learning points and actions taken can be audited, validated and recorded, and the records of these can feed into the appraisal process. 

It is likely that events will arise from clinical, administrative and other areas of the business, and the validation and audit discussions may involve nursing, reception or other staff effected by either the original incident or by the subsequent changes.  The effectiveness of the changes can then be evaluated. 
SIGNIFICANT EVENT RECORD

	Name of Person Completing Form:      



	Date & Time of Event:    



	Details of Where the Event Took Place: 



	Names of Other People Involved:



	Brief Details of the Event:

• 
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SIGNIFICANT EVENT REVIEW

	Date of Review:  

	Those Present at Review: 



	Summary of the Event 



	Key Risk Issues:            


	Specific Action Required (Including Actions to Prevent Recurrence) & Learning Outcomes:
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	Review of Actions: 
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