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Serious Untoward Incident (SUI)
Policy and Procedure v3.0

the Trust's policy for the management of incidents classified as ‘Serious Unioward

The Trust. It encompasses the managemont of both cliscal and non-cinical Serious
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Help develop a patient safety
strategy for the NHS
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to be the safest healthcare system in the world.

Our online consultation closes 15 February 2019
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What is an incident nhs. Nhs england travel policy.

Homepatient Safetyyreport A Patient Safety Incident Patient safety incidents are any unintentional or unexpected incident that could have, or did, lead to harm for one or more patients receiving health care. Reporting them supports the NHS to learn from mistakes and take action to keep patients safe. Contents Both healthcare professionals and the
general public are encouraged to report any accidents, whether they result in damage or not, to our National Reporting and Learning System (NRLS). A Find out more about how we use these reports on our learning from the section of our own Patient Safety Incidents. IMPORTANT NOTICE: by completing one of our E-forms you confirm that you
have read and accepted the NRLS Acceptance Note, and give NHS Improvement Permission to process the information provided to know the patient’s safety. For record incidents of the general public directly on NRLs through our e-form for patients and audiences. Note: A" These reports are only used to support national learning. We don’t investigate
individual reports, and you won’t get a response. Details on how to make a complaint about an NHS service can be found on NHS Choices. For healthcare staff the healthcare staff is encouraged where possible to record all patient safety incidents on their local risk management systems. These reports will then be regularly uploaded to the NRL to
support national learning. Medical staff Unable to use a local risk management system can also record accidents directly on the NRLs via the electronic forms below. Before submitting the report NRLS ACCEPTANCE NOTE It is important to acknowledge, understand and accept the following before submitting the report: the NRLS is and managed by
NHS enhancement as part of our statutory obligation to collect patient safety incident reports. Health organizations, staff and the general public can report incidents directly to the NRLs using the links above or through a local organizational local risk management system. These reports improve patient safety, enabling us to understand and learn
lessons from what is wrong in the health sector. We don't investigate individual accidents. We use this information to improve safety through the clinical review of reports to identify new or unrecognised risks to patient safety so that we can take appropriate action across the national health service to protect patients from harm. We also share data in
support of other organisations to prevent the most common and persistent types of accidents on patient safety. The identity of the reporter, patients, healthcare professionals or other persons involved in the accident is not required. Please refrain from providing any information that could potentially allow the identification of an individual, i.e. names
of individuals, date of birth of the patient, NHS hospital numbers or department name. Personal information identifiable when found by automated or manual processes is removed, where possible, before the accident report is added to our database. As mentioned earlier, we often share accident reports relating to patient safety with other competent
organisations working to improve patient safety. These include CQC, MHRA, NHS England, commissioners, suppliers, universities and others, such as Academic Health Science Networks (AHSN) and Public Health England. NHS Improvement will only keep the information for as long as necessary. Patient safety reports will remain accessible for a
long period of time to continue to support the understanding of factors contributing to unrecognised risks and to allow for the monitoring of trends over time. Learning from patient safety incidents NRLS reporting tool Important warning: Our service search of the evidence will close the 31st March 2022. Requests may be sent to: nice@nice.org.uk.
Jump to search results NHS England is committed to improving the quality and delivery of services and uses incident events, investigations, tests and reports related to accidents under various political and procedural structures. Procedural. "Accident requiring investigation" means an accident occurring in connection with services and care funded by
the national health service, which has caused unexpected or avoidable death, injury or injury to patients, assistants, staff or visitors. In order to promote quality and compliance, NHS England has several accident reporting protocols and provides investigation and learning to improve systems and services throughout the organisation. Data sources
Accident events are recorded throughout the organisation, and within the systems and services commissioned by NHS England. According to various protocols, including Serious Incidents requiring Investigation (SIRIs), Never Events, Death in Custody, Neonatal Death, these accidents will be investigated and reviewed in order to ensure an
improvement in execution and performance. Personal data categories Data received by NHS England shall include a record for each accident, including (if relevant) the name of the patient or staff, NHS number and other personal details, including relevant health documents and accident information, including persons involved or affected by the
event. Categories of recipients The information is used by the team or department concerned together with Nursing and Quality and Improving Health and Quality team in NHS England. The lessons learned anonymously will be sent to stakeholders inside (or outside) NHS England to ensure that improvements are made. For further information,
please consult our web page on serious disability policy and the structure of the national signalling and learning system. The legal basis for treatment For the purposes of GDPR, the legal basis for the treatment of NHS England is Article 6(1)(e) on the exercise of the competent public authorities. For data processing Special categories the base is
article 9, paragraph 2, letterh) A¢ A€ A€ ¢A€A€A€A€Aa€as ™ CareA ¢ A€ A ™ A ™ Online Report. You can use this online form to report fraud against the Department of Health and Social Care (DHSC) and the wider health group, including the NHS in England and Wales.. This is fraud where the NHS in England and Wales, the DHSC, or
another organisation in the wider health group, are the victim. Larger NHS organisations, such as trusts and foundation trusts, usually have a dedicated local risk management system (LRMS) for reporting incidents. Incident data is then uploaded onto the national NHS system (the NRLS or LFPSE). ... and to complete statutory and national policy
reporting and response requirements as necessary. Mar 01, 2020 - The Organisation patient safety incident reports (OPSIR) provide data by NHS trust and gives NHS providers an easy-to-use summary of their current position on patient safety incidents reported to the NRLS. This includes information on patient safety incident reporting and the
characteristics of their incidents. Jan 03, 2022 - Multiple NHS trusts across England have declared “critical incidents” amid soaring staff absences caused by Covid-19, with health leaders saying many parts of ... Please see our Serious Incident Framework Policy web page and National Reporting and Learning System framework for more information.
Legal basis for processing. For the GDPR purposes NHS England’s lawful basis for processing is Article 6(1)(e) ‘...exercise of official authority...’. Report a patient safety incident; Report a patient safety incident. Patient safety incidents are any unintended or unexpected incident which could have, or did, lead to harm for one or more patients receiving
healthcare. Reporting them supports the NHS to learn from mistakes and to take action to keep patients safe. Jun 02, 2014 - Remember - if reporting to the police, Action Fraud or the National Crime Agency, you should also make a serious incident report to the Commission, following the advice below. Protecting people ...
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