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1 | LICB EDS D1 Report (April 2024-Mar 2025) – Dec 25
[bookmark: _Toc94529745]Equality Delivery System for the NHS
The EDS Reporting Template

Implementation of the Equality Delivery System (EDS) is a requirement on both NHS commissioners and NHS providers. Organisations are encouraged to follow the implementation of EDS in accordance EDS guidance documents. The documents can be found at: www.england.nhs.uk/about/equality/equality-hub/patient-equalities-programme/equality-frameworks-and-information-standards/eds/  
The EDS is an improvement tool for patients, staff and leaders of the NHS. It supports NHS organisations in England - in active conversations with patients, public, staff, staff networks, community groups and trade unions - to review and develop their approach in addressing health inequalities through three domains: Services, Workforce and Leadership. It is driven by data, evidence, engagement and insight.
The EDS Report is a template which is designed to give an overview of the organisation’s most recent EDS implementation and grade. Once completed, the report should be submitted via england.eandhi@nhs.net and published on the organisation’s website. 
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Domain 1: Commissioned or Provider Services
1. Introduction
This report focuses on Lincolnshire ICB’s work on Domain 1 of the NHSE EDS.  This is the third year that work on Domain 1 is being conducted. For 2025 LICB has chosen to focus on one service only which is the Smokefree pregnancy - smoking cessation programme:

Evidence collated for this service focused mainly on the following areas: -
· Policies/practices/initiatives development – for staff and patients 
· Equality Impact Assessments as part of review/development of services 
· Monitoring of staff/patient data 
· EDI targeted communication and engagement 
1.2 How Domain 1 was implemented 

· Created a questionnaire template for recording evidence based on domain 1 outcomes: -
· Access to services
· Individual patient health needs are met
· When patients use the services, they are free from harm
· Patients report positive experiences of the service 
· Identified and met with key ICB staff (service managers/leads), responsible for the chosen service, to work on reviewing the outcomes of Domain 1 
· Short list evidence produced with indicative scoring of evidence 
· Stakeholder feedback and final score agreed for domain 1 (Domain 1 scores have been allocated to each question. These will be added to other domains once completed and a final median EDS score will be given for LICB).
· Final report and action plan produced.

1.3 Stakeholder Review 
· Repot presented to LCHG Patient Experience and Involvement Group 7th January 2026
· Shared practice with other ICBs in the Midlands
· Shared practice with LCHG EDS Domain 1
Note: Senior leadership sign off, and publication of the report will be completed once cluster arrangements and governance processes for ICB organisational change January 2026 have been finalised. 

When going through this report, please refer to table 1 in Appendix 1a for the outcomes and evidence collated for this service, and table 2 in Appendix 1b for the Domain 1 EDS Action plan 2026-28.


1.2 Summary Table: Key Evidence and Score by Outcome 

	Outcome
	Key Evidence
	Score

	1A: Patients (service users) have required levels of access to the service
	Local needs assessment, service specs, flexible delivery, reduction in SATOD rates, equality impact assessment (EIA), Service User Feedback: The Tobacco Research Questionnaire 23 09 2025
	Excelling activity 3

	1B: Individual patients (service users) health needs are met
	Personalised assessment, opt-out referral, tailored interventions, tracking by deprivation/ethnicity, EIA, Service User Feedback: The Tobacco Research Questionnaire 23 09 2025
	Excelling activity 3

	1C: When patients (service users) use the service, they are free from harm
	NICE/CQC compliance, staff training, QA processes, complaints analysis, new interventions (vapes, incentives), EIA, Service User Feedback: The Tobacco Research Questionnaire 23 09 2025
	Excelling activity 3

	1D: Patients (service users) report positive experiences of the service
	Outcome data (SATOD reduction, narrowing inequalities), system working group, targeted actions, ongoing review, EIA, Service User Feedback: The Tobacco Research Questionnaire 23 09 2025, Stoptober 2025 – Maternity testimonials 2025
	Excelling activity 3

	
	
	Domain Score: 12








[bookmark: _Hlk127191646]
Context:
Lincolnshire ICB has prioritised reducing smoking in pregnancy as a key public health and health inequalities issue. The ICB commissions and oversees a comprehensive suite of services, including the in-house STAAR (Stop smoking Team Act Advise Refer) Maternity Tobacco Dependency Service at United Lincolnshire Hospitals NHS Trust (ULHT), and works closely with system partners to ensure equitable access and outcomes for all pregnant women across the county. [ULH STAAR…pec - V2.0 | PDF]
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[bookmark: _Hlk155270338]Table 1: Smokefree pregnancy - smoking cessation programme:
	[bookmark: _Hlk145498702]Outcome
	
	Rating
	Owner (Dept/Lead)

	1A: Patients (service users) have required levels of access to the service
	Narrative
· Needs Assessment & Service Design: 
· Lincolnshire ICB has historically had some of the highest SATOD (Smoking at Time of Delivery) rates in England (16.2% in 2019/20, worst nationally in 2023/24 at 12.1%). [Lincolnshi…) 24-25 Q4 | PowerPoint]
· Lincolnshire’s high historic rates of smoking at time of delivery (SATOD) This clear identification of need has driven targeted commissioning decisions and a system-wide response. The ICB has used local data to identify areas and populations with the highest need, including younger women, those from more deprived backgrounds, and specific ethnic groups (e.g., higher rates among British, Bulgarian, Latvian, and Romanian women). [SFP SATOB…w 20-21 v3 | PowerPoint]
· Commissioning for Equity: The ICB commissions the STAAR Maternity Tobacco Dependency Service, ensuring coverage across all ULHT sites and community locations, whilst ensuring  other trusts (NLAG, NWAFT) have services to address cross-boundary inequalities. The STAAR service is designed to be accessible, with flexible appointments (face-to-face, community, virtual), and tailored to the needs of diverse communities. [ULH STAAR…pec - V2.0 | PDF]
· Equality Impact Assessment: The Smoking Cessation in Pregnancy programme (STAAR) is designed using local population data, service activity data, and engagement with service users, ensuring that interventions target areas and groups with the highest smoking prevalence, particularly in deprived coastal communities (e.g., Mablethorpe, Skegness). [NHS LTP To...Assessment | Word] The programme is accessible to all pregnant women aged 16+, with adaptations for those with disabilities, language barriers, or other protected characteristics. Translation services, BSL interpreters, and learning disability liaison support are available.
Enhancing accessibility through practical solutions: To enhance accessibility and reduce barriers, the service was commissioned for delivery within the community, providing direct access to pharmacotherapy. This approach minimises travel requirements and associated costs for individuals.
· Evidence of Impact: The SATOD rate for Lincolnshire ICB has fallen from 16.2% in 2019/20 to 8.4% in 2024/25, closing the gap with regional and national averages. This demonstrates effective targeting and delivery of services to those most in need. [Lincolnshi…) 24-25 Q4 | PowerPoint]
· Service User Feedback: The Tobacco Research Questionnaire 23 09 2025, gathered feedback from 18 respondents, primarily pregnant individuals, about their smoking habits, attempts to quit, experiences with stop smoking services, and preferences for support. The data provides valuable insights into service reach, user satisfaction, and areas for improvement.
The feedback demonstrates that service users are aware of and can access stop smoking services during pregnancy. All respondents were engaged enough to complete the survey, and the majority had been referred to a stop smoking service. Preferences for support venues (hospital, children’s centre, GP) suggest that accessibility is generally good, but there is room to expand options to meet diverse needs. The expectation to receive information at multiple points in pregnancy indicates that ongoing access is valued.

Evidence
· Local data analysis and mapping of smoking prevalence by age, deprivation, ethnicity, and geography. [SFP SATOB…w 20-21 v3 | PowerPoint]
· Service specification and delivery model for STAAR, including community outreach and flexible support. [ULH STAAR…pec - V2.0 | PDF]
· Significant reduction in SATOD rates, meeting and exceeding local targets. [Lincolnshi…) 24-25 Q4 | PowerPoint]
· The EIA confirms the service is free, covers NRT, and is widely promoted to reduce barriers for disadvantaged groups. The programme supports the NHS Long Term Plan’s goal to tackle health inequalities and is a Lincolnshire ICS priority. [NHS LTP To...Assessment | Word], and NHS England » Saving babies’ lives version three: a care bundle for reducing perinatal mortality
· The Tobacco Research Questionnaire 23 09 2025 - Key Findings:
· Demographics: All 18 respondents answered the age question, with a spread across age groups, though exact breakdowns are not shown in the extract.
· Smoking Status: 16 answered about current smoking; some indicated they no longer smoke.
· Quit Attempts: All 18 had tried to stop smoking during pregnancy.
· Support Methods: Methods included patches, vapes, behavioural support, and reducing daily intake.
· Service Referral: 14 had been referred to a stop smoking service.
· Satisfaction: High satisfaction with the service, with comments praising mentors and support.
· Expectations: Respondents expect to be asked about smoking and receive information throughout pregnancy.
· Support Preferences: Behavioural support, nicotine replacement, e-cigarettes, and financial incentives were valued.
· Venue Preferences: Most preferred hospital-based support, with some interest in children’s centres and GP venues.
· Additional Comments: Positive feedback on mentors and the service, with some suggestions for venue expansion.
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	1B: Individual patients (service users) health needs are met

	Narrative
· Personalised Assessment: All pregnant women are CO monitored at every contact, and their smoking status is recorded at booking, 36 weeks, and delivery. Those identified as smokers (or with CO ≥4ppm) are referred to the STAAR team for personalised support. [ULH STAAR…pec - V2.0 | PDF]
· Tailored Interventions: The service provides a minimum of ten appointments, access to Nicotine Replacement Therapy (NRT) and e-cigarettes, and behavioural support. Plans are individualised, with additional support for those at higher risk of relapse (e.g., women from deprived backgrounds, younger mothers, and those who have quit since conception). [Tobacco Tr…l 20210819 | Word]
· Addressing Inequalities: Data shows higher smoking rates among women in the most deprived deciles and among certain ethnic groups. The service targets these groups with enhanced support and tracks outcomes by deprivation and ethnicity to ensure equity. 
· Demonstrating equity through data and outcomes: 
Reports are produced to review engagement and quit rates by protected characteristics. This analysis helps demonstrate equity in service delivery and identifies areas where additional work may be required. [Tobacco Tr…l 20210819 | Word], [Maternity…G May 2025 | PowerPoint]
· Equality Impact Assessment: The EIA highlights that all pregnant women are offered CO monitoring and a personalised quit plan, with flexible delivery to meet diverse needs. The service is inclusive of all protected characteristics, with staff trained in equality and cultural awareness. User and carer feedback informs ongoing improvements.

· Service User Feedback: The Tobacco Research Questionnaire 23 09 2025. High satisfaction rates and positive comments about mentors and the support received reflect strong confidence in the service’s quality and safety. Respondents described mentors as “amazing,” “kind,” and “patient,” and credited the service with helping them quit. The variety of support methods offered (behavioural, NRT, e-cigarettes) and the responsiveness to individual needs (e.g., advice when struggling) further reinforce this confidence.



Evidence
· Pathway diagrams and service protocols showing opt-out referral, rapid contact, and personalised quit plans. [ULH STAAR…pec - V2.0 | PDF]
· Data on engagement and quit outcomes by deprivation and ethnicity. [Maternity…G May 2025 | PowerPoint]
· Use of incentives, vapes, and flexible delivery to address barriers. [Maternity…G May 2025 | PowerPoint]
· The service adapts for pregnancy and maternity by offering a new smoke-free pregnancy pathway, focused sessions, and treatment options, supporting both pregnant women and their partners/households. [NHS LTP To...Assessment | Word]
	   3
















































	

	1C: When patients (service users) use the service, they are free from harm
	Narrative
Key systems, frameworks and organisational processes:
NHS Lincolnshire ICB has strong systems in place to ensure that patients accessing commissioned services are safe and protected from harm. The organisation operates within national safety frameworks, including the Patient Safety Incident Response Framework (PSIRF) NHS England » Patient Safety Incident Response Framework and the Never Events Policy Framework, https://www.england.nhs.uk/patient-safety/patient-safety-insight/revised-never-events-policy-and-framework/ both of which promote transparency, system‑based learning, and proportional responses to incidents.
Safeguarding is a key priority. All staff complete mandatory Level 1 training for adults, children, and Prevent via ESR, with compliance consistently above 90%. This exceeds NHS England KPIs and supports a well‑informed, safe workforce.
Clinical risk is overseen by the Operational Quality Assurance Group (OQAG), supported by an established Risk Management Policy. Although case reviews sit with providers, the ICB maintains oversight to ensure learning is shared and improvements are embedded across the system.
The organisation also promotes a culture of openness through its Freedom to Speak Up (FTSU) arrangements. Staff are supported by FTSU Guardians and national guidance to raise concerns safely, enabling early identification of risks and contributing to safer patient care.


The Incident Reporting Policy ensures incidents are reported, investigated, and used to drive learning and improvement. The ICB is committed to high standards of behaviour and clinical competence, ensuring fairness, accountability, and responsible use of public resources.


Together, these frameworks and processes demonstrate the ICB’s proactive approach to safeguarding patients and ensuring they receive safe, high quality care.
Smoking cessation programme:
· Safety and Quality: The service is delivered in line with NICE guidance, Saving Babies’ Lives Care Bundle, and CQC standards. All staff are trained in CO monitoring, Very Brief Advice VBA, and tobacco dependency treatment. There are robust governance and quality assurance processes, including regular review of complaints, compliments, and incidents. [Outcome 1C…questions | Word]
· Health Equity: The service monitors for differential outcomes and complaints by protected characteristic and adapts practice to address any identified inequalities or risks. For example, the introduction of vapes and incentives supports choice and addresses barriers for those less likely to quit with traditional NRT. [Maternity…G May 2025 | PowerPoint]
· Continuous Improvement: Data quality and reporting are priorities, with the implementation of Quit Manager to improve monitoring and learning from feedback. [Maternity…G May 2025 | PowerPoint]
· Equality Impact Assessment: The programme prioritises safety by providing evidence-based interventions (CO monitoring, NRT, behavioural support) that reduce risks of stillbirth, premature birth, and low birth weight. 
Human Rights Act principles (Fairness, Respect, Equality, Dignity, Autonomy) are embedded in service delivery, with no negative impact identified and no additional actions required to protect human rights. 
Safeguarding and reasonable adjustments are in place for those with additional needs (e.g., learning disabilities, mental health conditions).
· Service User Feedback: The Tobacco Research Questionnaire 23 09 2025. The qualitative feedback is overwhelmingly positive, with users expressing gratitude for the help received and describing the service as “great” and “superb.” The personal impact of the support is highlighted, with one user stating they “couldn’t have stopped without [the mentor’s] support.” Suggestions for improvement (e.g., more venue options) are constructive and indicate engagement rather than dissatisfaction.

Evidence
· Service specification requirements for safety, staff training, and quality assurance. [ULH STAAR…pec - V2.0 | PDF]
· Examples of complaints and compliments analysis, and use of business intelligence to identify and mitigate risks of inequality. [Outcome 1C…questions | Word]
· Implementation of new interventions (e.g., vapes, incentives) to improve safety and equity. [Maternity…G May 2025 | PowerPoint]
· The EIA confirms that the service is non-discriminatory and that staff are trained to provide non-judgemental, culturally competent care, ensuring psychological and physical safety for all users, including those from vulnerable or disadvantaged groups.
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	1D: Patients (service users) report positive experiences of the service
	Narrative
· Demonstrable Outcomes: Lincolnshire’s SATOD rate has halved since 2019/20, with the gap narrowing between the most and least deprived, and between Lincolnshire and the national average. [Lincolnshi…) 24-25 Q4 | PowerPoint]
· Monitoring and Evaluation: The service tracks outcomes by key characteristics (age, deprivation, ethnicity, geography) and uses this intelligence to target interventions and resources. [SFP SATOB…w 20-21 v3 | PowerPoint]
· System-wide Approach: The Smokefree Pregnancy and Smokefree Homes Working Group brings together partners to drive continuous improvement, share learning, and ensure that all communities benefit from best practice. [SFP&H WG p…on - Final | PDF]
· Addressing Disparities: The service has identified and is actively addressing disparities in smoking rates and quit outcomes, with targeted communications, workforce training, and service adaptation. [Maternity…G May 2025 | PowerPoint]
· Equality Impact Assessment: Equality Impact Assessment: The service is accessible through antenatal clinics, community hubs, and self-referral, with digital and multilingual support to ensure inclusivity, especially for those with language or digital barriers. 
The EIA confirms no negative impacts on protected or disadvantaged groups. The service is free, with provisions for those facing financial hardship and alternative referral routes for those unable to attend hospital clinics. The programme targets health inequalities by focusing on high-prevalence groups, using patient-level data to address access and outcome gaps, and involving ongoing engagement with patients and communities. [NHS LTP To...Assessment | Word]

· Service User Feedback: The Tobacco Research Questionnaire 23 09 2025. The survey itself is evidence that user feedback is being actively sought. Respondents provided suggestions, such as expanding venues to GP services and offering financial incentives, which can inform future service development. The service’s willingness to adapt (e.g., offering a range of support methods) demonstrates responsiveness to user needs and feedback

· 
Patient voice and satisfaction are captured through qualitative feedback and shared stories, which help inspire others and promote engagement. Examples include contributions to campaigns such as Stoptober and quality improvement projects, with stories featured in Better Births, Lincolnshire ICB, and regional communications.

Evidence
· Data showing reduction in SATOD rates and narrowing of inequalities. [Lincolnshi…) 24-25 Q4 | PowerPoint]
· Reports and presentations highlighting targeted actions and system-wide collaboration. [SFP&H WG p…on - Final | PDF]
· Ongoing review and adaptation of service delivery to ensure positive outcomes for all. [Maternity…G May 2025 | PowerPoint]
· Ongoing engagement with patients, carers, and communities ensures that feedback shapes service improvements and mitigates any barriers to access. [NHS LTP To...Assessment | Word]
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Closing Reflection
Lincolnshire ICB’s approach to smoking cessation in pregnancy is robust, evidence-based, and continually evolving to meet the needs of all communities. The combination of strong commissioning, personalised care, rigorous quality assurance, and a relentless focus on equity and outcomes demonstrates clear achievement of EDS Domain 1 outcomes for this service.

Domain 1 score = 12 

This score reflects only Domain 1 outcomes. The overall score and EDS Organisation Rating will be available after Domains 2 and 3 are assessed and reported.


[bookmark: _Hlk155270638]EDS Rating and Score Card
	Please refer to the Rating and Score Card supporting guidance document before you start to score. The Rating and Score Card supporting guidance document has a full explanation of the new rating procedure, and can assist you and those you are engaging with to ensure rating is done correctly

[bookmark: _Hlk217377002]Score each outcome. Add the scores of all outcomes together. This will provide you with your overall score, or your EDS Organisation Rating. Ratings in accordance to scores are below

	

	Undeveloped activity – organisations score out of 0 for each outcome
	Those who score under 8, adding all outcome scores in all domains, are rated Undeveloped 

	Developing activity – organisations score out of 1 for each outcome
	Those who score between 8 and 21, adding all outcome scores in all domains, are rated Developing

	Achieving activity – organisations score out of 2 for each outcome
	Those who score between 22 and 32, adding all outcome scores in all domains, are rated Achieving

	Excelling activity – organisations score out of 3 for each outcome
	Those who score 33, adding all outcome scores in all domains, are rated Excelling








	Appendix 1b: Table 2 EDS Action Plan

	EDS Lead
	Year(s) active

	Mojisola Green/Terry Vine
	April 26 – March 28

	EDS Sponsor
	Authorisation date

	Martin Fahy, Chief Nurse (Rosa Waddingham DLN Cluster Chief Nurse)
	TBC February 2026



	Domain 
	Outcome 
	Objective
	Action
	Completion date

	Domain 1: Commissioned or provided services

	1A: Patients (service users) have required levels of access to the service
	Data collection and analysis through monitoring and review patient and service user feedback.



	Ongoing monitoring of SATOD quarterly information. 
Align with all the KPIs in the service spec and saving babies live


	March 27

	
	1B: Individual patients (service users) health needs are met
	Monitoring and reporting of smoking cessation equality data.



 



Support the implementation of the NHSE Accessible Information Standard (AIS) which aims to ensure that people with a visual, hearing or learning disability have access to information they can understand, and any reasonable communication support they may need.


Continue to assess equality impact of how pregnant women’s health needs are met by services through the use of appropriate EDI assessment tools.  

	Ongoing reporting of SATOD data and additional metrics outlined in 1A and as per the service specification to be reported to the LMNS Transformation Group and Tobacco Steering Group, 



Continue to raise awareness and monitor implementation of the AIS – all Lincolnshire maternity care should legally comply to the AIS, offering and providing easy access to information and making reasonable adjustments as required.



Use of EIA and HEAT assessment to allow Health inequalities impacts to be identified so that provisions can be made to mitigate any adverse risks to particular groups. 

Utilise the CLeaR assessment tool: a free self-assessment tool for measuring the success of local action to address harm from tobacco
 The CLeaR improvement model: excellence in tobacco control - GOV.UK

	March 26

	
	1C: When patients (service users) use the service, they are free from harm
	Monitoring of patient safety incident data. 


Promote Zero Tolerance within maternity services.



Ensure staff receive cultural competence training.
	Ongoing monitoring through the PSIRF process and consider EDI elements in relation to this.

Regular communication of Zero Tolerance to bullying, harassment discrimination and violence statements/initiatives and training 

Continue to deliver staff cultural competence training
	

	
	1D: Patients (service users) report positive experiences of the service
	Improve Engagement with patients and their carers.








Utilise qualitative feedback and patient stories, to encourage others to cease smoking.

	Targeted engagement with women and/or their parent/carers – through the targeted intervention, utilising community assets and the STAAR team gather their views on experiences of the service.
Broaden engagement to understand those who have not accessed the service and the barriers to access?

Capture qualitative feedback and patient stories, and using these in campaigns (e.g., Stoptober, Better Births).

Provide case studies and examples of good practice in relation to EDI and reducing health inequalities to be shared with other projects and providers
	March 27





Patient Equality Team
NHS England and NHS Improvement
england.eandhi@nhs.net
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Equality and Health Inequalities Statement

Promoting equality and addressing health inequalities are at the heart of NHS England’s values. Throughout the development of the policies and processes cited in
this document, we have:

= Given due regard to the need to eliminate discrimination, harassment and to advance equality of opportunity, and to foster good relations between people who
share a relevant protected characteristic (as cited under the Equality Act 2010) and those who do not share it; and

= Given regard to the need to reduce inequalities between patients in access to, and outcomes from healthcare services and to ensure services are provided in an
integrated way where this might reduce health inequalities.
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This policy

All NHS organisations and others providing NHS healthcare services in primary and
secondary care in England are required to adopt this national policy as a minimum
standard to help speaking up for the benefit of patients and workers. Its aim is to
ensure all matters raised are captured and considered appropriately.

Lincolnshire Integrated Care Board (ICB) has adopted this policy and is
committed to conducting its business with honesty and integrity. It expects all staff
to maintain high standards in accordance with its Constitution and will continue to
maintain and develop a culture of openness and accountability and a supportive
environment, in which staff can raise any issues or concerns in a timely manner.

ICB senior leaders and the Board are committed to an open and honest culture in

line with its values. The ICB will investigate what staff say and will ensure staff
always have access to the support they need.

Speak up —we will listen

We welcome speaking up and we will listen. By speaking up at work you will be
playing a vital role in helping us to keep improving our services for all patients and the
working environment for our staff.

This policy is for all our workers. The NHS People Promise commits to ensuring that “we

5
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each have a voice that counts, that we all feel safe and confident to speak up, and take
the time to really listen to understand the hopes and fears that lie behind the words”.
We want to hear about any concerns you have, whichever part of the organisation you
work in. We know some groups in our workforce feel they are seldom heard

or are reluctant to speak up. You could be an agency worker, bank worker, locum or
student. We also know that workers with disabilities, or from a minority ethnic
background or the LGBTQ+ community do not always feel able to speak up.

This policy is for all workers and we want to hear all our workers’ concerns.

What can | speak up about?

You can speak up about anything that gets in the way of patient care or affects your
working life. That could be something which doesn’t feel right to you: for example,

a way of working or a process that isn't being followed; you feel you are being
discriminated against; or you feel the behaviours of others is affecting your wellbeing,
or that of your colleagues or patients. Examples could include:

e Raising a concern

¢ Making a disclosure

e Offering a suggestion or improvement
e Making a complaint

e Making a qualifying disclosure

e Whistleblowing

Speaking up is about all of these things. The matter that you are speaking
up about may be best considered under an existing policy. For example, it
may be our process for dealing with Dignity at Work. If so, we will speak to
you about where this matter should be addressed but regardless of where it
is dealt with as an organisation, we will listen and work with you to
identify the most appropriate way of responding to the issue you raise.



https://www.england.nhs.uk/ournhspeople/online-version/lfaop/our-nhs-people-promise/the-promise/#we-each-have-a-voice-that-counts
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We ask all our workers to complete online training on speaking up. The online
module on listening up is specifically for managers to complete and the module on
following up is for senior leaders to complete. To access the training, please visit
the eLearning for healthcare Hub and search ‘Freedom to Speak Up’ — to find out
more about each course and sign-in or register, click on the information button.

Find out more and view videos about the Freedom to Speak Up in Healthcare in
England programme.

Roles and responsibilities

Our Freedom to Speak Up Guardian is the ICB Director of Nursing who is
an Executive Member of the ICB Board. The Freedom to Speak Up Guardian
is responsible for helping to nurture a culture of openness, by acting as an
independent and impartial source of advice to staff at any stage of raising a
concern. To ensure there are robust arrangements in place the Freedom to
Speak up Guardian will also have a Freedom to Speak up Lead who is the
Associate Director of Nursing.

Our Freedom to Speak up Champions are members of staff who have been
trained to provide advice to staff on their concerns, co-ordinate arrangements
for investigations and where necessary, escalate to the Freedom to Speak Up

Freedom to Speak Up policy for the NHS

Guardian. They will support the ICB and the Freedom to Speak Up Guardian
in nurturing a culture of openness and honesty. The Freedom to Speak Up
Champion will be by self-nomination in addition to a selection process, that will
be determined by the Freedom to Speak Up Guardian.

The Executive Team are responsible for reviewing all concerns escalated to
them in accordance with this policy. As recommended by the independent
freedom to speak up review, the best evidence suggests that a good safety
culture is most successfully embedded in organisations where responsibility
and accountability for local policy and procedures for raising concerns, sit with
the Executive Team. The Executive Team is therefore responsible for ensuring
this policy is properly applied.

All Managers/Clinical Leaders are key to developing a culture of safety and
learning in which all staff feel safe to raise a concern about anything they
believe is harming the services we deliver. Managers and clinical leaders hold
a responsibility to process and investigate all such concerns effectively in line
with this policy.

All Staff have a responsibility to read and understand this policy and to support
the principles set out within it. Staff raising a concern under this policy may
choose to be represented or supported by either an employee of the ICB or a
Trade Union Representative.



https://portal.e-lfh.org.uk/

https://www.e-lfh.org.uk/programmes/freedom-to-speak-up/

https://www.e-lfh.org.uk/programmes/freedom-to-speak-up/

https://lincolnshire.icb.nhs.uk/intranet-home/what-is-freedom-to-speak-up/freedom-to-speak-up-champions/



We want you to feel safe
to speak up

Your speaking up to us is a gift because it helps us identify opportunities for improve-
ment that we might not otherwise know about.

We will not tolerate anyone being prevented or deterred from speaking up or being
mistreated because they have spoken up. To find out more click here to access our
dedicated intranet page What is Freedom to Speak Up? - Lincolnshire ICB

Who can speak up?

Anyone who works in NHS healthcare, including pharmacy, optometry and dentistry.
This encompasses any healthcare professionals, non-clinical workers, receptionists,
directors, managers, contractors, volunteers, students, trainees, junior doctors,
locum, bank and agency workers, and former workers. Freedom to speak up is
applicable to everyone and any relevant policy would be applied dependent
upon the individual employing organisation

Who can | speak up to?

Speaking up internally

Most speaking up happens through conversations with supervisors and line managers
where challenges are raised and resolved quickly. We strive for a culture where that is
normal, everyday practice and encourage you to explore this option —it may well
be the easiest and simplest way of resolving matters. If your line manager is unable
to resolve the matter you may wish to speak to a more senior manager in
conjunction with your direct line manager if appropriate.

Freedom to Speak Up policy for the NHS

However, if matters are unresolved or more serious, you have other options
in terms of who you can speak up to, depending on what feels most
appropriate to you.

= Senior Manager, or Director with responsibility for the subject matter you are
speaking. Alternatively, you may speak to:

s Freedom to Speak up Champions: members of staff who have
been trained to provide advice to staff to help guide them on their concerns
and to direct them to the most appropriate route for their concern.

= Our Senior Lead responsible for Freedom to Speak Up: (Vanessa Wort -
Associate Director of Nursing) vanessa.wort@nhs.net. Vanessa provides
senior support for our speaking-up guardian and champions and is responsible
for reviewing the effectiveness of our Freedom to Speak up arrangements.

= Our HR team: agem.lincshr@nhs.net who provide support and guidance to
managers and staff.

= Our Freedom to Speak Up Guardian: (Martin Fahy — Director of Nursing)
m.fahy@nhs.net who can support you to speak up if you feel unable to do so
by other routes. ‘The guardian will ensure that people who speak up are
thanked for doing so, that the issues they raise are responded to, and that the
person speaking up receives feedback on the actions taken. You can find out
more about the guardian role here.

If you raise a concern that cannot be dealt with informally (i.e. by your line
manager) the matter will be addressed in accordance with the formal
procedure set out in Appendix B (Raising a concern — the procedure).



https://lincolnshire.icb.nhs.uk/intranet-home/what-is-freedom-to-speak-up/

https://lincolnshire.icb.nhs.uk/intranet-home/what-is-freedom-to-speak-up/freedom-to-speak-up-champions/

mailto:vanessa.wort@nhs.net

mailto:agem.lincshr@nhs.net

mailto:m.fahy@nhs.net

https://nationalguardian.org.uk/for-guardians/job-description/



Speaking up externally

If your concern relates to other areas of the NHS outside of the ICBs
responsibilities, you can speak up externally to the following organisations as
applicable:

= Care Quality Commission (CQC) for quality and safety concerns about the services it
regulates — you can find out more about how the CQC handles concerns here.

= NHS England for concerns about:
- GP surgeries
- dental practices
- optometrists
- pharmacies

- how NHS trusts and foundation trusts are being run
(this includes ambulance trusts and community and mental health trusts)

- NHS procurement and patient choice

- The national tariff (The national tariff is a set of prices and rules used by

providers of NHS care and commissioners to deliver the most efficient, cost - NHS Counter Fraud Agency for concerns about fraud and corruption, using
effective care to patients).

their online reporting form or calling their freephone line 0800 028 4060

NHS England may decide to investigate your concern themselves, ask your For Lincolnshire our local counter fraud team contact is here: Meet your

employer or another appropriate organisation to investigate (usually with their Local Counter Fraud Team - Lincolnshire ICB

oversight) and/or use the information you provide to inform their oversight of the

relevant organisation. The precise action they take will depend on the nature of If you would like to speak up about the conduct of a clinical member of staff, you

your concern and how it relates to their various roles. can do this by contacting the relevant professional body such as the General Medical
Council, Nursing and Midwifery Council, Health & Care Professions Council, General

Please note that neither the Care Quality Commission nor NHS England can get Dental Council, General Optical Council or General Pharmaceutical Council.

involved in individual employment matters, such as a concern from an individual

about feeling bullied. Appendix C contains information about making a ‘protected disclosure’.
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http://www.cqc.org.uk/content/who-we-are

https://www.cqc.org.uk/contact-us/report-concern/report-concern-if-you-are-member-staff

https://www.england.nhs.uk/ourwork/freedom-to-speak-up/how-to-speak-up-to-us-about-other-nhs-organisations/

http://www.nhsbsa.nhs.uk/3350.aspx

https://reportfraud.cfa.nhs.uk/

https://lincolnshire.icb.nhs.uk/meet-your-local-counter-fraud-team/

https://lincolnshire.icb.nhs.uk/meet-your-local-counter-fraud-team/



How should | speak up?

Procedure for Raising a Concern

Initially your concerns should be raised with your line manager (unless they are
concerns that relate to them). The procedure for raising both an informal and formal
concern is shown at Appendix B.

If your concerns relate to other areas of NHS services you may, as appropriate,
speak to the organisations listed above. You can contact them by phone, in writing
or by e-mail.

The ICB will treat you with respect at all times. We will discuss your concerns with
you and seek to ensure we understand exactly your concerns. If an investigation is
required we will advise you how long the investigation is expected to take and keep
you up to date with progress.

The ICB will maintain a confidential concerns/serious concerns log and hold a record
of all investigations and their outcomes where the concern relates to an area of
service delivery/activity that it is responsible for.

9
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Confidentiality

The most important aspect of your speaking up is the information you can provide,
not your identity.

You have a choice about how you speak up:

= Openly: you are happy that the person you speak up to knows your identity and
that they can share this with anyone else involved in responding.

= Confidentially: you are happy to reveal your identity to the person you choose to
speak up to on the condition that they will not share this without your consent.

= Anonymously: you do not want to reveal your identity to anyone. This can make it
difficult for others to ask you for further information about the matter and may make
it more complicated to act to resolve the issue. It also means that you might not be
able to access any extra support you need and receive any feedback on the outcome.

In all circumstances, please be ready to explain as fully as you can the
information and circumstances that prompted you to speak up.





Advice and support

Where can | find more?

We have developed a page on our intranet which provides all the information that
you need in one place. Find out more by clicking the link below:

What is Freedom to Speak Up? - Lincolnshire ICB

You can also access a range of health and wellbeing support via NHS England:

» Support available for our NHS people.

» Looking after you: confidential coaching and support for the primary care
workforce.

NHS England has a Speak Up Support Scheme that you can apply to for support.

You can also contact the following organisations:

= Speak Up Direct provides free, independent, confidential advice on the speaking
up process.

= The charity Protect provides confidential and legal advice on speaking up.

= The Trades Union Congress provides information on how to join a trade union.

= The Law Society may be able to point you to other sources of advice and support.

= The Advisory, Conciliation and Arbitration Service gives advice and assistance,
including on early conciliation regarding employment disputes.




https://lincolnshire.icb.nhs.uk/intranet-home/what-is-freedom-to-speak-up/

https://www.england.nhs.uk/supporting-our-nhs-people/support-now/

https://www.england.nhs.uk/supporting-our-nhs-people/support-now/looking-after-you-confidential-coaching-and-support-for-the-primary-care-workforce/

https://www.england.nhs.uk/supporting-our-nhs-people/support-now/looking-after-you-confidential-coaching-and-support-for-the-primary-care-workforce/

https://www.england.nhs.uk/supporting-our-nhs-people/support-now/looking-after-you-confidential-coaching-and-support-for-the-primary-care-workforce/

https://www.england.nhs.uk/ourwork/whistleblowing/whistleblowers-support-scheme/

https://speakup.direct/

https://protect-advice.org.uk/

https://www.tuc.org.uk/joinunion

https://www.lawsociety.org.uk/for-the-public/

https://www.acas.org.uk/
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What will we do?

Resolution and investigation

We support our managers/supervisors to listen to the issue you raise and take action to resolve
it wherever possible. In most cases, it’s important that this opportunity is fully explored, which
may be with facilitated conversations and/or mediation.

Where an investigation is needed, this will be objective and conducted by someone who is
suitably independent (this might be someone outside our organisation or from a different part
of the organisation) and trained in investigations. It will reach a conclusion within a reasonable
timescale (which we will notify you of), and a report will be produced that identifies any issues
to prevent problems recurring.

Any employment issues that have implications for you/your capability or conduct identified
during the investigation will be considered separately.

Communicating with you

We will treat you with respect at all times and will thank you for speaking up. We will
discuss the issues with you to ensure we understand exactly what you are worried
about. If we decide to investigate, we will tell you how long we expect the investigation
to take and agree with you how to keep you up to date with its progress. Wherever
possible, we will share the full investigation report with you (while respecting the
confidentiality of others and recognising that some matters may be strictly confidential;
as such it may be that we cannot even share the outcome with you).

Timeframes

The ICB expects to complete investigations within 20 working days. If the issue is
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complex and more than 20 working days is needed to investigate the matter you will be
informed of this. Please note you may also at any point be asked to attend additional
meetings to support further investigation.

Following completion of the investigation the outcome will be reported to the Freedom
to Speak Up Guardian. They will then where possible taking account of confidentiality,
ensure you are notified of the outcome of the investigation including what action has
been taken as a result of the staff members concerns. Where action is not considered
practicable or appropriate, you will be advised of the reasons for this. This response
will normally be available 5 working days following the completion of an investigation.

Any individuals who are involved in the investigation must treat all matters as strictly
confidential. The outcomes of investigations will be recorded on the Concern/Serious
Concerns log.

How we learn from your speaking up

We want speaking up to improve the services we provide for patients and the
environment our staff work in. Where it identifies improvements that can be made, we
will ensure necessary changes are made, and are working effectively. Lessons will be
shared with teams across the organisation, or more widely, as appropriate.

Review

We will seek feedback from workers about their experience of speaking up. We will
review the effectiveness of this policy and our local process annually, with the
outcome published and changes made as appropriate.

Senior leaders’ oversight

Our most senior leaders will receive a report at least annually providing a
thematic overview of speaking up by our staff to our FTSU guardian.





Appendix A:

What will happen when | speak up?

First Steps:

Sign posting and
supporting.

We will:

Thank you for speaking up
Help you identify the
options for resolution. This
may simply be giving
advice and support to
resolve matters but if not,
we can assist you by
encouraging you to use our
agreed processes set out
in Appendix B
Signpost you to health and
wellbeing support
Confirm what information you
have provided and seek your
consent to share

Support you with any further next

steps and keep in touch with you

Steps towards
resolution
(informal
process):

Engagement with
relevant senior managers
(where appropriate)

Referral to HR process
Referral to patient
safety process
Other type of appropriate
investigation, mediation, etc

Outcomes:

The outcomes will be
shared with you wherever
possible, along with
learning and improvement
identified

Escalation
(formal
process):

If resolution has not been
achieved, or you are not
satisfied with the outcome,
you can escalate the matter
to the Senior Lead for FTSU
using our agreed processes as
set out in Appendix B Stage 2
(Formal concerns) and thereafter,
stages 3 & 4 of the procedure set
out in appendix B below

Freedom to Speak Up policy for the NHS






Appendix B - Raising a concern (the procedure):
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If after signposting and support you feel your concern is not resolved you can raise concerns in line with the following procedure.

Stage 1 (Informal Process)

Wherever possible, concerns should be discussed and resolved informally. Any staff (including workers, agency staff and contractors) who have concerns about
any wrongdoing within the ICB should in the first instance raise their concerns with their line manager.

If staff members have a concern and it is about their Line Manager, they should take the matter up with the next line of management.

A number of processes exist for concerns to be discussed in a positive way as part of everyday practice this includes, team meetings, regular 1:1’s and
performance development reviews and this is encouraged by the ICB to ensure any concerns are dealt with as early as possible.

If you feel your concern has not been resolved following a discussion with your line manager through your usual processes (such as a 1:1 discussion) then please
submit an FTSU1 Raising Concerns Form (informal process) to your Line Manager

The Line Manager will then investigate the concerns and provide the Freedom to Speak Up Guardian with a copy of the Raising Concerns Form detailing the
outcomes of the investigation. They will also take into account confidentiality, share the outcome with the individual who raised the concerns.

Concerns raised with a manager are not expected to be complex and it is expected investigations would be completed within 20 working days with responses
available in 5 working days. If a staff member requests a formal response to their concerns this can be provided by the manager investigating but they may

initially take a less formal approach and verbally confirm the individual of the outcome.

Where informal mechanisms do not resolve the concern, the further stages listed below provide a formal procedure within which to address the concerns.

Stage 2 (Formal Concerns)

There may be times when it may be more appropriate to raise concerns directly with the Freedom to Speak Up Champions or Freedom to Speak Up Guardian or,
where staff have exhausted stage 1 of this policy and are not satisfied with the response they have received. In this case the employee will be asked to complete
a FTSU2 Raising Concerns Form (formal process) and submit this to the Freedom to Speak up Guardian or the Freedom to Speak up Lead.

All issues will be acknowledged within 3 working days.

Freedom to Speak Up policy for the NHS





The Freedom to Speak Up Guardian (or the Freedom to Speak up Lead) will appoint an individual at the appropriate level to investigate the nature of the
concerns raised and to ensure that matters are investigated appropriately.

Where the concern relates to the ICB Chief Executive or ICB Chair the Freedom to Speak Up Guardian will work with the other party to investigate the concerns
raised.

Where the concern relates to both the ICB Chief Executive and ICB Chair the Freedom to Speak Up Guardian will liaise with another ICB Non-Executive Director
who together, will be responsible for identifying an appropriate route for investigation. This can include making a request for an independent investigation.

The ICB expects to complete investigations within 20 working days. If the issue is complex and more than 20 working days is needed to investigate the matter
you will be informed of this. Please note you may also at any point be asked to attend additional meetings to support further investigation.

Following completion of the investigation the outcome will be reported to the Freedom to Speak Up Guardian. They will then where possible taking account of
confidentiality, ensure you are notified of the outcome of the investigation including what action has been taken as a result of the staff members concerns.

Where action is not considered practicable or appropriate, you will be advised of the reasons for this. This response will normally be available 5 working days
following the completion of an investigation.

Any individuals who are involved in the investigation must treat all matters as strictly confidential.

The outcomes of investigations will be recorded on the Concern Log.

Stage 3 (Internal Review)

If for any reason the staff member is dissatisfied with the outcome of stages 1 and 2 of this process the Freedom to Speak Up Guardian, will initiate an internal
review. In doing this the matter will be raised with the Chief Executive and/or Chair (unless the matter of the investigation affects either) who will review the
circumstances surrounding the concern/s and determine if any further action is required or possible. The review will be completed within 20 working days and
where appropriate taking into account confidentiality, the outcome of this review will be reported back to you within 5 working days.

The outcomes of internal reviews will be recorded on the Serious Concern Log.

In the event that the Internal Review involves the Chief Executive and/or Chair, alternative arrangements will be made with the Freedom to Speak Up Guardian
and the Corporate Manager to commission an alternative route for investigation.

Stage 4 (Independent External Review)
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If the investigation finds the allegations unsubstantiated and all internal procedures have been exhausted, but the member of staff raising a concern is not
satisfied with the outcome of the investigation, the ICB recognises the lawful rights of employees and ex-employees to make disclosures to prescribed bodies
(such as the Health and Safety Executive, relevant audit body, or the regulators), or where justified, elsewhere.
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Procedure for raising a concern flow chart

Stage 1

INFORMAL CONCERN
RAISED WITH LINE
MANAGER

If your discussions have
not resolved your informal
concern complete FTSU1
Raising Concern Form
(informal process) and
submit to Line Manager

Line Manager to
investigate
Concern

Line Manager provide
details of
investigation to
Freedom to Speak up
Guardian

Outcome shared with
the individual who
raised the concern.

Are you happy with
the outcome?

YES

Investigation Closed
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NO

Proceed to Stage 2 —
Formal Concern
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YES

Stage 2

FORMAL CONCERN

Complete Raising Concern}

Form FTSU2 (Formal
Process) and submit to
Freedom to Speak Up

Guardian or the Freedom

)

Acknowledgement sent
within three working
days

Freedom to Speak up

Guardian/Lead will appoin

an appropriate individual

to investigate the concern

Results of investigation
will be given to
Freedom to Speak Up
Guardian

Outcome will be shared with the

individual who raised the
concern within five days of
completion of investigation

Are you happy with
the outcome?

NO\L

Concern will be closed
and logged on the LCC
ICB Concern Log

Proceed to stage 3 /4 as
appropriate






Appendix C:
Making a protected disclosure

Making a ‘protected disclosure’

A protected disclosure is defined in the Public Interest Disclosure Act 1998. This legislation allows certain
categories of worker to lodge a claim for compensation with an employment tribunal if they suffer as a result of
speaking up.

NHS Lincolnshire ICB encourages all its workers to raise concerns with them directly so that we can try to put things
right. However, if you feel you are not able to do this then this useful guide may help you decide what your best route
is: ACAS Whistleblowing at Work.

The legislation is complex and to qualify for protection under it, very specific criteria must be met in

relation to who is speaking up, about what and to whom. To help you consider whether you might meet these

criteria, please you can seek advice from your legal representative, trade union or, as appropriate, the Whistleblowing
Charity Protect at https://protect-advice.org.uk/




https://www.acas.org.uk/whistleblowing-at-work/how-to-make-a-whistleblowing-disclosure#:%7E:text=You%20should%20consider%20making%20the,you%E2%80%99re%20making%20a%20disclosure

https://protect-advice.org.uk/
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1. Introduction

1.1

1.2

1.3

1.4

1.5

1.6

1.7

The Incident Reporting Policy defines the approach NHS Lincolnshire Integrated Care Board
(ICB) takes to ensure the effective identification and management of incidents to meet its
statutory obligations.

NHS Lincolnshire ICB aspires to the highest standards of corporate behavior and clinical
competence, to ensure safe, fair, and equitable procedures are applied to all organisational
transactions, including relationships with patients and their carers, the public, staff,
stakeholders, and use of public resources.

The reporting of incidents and near misses enables: -

¢ Prompt and accurate gathering of information to support the effective management of
any immediate risks.

e Prompt communication and support for individuals involved in the incident, thereby
minimising distress of those affected.

¢ Identification of patterns and trends of incident/near misses to support the ICB'’s
management of broader risks as part of an early warning system.

o Fulfilment of the ICB’s legal duties under the statutory regulations including RIDDOR
2013"; the Health and Safety at Work Act 1974@); the Management of Health and
Safety at work Regulations 1999® and the NHS Digital Guide to the Notification of
Data Security and Protection Incidents ¥

e A culture of openness in reporting of incidents/near misses.

The ICB is committed to an open, fair and just culture, based upon the principles of the
NHS Improvement/England Just Culture Guide® published in June 2019 NHS England
» A just culture guide where staff feel able to report incidents and learn from mistakes
without fear of recrimination.

The intention is not to apportion blame but to create an environment that encourages staff to
report incidents and near misses, the awareness of which will enable the ICB to learn lessons
and support the implementation of actions to prevent incidents reoccurring.

This policy covers the reporting and management of the following types of incidents:

Corporate Business Incidents

Clinical Incidents/Incidents that Impact on Patient Safety
Health and Safety/Fire/Security or Environmental Incidents
Information Governance Incidents

IT (Information Technology)/Cyber Security Incidents

The incident reporting policy interlinks with the current ICB Serious Incident Reporting Policy,
based upon the NHS England Serious Incident Reporting Framework, published in March
20158, The ICB Serious Incident Reporting Policy will be replaced by the ICB Incident
Response Policy/Plan, which is in development. The ICB Incident Response Policy/Plan will
reflect the Patient Safety Incident Response Framework published by NHS England in August
20227,



https://www.england.nhs.uk/patient-safety/a-just-culture-guide/

https://www.england.nhs.uk/patient-safety/a-just-culture-guide/



2. Purpose

2.1

The purpose of this policy is to outline the arrangements for identifying, reporting, and
investigating incidents and near misses within the ICB, achieved by:
o Providing guidance on the process for reporting and managing incidents for
employees/contractors utilising the ICB Local Risk Management System — Datix.
¢ Defining roles and responsibilities of ICB employees, specialist teams, committees and
the ICB in the reporting and management of incidents.
e Outlining the principles that underpin the ICB’s approach to incident reporting and
management.
¢ Providing clear definitions of terminology within incident reporting and management.
e Providing clear definitions of the types of incidents that can be reported within the Local
Risk Management System — Datix
e Providing clear principles of incident investigation
e Outlining how actions, outcomes, trends, and lessons learnt from incidents are
monitored and reviewed.
e Outlining how the ICB aims to meet external onward reporting requirements i.e.,
RIDDOR, GDPR, LFPSE

3. Scope

3.1

3.2

3.3

3.4

This policy applies to all staff directly employed by NHS Lincolnshire ICB. The policy is
designed to ensure that all ICB staff have a clear understanding of their responsibilities to
effectively report and manage incidents/near misses.

Incidents occurring in an NHS provider organisation (inclusive of independent contractors),
commissioned by the ICB, should be reported, and investigated in accordance with the
provider’s own incident reporting policy and procedures.

The policy describes how incidents will be identified, managed and ultimately lessons learnt
utilised to promote future best practice. Incident reporting is the foundation of an effective risk
management system. As referenced earlier in the policy, the aim of the incident reporting
system is not to apportion blame, but to learn from incidents/near misses and improve practice
accordingly. Disciplinary action should not form part of the response to a report of an incident,
except in cases where one of the following applies:

o Where there are repeated occurrences involving the same individual, despite
retraining/support in place.

o Where the incident results in police investigation

e Where, in the view of the ICB or any professional registration body, the action causing
the incident is far removed from acceptable practice.

o Where there is a failure to report an incident in which a member of staff was either
involved or about which they were made aware

The incident decision tree, appendix A may be used to support this decision.

4. Definitions

4.1

An Incident is an untoward or adverse event that gives rise to, or has the potential to produce,
unexpected or unwanted effects which could be detrimental to the safety of patients, other
persons, staff or the ICB. Example of adverse incidents can include, however, are not limited
to:





4.2

The environment (workspace) — Security; Fire; Personal Accident
Organisational Reputation — Information Governance

Property — Security; Fire; Personal Accident

Service Delivery — Clinical; Security; Information Governance
Staff — Violence/Abuse/Harassment; lll Health; Personal Accident

A near miss means any incident which could have led to harm but did not, because

intervention or evasive action was taken. Harm means injury, ill health, damage, theft, or loss
relating to persons, property, income, or reputation.

4.3

The incident may impact different aspects of the ICB, for example:

Reputation

Resources

Staff, Patients, Carers, Contractors

Quality of ICB Services Provided/Commissioned

5. Roles and Responsibilities

5.1 The

roles and responsibilities in relation to the management of incidents, and the

implementation of incident reporting policy are defined below:

Role

Responsibilities

Integrated Care
Board

The ICB has a responsibility to ensure the implementation of effective risk management
systems and processes in relation to the business of the ICB. As referenced earlier in
the policy incident management is integral to the identification and effective
management of risks both clinical and non-clinical, providing an early warning system.
The ICB is therefore responsible for ensuring appropriate policies and procedures are
in place in relation to incident management.

The ICB also has a duty to promote and support a fair, open and just culture in the
reporting and management of all incidents.

Health, Safety
and Wellbeing
Forum

The Health, Safety and Wellbeing Forum is responsible for ensuring that there are
appropriate arrangements for the management and response to incidents/near
misses; that staff are appropriately trained and aware of their responsibilities.

The Health, Safety and Wellbeing Forum will receive quarterly reports describing
themes/trends of incidents reported and learning identified.

Audit and Risk
Committee

The Audit and Risk Committee is responsible for receiving detail of all information
governance incidents. The Audit and Risk Committee and the Senior Information
Risk Owner (SIRO) receive a quarterly and annual report detailing information
governance incidents reported.

Chief Executive

The Chief Executive has ultimate responsibility to ensure compliance with the Health
and Safety at Work Act 1974 and associated legislation, and that the incident
reporting policy is implemented and effective within the ICB.

This responsibility is delegated at a strategic level to the Director of Nursing in
relation to clinical risk management, and role of the Caldicott Guardian.

The role of Senior Information Risk Owner (SIRO) is delegated to the Director of
Finance.

Director of
Nursing

The Director of Nursing has delegated strategic responsibility, from the Chief
Executive, for clinical risk management including the reporting and management of
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incidents (clinical and non-clinical) pertaining to the staff employed by the ICB/clinical
services provided by the ICB.

The Director of Nursing, as Caldicott Guardian, is responsible for ensuring the
protection and use of patient identifiable information, which may be used during the
incident reporting process.

Operational management of the ICB risk management system Datix, and associated
reporting/monitoring is delegated to the Head of Quality Services.

Director of
Finance and
Contracting

The Director of Finance and Contracting as the Senior Information Risk Owner
(SIRO) with support from the Information Governance Team of NHS Arden and
Greater East Midlands Commissioning Support Unit is responsible for ensuring
that adequate arrangements are in place for the reporting of information governance
events or incidents; managing information governance risks and analysing,
investigating and escalation of events/incidents and recommendations in line with the
NHS reporting requirements and information governance work plans, progress
recommendations and lessons learnt.

The SIRO will receive quarterly and annual information governance reports from the
Information Governance Team.

Information
Governance
Team (NHS
Arden and
Greater East
Midlands
Commissioning
Support Unit)

Through a service level agreement between the ICB and NHS Arden and Greater
East Midlands Commissioning Support Unit, the Information Governance Team
provide specialist information governance expertise; and support the Director of
Finance and Contracting and Director of Nursing to ensure the appropriate review,
management, monitoring and escalation of information governance incidents reported
by ICB staff.

The Information Governance Team are responsible for providing quarterly and
monthly reports to the SIRO and Audit and Risk Committee on information
governance incidents reported.

The Information Governance Team are responsible for providing advice and
guidance to staff in relation to information governance incidents reported.

The Information Governance Team are responsible for the notification of
appropriate incidents to the ICO on behalf of the ICB, linking in with the reporting
team/investigator of the incident.

Head of Quality
Services Team

The Head of Quality Services Team has delegated responsibility from the Director
of Nursing to receive information and analyse trends in relation to incidents reported.

The Head of Quality Services Team has the responsibility for the management and
maintenance of the ICB risk management system Datix. The role undertaken on daily
basis by the Quality Services Team of the ICB.

The Head of Quality Services Team has responsibility for the reporting of incident
activity, lessons learnt through quarterly reporting to the Health, Safety and
Wellbeing Forum.

Quality
Services Team

The Quality Services Team has the responsibility to maintain the risk management
system Datix. Ensuring appropriate system updates are undertaken as required.

The Quality Service Team has the responsibility to review newly reported incidents,
allocate lead investigators and monitor completion of the investigations.

The Quality Service Team provide a specialist resource to support ICB staff in the
management of incidents, providing advice/guidance on the use of the risk
management system Datix; risk grading incidents, sourcing expertise advice
(safeguarding, infection prevention and control, information governance) to support
the completion of robust and proportionate incident investigations.
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Managers

Managers have the responsibility to manage risk within their own
departments/service. Managers must ensure that they, and their staff for whom they
are responsible, are fully aware of the ICB incident reporting policy and staff have
access to the web-based risk management system, Datix.

Following every incident or near miss, Managers must take immediate action to
ensure the situation is safe, and immediate risks have been mitigated. This may
include the wearing of protective clothing, removal of similar items of equipment,
undertaking/reviewing risk assessments and/or change in procedure. This action
should be documented within the investigation form on the web based Datix risk
management system.

The Manager is also responsible for assessing whether there are broader
implications relating to the incident, which may require further escalation within the
ICBi.e., RIDDOR; IG Incident

All Staff

Staff employed by the ICB have a responsibility to report near misses and incidents
(clinical and non-clinical) to ensure that the ICB effectively meets all statutory
reporting requirements.

Any member of staff that are involved in an incident or a near miss must complete an
electronic incident form, within one day of the incident occurring, via the web-based
risk management system Datix. Guidance and support on the completion of the
incident form can be secured from the ICB Quality Services Team, contact details
available on the ICB Intranet.

The staff member is required to assess the incident, when entering the information on
the Datix system. If the staff member suspects that the incident is serious in nature,
has broader implications for the ICB/staff/patients/carers or is RIDDOR reportable; the
incident must be reported immediately to their Line Manager and advice secured from
the ICB Quality Services Team.

Staff working out of hours should escalate incidents of a serious nature/ RIDDOR
reportable to the Tactical on Call.

Datix is accessible using the following link https://incidentreporting.lincolnshire.nhs.uk

Heads of
Clinical
Services

There are several clinical services provided by the ICB, including, but not limited to:

Mental Health Commissioning
Continuing Healthcare

Infection Prevention and Control
Safeguarding

EACH

The Head of the Clinical Service has the responsibility for the oversight,
management and escalation of any clinical incident reported within their service.
The Head of Clinical Service will escalate any concerns regarding clinical incidents
reported to the appropriate Lead Associate Director of Nursing for the service.

The Head of Clinical Service will undertake any actions to support the review of the
clinical incident and sharing of lessons learnt commensurate with their role.

Reporting of learning from ICB clinical incidents will be reported through to the
appropriate clinical forum by the Head of Clinical Service.
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6. Body of Policy

Procedure for Reporting an Incident

6.1

6.2

6.3

6.4

The immediate priority for all staff in the case of an incident is to take the necessary steps to
ensure the safety of those involved i.e., staff, members of the public, patients etc. In
addition, prompt action must also be initiated to prevent a reoccurrence of any further
incidents or a near miss graduating to an incident.

The level of action required will be dependent on the type of incident reported, however,
consideration should be given where appropriate to:

¢ Any immediate health needs of the individual(s) involved in the incident, without
putting any additional individuals at risk. This includes arranging any first aid or
medical assistance needed.

o Remove, retain any equipment deemed to be faulty.
Contact emergency services where required.

¢ Inform the appropriate line manager, or senior member of staff that the incident has
occurred.

¢ Consider any immediate communication that may be required, should the incident
have the potential to impact other staff, members of the public, patients, services
provided by the ICB.

¢ Inform the police if there had been a violent or criminal act.

The incident should be reported onto the ICB web-based risk management system (Datix),
within one day of the incident occurring. There is no password or Datix account required for
staff to report an incident, the reporting form can be accessed via a link on the ICB intranet
or via https://incidentreporting.lincolnshire.nhs.uk . Guidance notes on completing the incident
form on Datix are included in appendix B.

The incident form should be completed by the individual staff member involved in the
incident, or where this is not possible an identified witness of the incident. It is important that
only the facts of the incident are recorded, providing as much detail as possible to support
further investigation of the incident. There should be no judgement statements or opinions
identified within the completed incident report. The description of the incident should not
include any person identifiable information, this information should be included in the person
affected section of the Datix form.

Reporting to External Agencies

6.5

6.6

6.7

The line manager, supported by the Quality Services Team, will be responsible for
determining when there is a need to involve external agencies in the investigation.

Examples of where this may be necessary could include:

e Where the incident falls within the definitions and timeframes for an external
agency e.g. RIDDOR reportable incidents to the Health and Safety Executive
(HSE); information governance incidents to the Information Commissioners Office
(ICO)

Where an external agency is involved in the incident

Where there is a high probability of litigation i.e. involvement of NHS Resolution
Where there is insufficient expertise to test equipment within the ICB

Where there is a need to eliminate bias

The external agencies for whom the incident may be required to be shared include, however,
9
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6.8

6.9

6.10

6.11

6.12

6.13

6.14

6.15

6.16

not limited to:
o Police
Local Authority
Professional Regulatory Bodies
NHS Property Services
NHS Resolution
Counter Fraud and Security Management Services

RIDDOR (Health and Safety Executive) The Reporting of Injuries, Disease and Dangerous
Occurrences Regulations 1995 require that organisations must report deaths, major injuries
and accidents resulting in over 7-day injury, diseases and dangerous occurrences and gas
incidents.

Whilst there is no longer a requirement to report to RIDDOR occupational injuries resulting in
three days of incapacitation, all injuries sustained in the course of work are required to be
reported by ICB staff on the Datix incident reporting system.

The Quality Services Team will support the appropriate line manager to carry out RIDDOR
reporting to the Health and Safety Executive (HSE). When there is a suspicion that the
incident may be RIDDOR reportable this should be identified on the incident reporting form;
and direct contact made with the Quality Services Team as soon as possible.

In the event of the incident resulting in major injury or death, staff are required to undertake
an immediate notification of the incident to the appropriate Line Manager, for onward
escalation to the Director of Nursing and Head of Quality Services and appropriate Director
for the service in which the incident occurred. Outside of normal working hours this should
be to the senior manager (Tactical on Call).

Personal Data Breaches (Data Security and protection Incidents) Personal data is defined as
“any information relating to an identified or identifiable natural person (‘data subject); an
identifiable natural person is one who can be identified, directly or indirectly, in particular by
reference to an identifier such as a name, an identification number, location data, an online
identifier or to one or more factors specific to the physical, physiological, genetic, mental,
economic, cultural or social identity of that natural person”.

A Personal Data breach is defined as; “a breach of security leading to the accidental or
unlawful destruction, loss, alteration, unauthorised disclosure of, or access to, personal data.
This includes breaches that are the result of both accidental and deliberate causes. It also
means that a breach is more than just about losing personal data.

A personal data breach can be broadly defined as a security incident that has affected the
confidentiality, integrity, or availability of personal data. In short, there will be a personal data
breach whenever any personal data is lost, destroyed, corrupted, or disclosed; if someone
accesses the data or passes it on without proper authorisation; or if the data is made
unavailable, for example, when it has been encrypted by ransomware, or accidentally lost or
destroyed.”

GDPR places a mandatory requirement on the ICBs to report breaches of personal data. Any
security breach that creates a risk to the rights and freedoms of the individual is a personal
data breach and could be natifiable to the Information Commissioners Office (ICO) if it reaches
a certain threshold. Any personal data breach that could create a significant risk to the rights
and freedoms of an individual must be notified to the Information Commissioner’s Office.

The incident must be recorded on NHS Lincolnshire ICB’s Datix as soon as possible and
within 24 hours of identification, recording all information known at that point. Further detail
can be added as necessary. The Quality Services Team will immediately notify the Information
Governance team of any incidents which include reference to a data security and protection
or an information governance breach.
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6.17

6.18

6.19

6.20

6.21

6.22

6.23

6.24

The NHS Arden and Greater East Midlands Commissioning Support Unit Information
Governance Team are then able to provide appropriate support to the investigating manager
to ensure all necessary action has been taken to manage information governance risks
identified. All breaches must be investigated within 72 hours and the incident reported to the
Information Commissioners Office (ICO) if necessary.

The Information Governance Team will report appropriate incidents to the Information
Commissioners Office (ICO). The Information Governance Team will confirm with the ICB
SIRO or Deputy SIRO incidents for reporting to the Information Commissioners Office (ICO).

All breaches of personal data should be assessed in line with NHS Digital’s ‘Guide to the
Notification of Data Security and Protection Incidents’ published in May 2018.

Any incident must be graded according to the significance of the breach and the likelihood of
those serious consequences occurring. Incidents should be reviewed by the NHS Arden and
Greater East Midlands Commissioning Support Unit Data Protection Officer, Caldicott
Guardian or Senior Information Risk Owner when determining what the significance and
likelihood of a data breach will be.

If the incident scores anything other than ‘grey’ in the breach assessment grid, the DHSC &
ICO must also be notified. The incident should be recorded on the Data Security and
Protection Toolkit Incident Reporting Tool, and the DHSC and ICO will be automatically
notified once submitted.

The Information Governance Team will identify to the SIRO any information governance
incidents that meet the reporting criteria to the Information Commissioners Office. The SIRO
will approve relevant information governance incidents for reporting to the Information
Commissioners Office (ICO). The Information Governance Team will undertake the reporting
of information governance incidents to the ICO on behalf of Lincolnshire ICB.

Estates and Facilities Incidents relating to property leased by the ICB should be notified by
the reporter, or their Line Manager directly to NHS Property Services via the 24/7 helpdesk
number 0808 196 2045, on immediate identification of any areas of risk. Immediate action
should subsequently be documented on the Datix incident form by the reporter.

Incidents that occur whilst using hot desk facilities in sites maintained by other NHS
Organisations should be alerted to the appropriate site maintenance team, through contact
via the appropriate site reception team.

Learning from Patient Safety Events (LFPSE)

6.25

Learning from Patient Safety Events (LFPSE) is a national patient safety system designed to
capture patient safety incidents at a national level to support learning and improvement.
Patient safety incident data is uploaded via Local Risk Management Systems (LRMS) such
as Datix, or directly via an online LFPSE account. NHS Lincolnshire ICB’s Quality Service
Team will be responsible for ensuring that appropriate patient safety incidents are uploaded
to LFPSE as required.

Procedure for Investigating an Incident

6.26

On identification of an incident reported via the Datix risk management system, the Quality
Services Team will:
¢ Review the incident to ensure appropriate actions have been taken to mitigate any
immediate risks.
e Consider if any internal escalation is required and liaise with the reporter/line manager
to ensure that this has been completed.
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6.27

6.28

6.29

6.30

o Establish if any external reporting is required, liaise with the reporter/line manager to
ensure this is completed.

e Share a link to the incident with appropriate specialist teams as required i.e.
Information Governance Team, Safeguarding, Infection Prevention and Control to
secure specialist advice to support the management and investigation of the incident.

e Identify and appropriate lead (investigating manager) to investigate the incident and
allocate appropriate access to the Datix incident form. In most cases, this will be the
Line Manager of the individual involved in the incident or Head of Service where the
incident occurred.

¢ Incident review undertaken should be based upon the principles of the NHS
Improvement/England Just Culture Guide published in June 2019(5) NHS
England » A just culture guide where staff feel supported through the incident
review process, with a focus on learning from mistakes without fear of
recrimination.

Investigating Managers will be required to:

e Risk grade the incident. The risk grading matrix and guidance notes on completion
are available within the Datix system Dif 2 investigation form. Further advice on risk
grading an incident is available from the Quality Services Team on request.

e Undertake an investigation within 10 working days of the initial report; and upload the
outcome into the Datix investigation form (Dif 2). Summary guidance on completing
an investigation is provided within appendix C. The Datix investigation form (Dif 2)
provides full detail of the fields that are require completion as part of the incident
investigation. Advice and guidance on completion of the Datix investigation form (Dif
2) is available from the Quality Services Team on request. The Quality Services Team
are contactable via licb.clinicalriskincidents@nhs.net

The investigation should include:

e Collection of evidence of what has occurred i.e. correspondence, witness statements
(evidence should be uploaded into the appropriate incident file within the Datix risk
management system)

o Consideration of the evidence collected against protocols/procedures in place.
Conclusions/recommendations of actions to minimise risk, based on the facts of the
incident that have been established.

¢ An action plan, including mechanisms for monitoring its success/completion. Action
plans will be monitored in the first instance by the Head of Department/Line Manager.

¢ Identification of how lessons learnt will be shared within the individual reporter, team,
department, and organisation as appropriate.

As a general principle, the level of investigation required is directly proportionate to the level
of risk posed by a potential reoccurrence of the incident and the potential for the investigation
identifying new lessons to learn.

If the incident investigation has not been completed within this timescale the investigating
manger is to identify to the Quality Services Team the progress of the investigation, and the
anticipated date of completion. This information will be included in the electronic Datix file for
the appropriate investigation as part of the investigation audit trail.

Involving/Communicating with Patient/Public

6.31

6.32

Consistent with ‘Being Open’ guidance and the ICB Being Open and Duty of Candour Policy,
patients, staff, members of the public should be informed when things have gone wrong, and
they have been harmed as a result. Specifically, duty of candour applies to any patient
safety incident that has been assessed to have resulted in moderate harm, severe harm or
death.

Staff should liaise with the appropriate Associate Director of Nursing and adhere to the
Caldicott principles before the transfer of person identifiable information from the ICB.
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6.33

6.34

Where disclosure of information is essential within the ICB or to the partner agencies, staff
should follow the local protocols governing the protection of and use of patient identifiable
information.

The ICB will acknowledge, provide appropriate support and apologise for failings in the
service it delivers, reassuring patients, staff and their families that the right lessons have
been learnt from incidents reported.

Follow Up/Support

6.35

6.36

Staff involved in incidents may require additional support. This can be obtained from the
following sources:

e Occupational Health Service

e Staff member’'s own GP

e Staff Side Representatives

Staff may wish to access these directly or seek support in accessing further support from
their line managers.

Reporting and Learning

6.37

6.38

6.39

6.40

6.41

6.42

Learning will be identified through the investigation of incidents. Incident outcomes will be
shared with the incident reporter, and where appropriate broader learning will be shared within
the immediate team and wider ICB.

Incident trends, actions and learning from incidents will be analysed and reported on a
quarterly basis by the Head of Quality Services to the ICB Health, Safety and Wellbeing
Forum. The incident report will include detail on categories of incidents reported, location, and
detail of any externally reportable incidents RIDDOR etc. The incidents reported through to
the Health, Safety and Wellbeing Forum, include, but are not limited to incidents relating to
the ICB environment (security; fire) and staff incidents relating to violence/abuse/harassment
and personal accidents.

The ICB Health, Safety and Wellbeing Forum will monitor incident trends, and will support the
development of robust actions to address any common themes/risk that emerge.

The ICB Health, Safety and Wellbeing Forum will also identify appropriate ICB Committees
and Staff Forums where lessons learnt will benefit from being disseminated.

Clinical incidents will be monitored by the appropriate Head of Clinical Service and reported
through to the appropriate clinical forum.

Information governance incidents will be reported through to the Audit and Risk Committee
on a quarterly an annual basis by the Information Governance Team.

7 Communication, Monitoring and Review

7.1 The incident reporting policy is available via the ICB Intranet site and should be included as part
of the local induction for all new staff on their commencement of employment with the ICB.

7.2 The Health, Safety and Wellbeing Forum will monitor the implementation of the incident
reporting policy through receipt of quarterly reports describing incident reporting and learning.
The quarterly incident reports into the Health, Safety and Wellbeing Forum will be anonymous,
to maintain confidentiality.
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7.3 Any individual who has queries regarding the content of this policy or has difficult understanding
how this policy relates to their role, should contact the Head of Quality Services or the Quality
Services Team.

8 Staff Training

8.1 All new members to the ICB staff will be introduced to the principles of risk management, including
incident reporting procedures as part of the corporate induction checklist by the designated line
manager.

8.2 It is the responsibility of every staff member supported by their line manager, to ensure that they
are familiar with the ICB incident reporting policy; and to identify training needs in relation to this.
Such training needs should be reported through the staff member’s line management to the Head
of Quality Services. Bespoke training sessions are available from the Quality Services Team to
support specific staff needs, on request. The Quality Services Team can be contacted via
licb.clinicalriskincidents@nhs.net

9 Equality and Diversity Statement

9.1The ICB is committed to promoting equality in all of its responsibilities — as commissioner of
services, as a partner in the local economy and as an employer. This policy and procedure will
contribute to ensuring that all users and potential users of services and employees are treated fairly and
respectively with regarding to the protected characteristics of age, disability, gender, reassignment,
marriage or civil partnership, pregnancy and maternity, race, religion, sex, and sexual orientation.

9.2 All relevant persons are required to comply with this document and must demonstrate sensitivity
and competence in relation to the nine protected characteristics as defined in the Equality Act
2010.

9.3 The completed equality impact assessment is included as appendix D.

10 Interaction with other Policies

10.1 The policy should be read and used in conjunction with the following policies and procedures:

Serious Incident Reporting Policy/Patient Safety Incident Response Policy
Incident Response Plan

Health and Safety Policy

Freedom to Speak Up Policy

Being Open and Duty of Candour Policy

Safeguarding Adult Policy

Safeguarding Children Policy

Data Protection and Confidentiality Policy

Information Governance Management Framework

11 References

11.1 The following references have been used throughout the incident reporting policy:

1 The Reporting of Injuries, Disease and Dangerous Occurrences Regulations 1995 RIDDOR -
Reporting of Injuries, Diseases and Dangerous Occurrences Reqgulations 2013 - HSE
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Health and Safety at Work Act 1974 Health and Safety at Work etc. Act 1974 — leqislation
explained (hse.gov.uk)

Management of Health and Safety at work Regulations 1999 The Management of Health and
Safety at Work Regulations 1999 (legislation.gov.uk)

NHS Digital Guide to the Notification of Data Security and Protection Incidents published in 2018
Data Security and Protection Toolkit (dsptoolkit.nhs.uk)

NHS Improvement/England Just Culture Guide (4) published in June 2019 NHS England » A
just culture guide
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NHS England Serious Incident Reporting Framework, published in March 2015 serious-incidnt-
framwrk-upd.pdf (england.nhs.uk)

Patient Safety Incident Response Framework published by NHS England in August 2022 NHS
England » Patient Safety Incident Response Framework and supporting guidance

ossary

12.1 The following acronyms have been used within the incident reporting policy:

Acronym

EACH Elective Activity Co-ordination Hub
DHSC Department of Health and Social Care
GDPR General Data Protection Regulation
HSE Health and Safety Executive

ICB Integrated Care Board

ICO Information Commissioners Office
LFPSE Learning from Patient Safety Events
NHS National Health Service

RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
SIRO Senior Information Risk Owner
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Appendix A

Incident Decision Tree

INCIDENT DECISION TREE"

Work through the tree separately for each individual involved

Start Here
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Appendix B

How to complete the incident reporting form on Datix

Accessing the incident form

Navigate to the following page by opening your browser (e.g., Internet Explorer) or click the link:
https://incidentreporting.lincolnshire.nhs.uk

Incident Date and Location

9.

Enter the incident date or click the calendar icon next to the 'Incident Date' to select the date.

Select the organisation where the incident took place from the drop-down menu next to ‘Organisation’
(e.g., ICB etc.).

Select the Location where the incident took place from the drop-down menu next to ‘Location’ (e.g., ICB
Headquarters etc.).

Select the Exact Location where the incident took place from the drop-down menu next to ‘Exact
Location’ (e.g., Lincoln, Sleaford etc.).

Select the specialty where the incident took place from the drop-down menu next to ‘Specialty’ (e.g.,
Corporate etc.).

Incident Date and Location

* Incident date (ddMMiyyyy) B

* Organisation -
* Location =
* Exact Location -
* Specialty =

Incident Details

Type a description of the incident in the box next to ‘Description’. Please do not enter opinions or the
names of people involved and keep this as concise as possible.

Enter the action taken after the event in the box next to 'Immediate action taken'. If no action was taken
enter ‘None’.

Incident details
* Description
Enter facts, not opinions. Do not enter names of people

&

* Action taken
Enter action taken at the time of the incident

<&

Incident Coding

Choose who was affected by the incident from the ‘Incident affecting’ drop-down list.

10. Choose what was affected by the incident from the 'Incident Type' drop-down list.
11. Choose the type of incident from the 'Category' drop-down list.
12. Choose the details of the incident from the 'Subcategory' drop-down list.
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Incident Coding
Incident affecting

Incident Type
Category -

Subcategory -

Safeguarding Incidents

For safeguarding incident:

13. Choose ‘Yes/No’ from the field “Do you think this is a safeguarding issue?”

14. Choose the safeguarding concerns from the “safeguarding concern(S)” dropdown list. (i.e., Children
Safeguarding, Adult Safeguarding etc.).

15. Type the safeguarding referral details in the box next to ‘safeguarding referral details:’ please do not
enter opinions or the names of people involved and keep this as concise as possible.

16. Choose the nature of concern from the “Nature of concern” drop-down list (i.e., Adult — Domestic
Abuse, Adult - Emotional).

17. Choose ‘Yes/No’ from the field “Has safeguarding referral been made to the Local Authority?”

Safeguarding Details
% Do you think this is a Safeguarding Issue Yes -

Safequarding Concern -

Safeguarding referral details:

Nature of concern: -
Has safeguarding referral been made to the Local -
Authority?

Pressure Ulcers Incidents

For pressure ulcer incidents,

I8. For pressure ulcer incidents, specify the pressure ulcer grade by selecting grade from dropdown list next to
“Grade of Pressure Ulcer?” (Note: Grade 2 Pressure Ulcers are not managed by this site)

Pressure Ulcers

Grade of Pressure Ulcer? |

Incident Severity and Result Pressure Ulcer Grade 3
Result Pressure Ulcer Grade 4
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Infection Control Incident

In the Incident Type drop-down, if “Healthcare Associated Infections (infection control incident)” is selected,

19. Choose Yes/No from the ‘Was the patient at risk of infection?’ drop-down list.

20. If yes is selected, then type the details in the ‘Please detail the risk of infection.’
21. Choose Yes/No from the ‘Did the patient acquire the infection?’ drop-down list.

22. If yes is selected, then type the details in the ‘Please detail how they acquired the infection.’

Infection Control

Was the patient at risk of infection? Yes -

Please detail the risk of infection

Did the patient acquire the infection? Yes -

Please detail how they acquired the infection

Incident Severity and Result

23. Choose the results of the incident from the ‘Result’ drop-down list.
24. Choose the severity of the incident from the ‘Severity’ drop-down list.
25. Select the initial risk grading from the risk matrix.

e g s e e e e

Incident Severity and Result

Result ~
Severity hd
Negligible Minor Moderate Major Catastrophic
Possible [ 3 O L] i} _
Unlikely o O O L L
Rare L] L] .
Grade(nitial:[ |

Additional Information

26. Was any person injured or affected by the incident? Please select Yes/No and enter their details.
27. Was any other contact involved in the incident? Please select Yes/No and enter their details.
28. Any documents to attach. Please select Yes/No then

Select the Link as type from the dropdown.

Provide a description.

Browse to attach the document.

You can add more documents by clicking on “Add Another” Button

Details of Person Reporting the Incident

29. Enter your details in this section.
e Full name (This is a required field)
e Professional Area (This is a required field)
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30.
31I.

32.
33.

e Telephone Number (This is a required field)
e Email Address (This is a required field). Please this should be your NHS.Net email address.

Reporters’ Locality

Which ICB Locality are you a member of? (This is a required field)

Which Organisation are you reporting from? — You can start typing your organisation and then select when it
shows up or scroll through the list to select.

Submitting form
Click Submit to submit the form (You will only have a reference number for your records)

However, if you need a copy of the incident you are reporting on file, Click Submit and Print to submit and print
a copy of the formd.
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Appendix C

Incident Investigation Guide

Incident Investigation Guide

NHS

Remember — Theincid: T
be proportionate to theincident reported.

should

5taff should be supported through the incident
investigstion process, with 2 focus onleaming and
review of systems/processes.

Incidents should be investigated based upon the
principles ofthe NHS England Just Culture Guide) NHS
England # Ajust culture guide

Step5—F
The find step isidentification and Zaring of lessons

learnt.

The outcome of the inddent investigation and lessons
learnt should be shared withthe re porter.

In addition, any brozaderleaming that would bensefitfor
sharing across the ICB should be highlighted tothe Quality
Services Team toaction lich.clinicalriskincidents@nhs.net

?

Step 4 — ldenti 15 8 Actions
On conclusion ofmelnudemlnuesnganun
recomr d actions ise the risk of

the incident reaccurring should beidentified.

Action plans will include:

- Clear dexription of action required

- Lead accountzbility for the action

- Timescale for action completion

- Mechanism for monitoring action
success/completion

®  Mechznism through which the zction plan will
be monitored.

Step 1 — Initial Review of the hﬂdu'n

Y,

receipt ofan i consider:

Is the incident clearly deﬁnedﬁ.ndersmdd:le? L
not, contact the reporter to clarify information
regquirad.

Hawe =ll immediste actions required been
completed? If not, identify further actions
required, who needs to undertzke these, by what
timescale and mechanism to ensure actions are

implemented.

s any escalation of the incident required, focus of
level of =actuzl/potentizl harm; likelihood of
recurrence, does the incident form part of 2 trend

o .\
S

MINUTE
BRIEFING
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Step 2 — Information Gathering
Conzider information reguired to support the incident
|mﬁhgahm

Copies of any correspondence/documentation related
to the incident.

Any photographs of the site where the incident
occurned.

Interviews with witnesses.
Identification of policies/procedures/S0Ps in place.
Physical review of the site where the incident gocurred






Appendix D

Equality Impact Analysis
Form

Project Details

LG EEANEGEEE Incident Reporting Policy

EA Author: Tracy Petch, Senior Patient Safety Manager

Team: Nursing and Quality Directorate

Date 15.07.22
completed:
Version: 1

What is the aim of the project/proposal?

The policy has been reviewed and updated to reflect the transfer from CCG to ICB.

The purpose of this policy is to outline the arrangements for identifying, reporting, and
investigating incidents and near misses within the ICB. To ensure the commissioning of high-
quality care that puts the safety of patients and staff first.

All staff have a major role to play in the identification and management of all types of
incidents, the policy aims to encourage and support an open and fair culture. When things go
wrong the ICB aims to respond quickly and positive to mitigate risks and ensure the continued
wellbeing of patients, staff, and the public.

Who will be affected by this work? e.g. staff, patients, service users, partner

organisations etc.

This policy is applicable to all employees, patients, visitors, students, and contractors.
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Stage 1, Scoping point

Is a full Equality Impact Analysis required for this project?

You should consider whether a full EIA is required, referring to the relevant

guidance for information and guidance on making this decision.

It is important this decision is made with an open mind and correctly, advice
should be sought from the EIHR team if you are unsure.

Yes | M | Proceed to the full Equality | No | O | Explain why further analysis is
Impact Analysis form not required.

If no, explain below why further Equality Impact Analysis is not required. E.g. ‘This report is

for information only’ or ‘“The decision has not been made by the ICB’ or ‘The decision will not

have any impact on patients or staff’. (Very few decisions affect all groups equally and this is

not a rationale for not completing an EIA.)

Equality Impact Analysis Form

If at an initial stage further information is needed to complete a section this should be recorded and
updated in subsequent versions of the EIA. An Equality Impact Analysis is a developing document, if you
need further information for any section then this should be recorded in the relevant section in the form and
dated.

1. Evidence used

To demonstrate that the decision made has been informed you should include
examples of the information used to determine the impact and complete the EIA.

Examples are likely to include:

Population Data - e.g., demographic profile (Census),

Service Activity Data e.g., profile of patients using a service.

Consultation and Involvement findings - e.g., any engagement with service
users, local community, specific groups.

Research - e.g., good practice guidelines, service evaluations, literature
reviews, reports

Participant knowledge - e.qg., experiences of working with different or
population groups, experiences of service users in other service areas /
localities.

Not applicable as incident reporting Legislation* applies to all employees, patients,
visitors, students, and contractors.

*Legislation that covers incident reporting includes, but not limited to the Health and
Safety Executive RIDDOR reporting (Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations 1995); fulfilment of the Health and Safety at Work Act 1974;
the Management of Health and Safety at Work Regulations 1999 and the Data

Protection Act 2018 — General Data Protection Regulation (GDPR
2. Potential Impact of decision
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In the following boxes, for each protected characteristic, detail the findings and impact
identified (positive or negative) within the research detailed above. This should
include any identified health inequalities which exist in relation to this work.

As part of these considerations, you should include how the ICB will be meeting the
requirements of the public sector equality duty (PSED):

“In exercising their functions, public authorities must have due regard to the need to:
Eliminate unlawful discrimination, harassment, and victimisation.
Advance equality of opportunity between people sharing a protected
characteristic and others.
Foster good relations between people sharing a protected characteristic and
others.”

Before completing this section, you should ensure you can suitably answer the
following:

What is the equality profile of the population i.e. service users/patients and/or
workforce that is infended to benefit from the activity/project?

(By collecting and analysing demographic data of protected characteristics relating to
patients/service users and/or workforce, within the geographical area concerned, the
ICB will be able to identify the groups that may be adversely affected at a greater
proportion to others).

2.1 Age
Describe age-related impact and evidence. This can include safeguarding, consent,
and welfare issues.

e The age of the ICBs staff varies between students and more mature staff.

e The age of patients, contractors and visitors can vary although under 18 years
of age are not routinely admitted to ICB premises unaccompanied.

e The ICB does not treat patients on ICB premises if patients visit the ICB they
are classed as visitors.

Consideration should be given to younger and elder individuals (visitors to ICB
offices/events) that may have difficulty understanding the terminology and following
the process. Appropriate language should be used to support the individuals
understanding. A suitable location for in person discussion should be identified to
support possible difficulties with mobility and to accommodate welfare needs.

2.2 Disability

Describe disability-related impact and evidence. This can include attitudinal, physical,
communication and social barriers as well as mental health/learning disabilities,
cognitive impairments.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Due consideration should be given to the individual to ensure individual needs are considered
throughout the investigation and during any meetings that may be undertaken, ensuring
appropriate location and equipment are identified for meetings held and any sensory or
neurodiversity accessible information requirements are also considered.

2.3 Gender reassignment (including transgender)
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Describe any impact and evidence in relation to transgender people. This can include
issues such as privacy of data and harassment.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Due regard will be given to individuals needs during the investigation and meetings.
Appropriate discussions with individuals who have transitioned or are going through transition
to agree appropriate use of pronouns and person referencing within investigation reports and
correspondence.

2.4 Marriage and civil partnership
Describe any impact and evidence in relation to marriage and civil partnership. This
can include working arrangements, part time working and caring responsibilities.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

However due consideration should be given to family circumstances which may impact on
availability during the investigation.

2.5 Pregnancy and maternity
Describe any impact and evidence in relation to Pregnancy and Maternity. This can
include working arrangements, part time working and caring responsibilities.?

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Due regard will be given to service users’/patients (especially those who may be pregnant)
needs during the investigation and meetings.

Staff returning from maternity leave as previous employees should be aware of the incident
reporting policy, however, additional support and guidance will be provided on request.

2.6 Race

Describe race-related impact and evidence. This can include information on different
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language
barriers.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Appropriate individual requirements will be facilitated to ensure that the individual can engage
fully with the process. If required, the use of translators and interpreters will be undertaken to
ensure full understanding by the service user of the process and outcomes.

2.7 Religion or belief

Describe any impact and evidence in relation to religion, belief or no belief on service
delivery or patient experience. This can include dietary needs, consent, and end of life
issues.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Realistic efforts will be made to accommodate the service users’/patient’s requirements to
facilitate specific religious requirements or belief needs. Including timing of discussions or
meetings around prayer times or ensuring appropriate or chaperones are included in the
process.

2.8 Sex
Describe any impact and evidence in relation to men and women. This could include
access to services and employment.
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Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

Appropriate facilities will be made available for any individual dependent on the degree of
issue/sensitivity provisions will be made to support those individuals that may want
confidential discussions in a male or female only setting.

2.9 Sexual orientation

Describe any impact and evidence in relation to heterosexual people as well as
lesbian, gay and bisexual people. This could include access to services and
employment, attitudinal and social barriers.

Not applicable to this policy as national incident reporting guidance does not differentiate on
the protected characteristics.

All individuals involved with the process will be given an opportunity to request specific
requirements to support their involvement and understanding with the process.

2.10 Carers

Describe any impact and evidence in relation to part-time working, shift-patterns,
general caring responsibilities. (Not a legal requirement but an ICB priority and best
practice)

Not applicable to this policy as national incident reporting guidance does not differentiate in
relation to part time hours or different working patterns.

Out of hours and lone working will be strengthened through the risk assessment process,
linked to health and safety policies/procedures.

Individuals to be given an opportunity to request any specific requirements in relation to their
caring responsibilities which will be supported to aid the reduction of carer pressures in the
undertaking of the process.

2.11 Other disadvantaged groups

Describe any impact and evidence in relation to groups experiencing disadvantage
and barriers to access and outcomes. This can include socio-economic status,
resident status (migrants, asylum seekers), homeless people, looked after children,
single parent households, victims of domestic abuse, victims of drug/alcohol abuse.
This list is not finite. This supports the ICB in meeting its legal duties to identify and
reduce health inequalities.

Not applicable as the legislation protects all employees of the ICB and the other
groups this policy applies to.

Equal consideration will be given to any service user that is involved with the process
of this policy.

All processes linked to this policy will be conducted in such a way that provides equity
to all service users from different backgrounds and circumstances. Giving due regard

to diverse needs and requirements of individuals will be key to the implementation of

this policy.

3. Human rights

The principles are Fairness, Respect, Equality, Dignity and Autonomy.

Will the proposal impact on human rights? Yes |[m No |
Are any actions required to ensure patients’ or Yes | 0O No |
staff human rights are protected?
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If so, what actions are needed? Please explain below.

The policy enacts national incident management guidance, and no human rights
requirements are impacted by this.

4. Health Inequalities.

The Health and Social Care Act 2012 established the first specific legal duties on s
ICB’s to have regard to the need to reduce inequalities between patients in access to,
and outcomes from, healthcare services and in securing that services are provided in

an integrated way. These duties had legal effect from April 1st, 2013.

The duties require that ICB’s properly and seriously takes into account inequalities
when making decisions or exercising functions, and has evidence of compliance with
the duties, whilst also assessing how well commissioned providers have discharged
their legal duties on health inequalities.

4.1 What evidence have you considered to determine what health inequalities
exist in relation to your work?

This can include local and national research, surveys, reports, research
interviews, focus groups, pilot activity evaluations or other Equality Analyses. If
there are gaps in evidence, state what you will do to mitigate them.

(This may be different or similar to that which has informed the EIA)

Not applicable to this national incident reporting guidance does not differentiate on the
grounds of health inequalities.

The policy will principally cover the staff of the organisation and not patients. However, there
is an acknowledgement that an incident reported may have the potential to involve a
patient/carer.

4.2What is the potential impact of your work on health inequalities? Can you
demonstrate through evidenced based consideration how the health outcomes,
experience and access to health care services differ across the population group
and in different geographical locations that your work applies to?

If you feel that the project will not impact / be relevant to Health Inequalities,
please give a rationale.

Not applicable to this policy as the policy does not provide a “service”. The policy
ensures adequate incident management process are in place to protect all staff (and
designated groups earlier).

Not applicable to this policy as national incident reporting guidance does not differentiate on
the grounds of health inequalities.
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The policy will principally cover the staff of the organisation and not patients. However, there
is an acknowledgement that an incident reported may have the potential to involve a
patient/carer.

4.3How can you make sure that your work has the best chance of reducing
health inequalities?

Not applicable.

5. Engagement/consultation
What engagement is planned or has already been done to support this project?

It is expected that the ICB will have carried out a level of engagement with those
affected whether formal or informal. This should be focussed to the groups most
affected, and as per the guidance document published by NHSE: Working in
partnership with people and communities: statutory guidance

Engagement activity With whom? Date
e.g. protected characteristic/group/community

Not applicable

Please summarise below the key finding / feedback from your engagement activity and how
this will shape the policy/service decisions e.g. patient told us, so we will... (If a supporting
document is available, please provide it or a link to the document)

This policy is an update of the CCG policy following transition to ICB.

6. Mitigations and changes

If you have identified mitigations or changes, summarise them below. E.g. restricting
prescribing over the counter medication. It was identified that some patient groups require
high volumes of regular prescribing of paracetamol, this needs to remain under medical
supervision for patient safety, therefore an exception is provided for this group which has
resolved the issue.

Are these vital to the project continuing?
Not applicable.

7. Is further work required to complete this EIA?
Please state below what work is required and to what section e.g. additional consultation or
engagement is required to fully understand the impact on a particular protected group (e.qg.

disability)

Work needed Section When Date
completed

No
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8. Development of the Equality Impact Analysis
If the EIA has been updated from a previous version, please summarise the changes made

and the rationale for the change, e.g. Additional information may have been received —
examples can include consultation feedback, service Activity data
Version Change and Rationale Version Date

001 EIA completed 15 July 2022

9. Final Sign off
Completed EIA forms must be signed off by the completing manager. They will be reviewed

as part of the decision-making process. Service lines should maintain an up-to-date log of all
ElAs.

Version approved:

Name Date

Signature of responsible Tracy Petch 23 August 2023
officer

Which committee will be

considering the findings and
| sign off the EA?

Minute number (fo be inserted

following presentation to

committee)
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		1.4 The ICB is committed to an open, fair and just culture, based upon the principles of the NHS Improvement/England Just Culture Guide(5) published in June 2019  where staff feel able to report incidents and learn from mistakes without fear of recrimination. 
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		1.5 The intention is not to apportion blame but to create an environment that encourages staff to report incidents and near misses, the awareness of which will enable the ICB to learn lessons and support the implementation of actions to prevent incidents reoccurring.   
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		1.7 The incident reporting policy interlinks with the current ICB Serious Incident Reporting Policy, based upon the NHS England Serious Incident Reporting Framework, published in March 2015(6).  The ICB Serious Incident Reporting Policy will be replaced by the ICB Incident Response Policy/Plan, which is in development.  The ICB Incident Response Policy/Plan will reflect the Patient Safety Incident Response Framework published by NHS England in August 2022(7).   
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		2. Purpose 

		2. Purpose 

		2. Purpose 





		 

		2.1 The purpose of this policy is to outline the arrangements for identifying, reporting, and investigating incidents and near misses within the ICB, achieved by: 
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		2.1 The purpose of this policy is to outline the arrangements for identifying, reporting, and investigating incidents and near misses within the ICB, achieved by: 





		• Providing guidance on the process for reporting and managing incidents for employees/contractors utilising the ICB Local Risk Management System – Datix. 

		• Providing guidance on the process for reporting and managing incidents for employees/contractors utilising the ICB Local Risk Management System – Datix. 



		• Defining roles and responsibilities of ICB employees, specialist teams, committees and the ICB in the reporting and management of incidents. 

		• Defining roles and responsibilities of ICB employees, specialist teams, committees and the ICB in the reporting and management of incidents. 



		• Outlining the principles that underpin the ICB’s approach to incident reporting and management. 

		• Outlining the principles that underpin the ICB’s approach to incident reporting and management. 



		• Providing clear definitions of terminology within incident reporting and management. 

		• Providing clear definitions of terminology within incident reporting and management. 



		• Providing clear definitions of the types of incidents that can be reported within the Local Risk Management System – Datix 

		• Providing clear definitions of the types of incidents that can be reported within the Local Risk Management System – Datix 



		• Providing clear principles of incident investigation 

		• Providing clear principles of incident investigation 



		• Outlining how actions, outcomes, trends, and lessons learnt from incidents are monitored and reviewed. 

		• Outlining how actions, outcomes, trends, and lessons learnt from incidents are monitored and reviewed. 



		• Outlining how the ICB aims to meet external onward reporting requirements i.e., RIDDOR, GDPR, LFPSE 

		• Outlining how the ICB aims to meet external onward reporting requirements i.e., RIDDOR, GDPR, LFPSE 





		 

		3. Scope 

		3. Scope 

		3. Scope 





		 

		3.1 This policy applies to all staff directly employed by NHS Lincolnshire ICB.  The policy is designed to ensure that all ICB staff have a clear understanding of their responsibilities to effectively report and manage incidents/near misses.   

		3.1 This policy applies to all staff directly employed by NHS Lincolnshire ICB.  The policy is designed to ensure that all ICB staff have a clear understanding of their responsibilities to effectively report and manage incidents/near misses.   
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		3.2 Incidents occurring in an NHS provider organisation (inclusive of independent contractors), commissioned by the ICB, should be reported, and investigated in accordance with the provider’s own incident reporting policy and procedures.   
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		3.3 The policy describes how incidents will be identified, managed and ultimately lessons learnt utilised to promote future best practice.  Incident reporting is the foundation of an effective risk management system.  As referenced earlier in the policy, the aim of the incident reporting system is not to apportion blame, but to learn from incidents/near misses and improve practice accordingly.  Disciplinary action should not form part of the response to a report of an incident, except in cases where one of 
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		• Where there are repeated occurrences involving the same individual, despite retraining/support in place. 

		• Where there are repeated occurrences involving the same individual, despite retraining/support in place. 

		• Where there are repeated occurrences involving the same individual, despite retraining/support in place. 



		• Where the incident results in police investigation 

		• Where the incident results in police investigation 



		• Where, in the view of the ICB or any professional registration body, the action causing the incident is far removed from acceptable practice. 

		• Where, in the view of the ICB or any professional registration body, the action causing the incident is far removed from acceptable practice. 



		• Where there is a failure to report an incident in which a member of staff was either involved or about which they were made aware 

		• Where there is a failure to report an incident in which a member of staff was either involved or about which they were made aware 





		 

		3.4 The incident decision tree, appendix A may be used to support this decision. 
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		4. Definitions 

		4. Definitions 

		4. Definitions 





		 

		4.1 An Incident is an untoward or adverse event that gives rise to, or has the potential to produce, unexpected or unwanted effects which could be detrimental to the safety of patients, other persons, staff or the ICB. Example of adverse incidents can include, however, are not limited to: 
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		• The environment (workspace) – Security; Fire; Personal Accident 

		• The environment (workspace) – Security; Fire; Personal Accident 

		• The environment (workspace) – Security; Fire; Personal Accident 



		• Organisational Reputation – Information Governance 

		• Organisational Reputation – Information Governance 



		• Property – Security; Fire; Personal Accident 

		• Property – Security; Fire; Personal Accident 



		• Service Delivery – Clinical; Security; Information Governance 

		• Service Delivery – Clinical; Security; Information Governance 



		• Staff – Violence/Abuse/Harassment; Ill Health; Personal Accident 

		• Staff – Violence/Abuse/Harassment; Ill Health; Personal Accident 





		 

		4.2 A near miss means any incident which could have led to harm but did not, because intervention or evasive action was taken. Harm means injury, ill health, damage, theft, or loss relating to persons, property, income, or reputation. 
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		4.3 The incident may impact different aspects of the ICB, for example: 
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		• Reputation 

		• Reputation 

		• Reputation 



		• Resources 

		• Resources 



		• Staff, Patients, Carers, Contractors 

		• Staff, Patients, Carers, Contractors 



		• Quality of ICB Services Provided/Commissioned 

		• Quality of ICB Services Provided/Commissioned 





		 

		5. Roles and Responsibilities 
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		5.1 The roles and responsibilities in relation to the management of incidents, and the implementation of incident reporting policy are defined below: 
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		Role 

		Role 

		Role 

		Role 



		Responsibilities 

		Responsibilities 





		Integrated Care Board 

		Integrated Care Board 

		Integrated Care Board 



		The ICB has a responsibility to ensure the implementation of effective risk management systems and processes in relation to the business of the ICB.   As referenced earlier in the policy incident management is integral to the identification and effective management of risks both clinical and non-clinical, providing an early warning system.  The ICB is therefore responsible for ensuring appropriate policies and procedures are in place in relation to incident management. 

		The ICB has a responsibility to ensure the implementation of effective risk management systems and processes in relation to the business of the ICB.   As referenced earlier in the policy incident management is integral to the identification and effective management of risks both clinical and non-clinical, providing an early warning system.  The ICB is therefore responsible for ensuring appropriate policies and procedures are in place in relation to incident management. 

		 

		The ICB also has a duty to promote and support a fair, open and just culture in the reporting and management of all incidents. 

		 





		Health, Safety and Wellbeing Forum 

		Health, Safety and Wellbeing Forum 

		Health, Safety and Wellbeing Forum 



		The Health, Safety and Wellbeing Forum is responsible for ensuring that there are appropriate arrangements for the management and response to incidents/near misses; that staff are appropriately trained and aware of their responsibilities. 

		The Health, Safety and Wellbeing Forum is responsible for ensuring that there are appropriate arrangements for the management and response to incidents/near misses; that staff are appropriately trained and aware of their responsibilities. 

		 

		The Health, Safety and Wellbeing Forum will receive quarterly reports describing themes/trends of incidents reported and learning identified. 





		Audit and Risk Committee 

		Audit and Risk Committee 

		Audit and Risk Committee 



		The Audit and Risk Committee is responsible for receiving detail of all information governance incidents.  The Audit and Risk Committee and the Senior Information Risk Owner (SIRO) receive a quarterly and annual report detailing information governance incidents reported. 

		The Audit and Risk Committee is responsible for receiving detail of all information governance incidents.  The Audit and Risk Committee and the Senior Information Risk Owner (SIRO) receive a quarterly and annual report detailing information governance incidents reported. 





		Chief Executive 

		Chief Executive 

		Chief Executive 



		The Chief Executive has ultimate responsibility to ensure compliance with the Health and Safety at Work Act 1974 and associated legislation, and that the incident reporting policy is implemented and effective within the ICB. 

		The Chief Executive has ultimate responsibility to ensure compliance with the Health and Safety at Work Act 1974 and associated legislation, and that the incident reporting policy is implemented and effective within the ICB. 

		 

		This responsibility is delegated at a strategic level to the Director of Nursing in relation to clinical risk management, and role of the Caldicott Guardian. 

		 

		The role of Senior Information Risk Owner (SIRO) is delegated to the Director of Finance. 





		Director of Nursing 

		Director of Nursing 

		Director of Nursing 



		The Director of Nursing has delegated strategic responsibility, from the Chief Executive, for clinical risk management including the reporting and management of The Director of Finance and Contracting  as the Senior Information Risk Owner (SIRO) with support from the Information Governance Team of NHS Arden and Greater East Midlands Commissioning Support Unit  is responsible for ensuring that adequate arrangements are in place for the reporting of information governance events or incidents; managing informa

		The Director of Nursing has delegated strategic responsibility, from the Chief Executive, for clinical risk management including the reporting and management of The Director of Finance and Contracting  as the Senior Information Risk Owner (SIRO) with support from the Information Governance Team of NHS Arden and Greater East Midlands Commissioning Support Unit  is responsible for ensuring that adequate arrangements are in place for the reporting of information governance events or incidents; managing informa

		 

		The SIRO will receive quarterly and annual information governance reports from the Information Governance Team. 



		incidents (clinical and non-clinical) pertaining to the staff employed by the ICB/clinical services provided by the ICB. 

		incidents (clinical and non-clinical) pertaining to the staff employed by the ICB/clinical services provided by the ICB. 

		 

		The Director of Nursing, as Caldicott Guardian, is responsible for ensuring the protection and use of patient identifiable information, which may be used during the incident reporting process. 

		 

		Operational management of the ICB risk management system Datix, and associated reporting/monitoring is delegated to the Head of Quality Services. 



		Director of Finance and Contracting 

		Director of Finance and Contracting 





		Information Governance Team (NHS Arden and Greater East Midlands Commissioning Support Unit) 

		Information Governance Team (NHS Arden and Greater East Midlands Commissioning Support Unit) 

		Information Governance Team (NHS Arden and Greater East Midlands Commissioning Support Unit) 



		Through a service level agreement between the ICB and NHS Arden and Greater East Midlands Commissioning Support Unit, the Information Governance Team provide specialist information governance expertise; and support the Director of Finance and Contracting and Director of Nursing to ensure the appropriate review, management, monitoring and escalation of information governance incidents reported by ICB staff. 

		Through a service level agreement between the ICB and NHS Arden and Greater East Midlands Commissioning Support Unit, the Information Governance Team provide specialist information governance expertise; and support the Director of Finance and Contracting and Director of Nursing to ensure the appropriate review, management, monitoring and escalation of information governance incidents reported by ICB staff. 

		 

		The Information Governance Team are responsible for providing quarterly and monthly reports to the SIRO and Audit and Risk Committee on information governance incidents reported. 

		 

		The Information Governance Team are responsible for providing advice and guidance to staff in relation to information governance incidents reported. 

		 

		The Information Governance Team are responsible for the notification of appropriate incidents to the ICO on behalf of the ICB, linking in with the reporting team/investigator of the incident. 





		Head of Quality Services Team 

		Head of Quality Services Team 

		Head of Quality Services Team 



		The Head of Quality Services Team has delegated responsibility from the Director of Nursing to receive information and analyse trends in relation to incidents reported.   

		The Head of Quality Services Team has delegated responsibility from the Director of Nursing to receive information and analyse trends in relation to incidents reported.   

		 

		The Head of Quality Services Team has the responsibility for the management and maintenance of the ICB risk management system Datix.  The role undertaken on daily basis by the Quality Services Team of the ICB. 

		 

		The Head of Quality Services Team has responsibility for the reporting of incident activity, lessons learnt through quarterly reporting to the Health, Safety and Wellbeing Forum. 





		Quality Services Team 

		Quality Services Team 

		Quality Services Team 



		The Quality Services Team has the responsibility to maintain the risk management system Datix.  Ensuring appropriate system updates are undertaken as required. 

		The Quality Services Team has the responsibility to maintain the risk management system Datix.  Ensuring appropriate system updates are undertaken as required. 

		 

		The Quality Service Team has the responsibility to review newly reported incidents, allocate lead investigators and monitor completion of the investigations. 

		 

		The Quality Service Team provide a specialist resource to support ICB staff in the management of incidents, providing advice/guidance on the use of the risk management system Datix; risk grading incidents, sourcing expertise advice (safeguarding, infection prevention and control, information governance) to support the completion of robust and proportionate incident investigations. 



		Staff employed by the ICB have a responsibility to report near misses and incidents (clinical and non-clinical) to ensure that the ICB effectively meets all statutory reporting requirements. 

		Staff employed by the ICB have a responsibility to report near misses and incidents (clinical and non-clinical) to ensure that the ICB effectively meets all statutory reporting requirements. 

		 

		Any member of staff that are involved in an incident or a near miss must complete an electronic incident form, within one day of the incident occurring, via the web-based risk management system Datix.  Guidance and support on the completion of the incident form can be secured from the ICB Quality Services Team, contact details available on the ICB Intranet. 

		 

		The staff member is required to assess the incident, when entering the information on the Datix system.  If the staff member suspects that the incident is serious in nature, has broader implications for the ICB/staff/patients/carers or is RIDDOR reportable; the incident must be reported immediately to their Line Manager and advice secured from the ICB Quality Services Team. 

		 

		Staff working out of hours should escalate incidents of a serious nature/ RIDDOR reportable to the Tactical on Call. 

		 

		Datix is accessible using the following link   

		https://incidentreporting.lincolnshire.nhs.uk



		 





		 

		 

		 

		 





		Managers All Staff 

		Managers All Staff 

		Managers All Staff 



		Managers have the responsibility to manage risk within their own departments/service.  Managers must ensure that they, and their staff for whom they are responsible, are fully aware of the ICB incident reporting policy and staff have access to the web-based risk management system, Datix.   

		Managers have the responsibility to manage risk within their own departments/service.  Managers must ensure that they, and their staff for whom they are responsible, are fully aware of the ICB incident reporting policy and staff have access to the web-based risk management system, Datix.   

		 

		Following every incident or near miss, Managers must take immediate action to ensure the situation is safe, and immediate risks have been mitigated.  This may include the wearing of protective clothing, removal of similar items of equipment, undertaking/reviewing risk assessments and/or change in procedure.  This action should be documented within the investigation form on the web based Datix risk management system. 

		 

		The Manager is also responsible for assessing whether there are broader implications relating to the incident, which may require further escalation within the ICB i.e., RIDDOR; IG Incident 





		Heads of Clinical Services 

		Heads of Clinical Services 

		Heads of Clinical Services 



		There are several clinical services provided by the ICB, including, but not limited to: 

		There are several clinical services provided by the ICB, including, but not limited to: 

		 

		• Mental Health Commissioning 

		• Mental Health Commissioning 

		• Mental Health Commissioning 



		• Continuing Healthcare  

		• Continuing Healthcare  



		• Infection Prevention and Control 

		• Infection Prevention and Control 



		• Safeguarding 

		• Safeguarding 



		• EACH 

		• EACH 





		 

		The Head of the Clinical Service has the responsibility for the oversight, management and escalation of any clinical incident reported within their service.   

		The Head of Clinical Service will escalate any concerns regarding clinical incidents reported to the appropriate Lead Associate Director of Nursing for the service. 

		 

		The Head of Clinical Service will undertake any actions to support the review of the clinical incident and sharing of lessons learnt commensurate with their role. 

		 

		Reporting of learning from ICB clinical incidents will be reported through to the appropriate clinical forum by the Head of Clinical Service. 







		 

		 

		6. Body of Policy 

		6. Body of Policy 

		6. Body of Policy 





		 

		Procedure for Reporting an Incident 

		 

		6.1 The immediate priority for all staff in the case of an incident is to take the necessary steps to ensure the safety of those involved i.e., staff, members of the public, patients etc.  In addition, prompt action must also be initiated to prevent a reoccurrence of any further incidents or a near miss graduating to an incident. 
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		6.2 The level of action required will be dependent on the type of incident reported, however, consideration should be given where appropriate to: 

		6.2 The level of action required will be dependent on the type of incident reported, however, consideration should be given where appropriate to: 
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		• Any immediate health needs of the individual(s) involved in the incident, without putting any additional individuals at risk.  This includes arranging any first aid or medical assistance needed. 

		• Any immediate health needs of the individual(s) involved in the incident, without putting any additional individuals at risk.  This includes arranging any first aid or medical assistance needed. 

		• Any immediate health needs of the individual(s) involved in the incident, without putting any additional individuals at risk.  This includes arranging any first aid or medical assistance needed. 



		• Remove, retain any equipment deemed to be faulty. 

		• Remove, retain any equipment deemed to be faulty. 



		• Contact emergency services where required. 

		• Contact emergency services where required. 



		• Inform the appropriate line manager, or senior member of staff that the incident has occurred. 

		• Inform the appropriate line manager, or senior member of staff that the incident has occurred. 



		• Consider any immediate communication that may be required, should the incident have the potential to impact other staff, members of the public, patients, services provided by the ICB. 

		• Consider any immediate communication that may be required, should the incident have the potential to impact other staff, members of the public, patients, services provided by the ICB. 



		• Inform the police if there had been a violent or criminal act. 

		• Inform the police if there had been a violent or criminal act. 





		 

		6.3 The incident should be reported onto the ICB web-based risk management system (Datix), within one day of the incident occurring.  There is no password or Datix account required for staff to report an incident, the reporting form can be accessed via a link on the ICB intranet or via  . Guidance notes on completing the incident form on Datix are included in appendix B. 
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		6.3 The incident should be reported onto the ICB web-based risk management system (Datix), within one day of the incident occurring.  There is no password or Datix account required for staff to report an incident, the reporting form can be accessed via a link on the ICB intranet or via  . Guidance notes on completing the incident form on Datix are included in appendix B. 

		https://incidentreporting.lincolnshire.nhs.uk









		 

		6.4 The incident form should be completed by the individual staff member involved in the incident, or where this is not possible an identified witness of the incident.  It is important that only the facts of the incident are recorded, providing as much detail as possible to support further investigation of the incident.  There should be no judgement statements or opinions identified within the completed incident report.  The description of the incident should not include any person identifiable information,

		6.4 The incident form should be completed by the individual staff member involved in the incident, or where this is not possible an identified witness of the incident.  It is important that only the facts of the incident are recorded, providing as much detail as possible to support further investigation of the incident.  There should be no judgement statements or opinions identified within the completed incident report.  The description of the incident should not include any person identifiable information,

		6.4 The incident form should be completed by the individual staff member involved in the incident, or where this is not possible an identified witness of the incident.  It is important that only the facts of the incident are recorded, providing as much detail as possible to support further investigation of the incident.  There should be no judgement statements or opinions identified within the completed incident report.  The description of the incident should not include any person identifiable information,

		6.4 The incident form should be completed by the individual staff member involved in the incident, or where this is not possible an identified witness of the incident.  It is important that only the facts of the incident are recorded, providing as much detail as possible to support further investigation of the incident.  There should be no judgement statements or opinions identified within the completed incident report.  The description of the incident should not include any person identifiable information,







		 

		Reporting to External Agencies 

		 

		6.5 The line manager, supported by the Quality Services Team, will be responsible for determining when there is a need to involve external agencies in the investigation. 

		6.5 The line manager, supported by the Quality Services Team, will be responsible for determining when there is a need to involve external agencies in the investigation. 

		6.5 The line manager, supported by the Quality Services Team, will be responsible for determining when there is a need to involve external agencies in the investigation. 

		6.5 The line manager, supported by the Quality Services Team, will be responsible for determining when there is a need to involve external agencies in the investigation. 







		 

		6.6 Examples of where this may be necessary could include: 

		6.6 Examples of where this may be necessary could include: 

		6.6 Examples of where this may be necessary could include: 

		6.6 Examples of where this may be necessary could include: 







		 

		• Where the incident falls within the definitions and timeframes for an external agency e.g. RIDDOR reportable incidents to the Health and Safety Executive (HSE); information governance incidents to the Information Commissioners Office (ICO) 

		• Where the incident falls within the definitions and timeframes for an external agency e.g. RIDDOR reportable incidents to the Health and Safety Executive (HSE); information governance incidents to the Information Commissioners Office (ICO) 

		• Where the incident falls within the definitions and timeframes for an external agency e.g. RIDDOR reportable incidents to the Health and Safety Executive (HSE); information governance incidents to the Information Commissioners Office (ICO) 



		• Where an external agency is involved in the incident 

		• Where an external agency is involved in the incident 



		• Where there is a high probability of litigation i.e. involvement of NHS Resolution 

		• Where there is a high probability of litigation i.e. involvement of NHS Resolution 



		• Where there is insufficient expertise to test equipment within the ICB 

		• Where there is insufficient expertise to test equipment within the ICB 



		• Where there is a need to eliminate bias 

		• Where there is a need to eliminate bias 





		 

		6.7 The external agencies for whom the incident may be required to be shared include, however, not limited to: 
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		6.7 The external agencies for whom the incident may be required to be shared include, however, not limited to: 



		• Police 



		• Local Authority 

		• Local Authority 



		• Professional Regulatory Bodies 

		• Professional Regulatory Bodies 



		• NHS Property Services 

		• NHS Property Services 



		• NHS Resolution 

		• NHS Resolution 



		• Counter Fraud and Security Management Services 

		• Counter Fraud and Security Management Services 





		 

		6.8 RIDDOR (Health and Safety Executive) The Reporting of Injuries, Disease and Dangerous Occurrences Regulations 1995 require that organisations must report deaths, major injuries and accidents resulting in over 7-day injury, diseases and dangerous occurrences and gas incidents.   
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		6.8 RIDDOR (Health and Safety Executive) The Reporting of Injuries, Disease and Dangerous Occurrences Regulations 1995 require that organisations must report deaths, major injuries and accidents resulting in over 7-day injury, diseases and dangerous occurrences and gas incidents.   

		6.8 RIDDOR (Health and Safety Executive) The Reporting of Injuries, Disease and Dangerous Occurrences Regulations 1995 require that organisations must report deaths, major injuries and accidents resulting in over 7-day injury, diseases and dangerous occurrences and gas incidents.   







		 

		6.9 Whilst there is no longer a requirement to report to RIDDOR occupational injuries resulting in three days of incapacitation, all injuries sustained in the course of work are required to be reported by ICB staff on the Datix incident reporting system. 

		6.9 Whilst there is no longer a requirement to report to RIDDOR occupational injuries resulting in three days of incapacitation, all injuries sustained in the course of work are required to be reported by ICB staff on the Datix incident reporting system. 

		6.9 Whilst there is no longer a requirement to report to RIDDOR occupational injuries resulting in three days of incapacitation, all injuries sustained in the course of work are required to be reported by ICB staff on the Datix incident reporting system. 

		6.9 Whilst there is no longer a requirement to report to RIDDOR occupational injuries resulting in three days of incapacitation, all injuries sustained in the course of work are required to be reported by ICB staff on the Datix incident reporting system. 







		 

		6.10 The Quality Services Team will support the appropriate line manager to carry out RIDDOR reporting to the Health and Safety Executive (HSE).  When there is a suspicion that the incident may be RIDDOR reportable this should be identified on the incident reporting form; and direct contact made with the Quality Services Team as soon as possible.   

		6.10 The Quality Services Team will support the appropriate line manager to carry out RIDDOR reporting to the Health and Safety Executive (HSE).  When there is a suspicion that the incident may be RIDDOR reportable this should be identified on the incident reporting form; and direct contact made with the Quality Services Team as soon as possible.   

		6.10 The Quality Services Team will support the appropriate line manager to carry out RIDDOR reporting to the Health and Safety Executive (HSE).  When there is a suspicion that the incident may be RIDDOR reportable this should be identified on the incident reporting form; and direct contact made with the Quality Services Team as soon as possible.   

		6.10 The Quality Services Team will support the appropriate line manager to carry out RIDDOR reporting to the Health and Safety Executive (HSE).  When there is a suspicion that the incident may be RIDDOR reportable this should be identified on the incident reporting form; and direct contact made with the Quality Services Team as soon as possible.   







		 

		6.11 In the event of the incident resulting in major injury or death, staff are required to undertake an immediate notification of the incident to the appropriate Line Manager, for onward escalation to the Director of Nursing and Head of Quality Services and appropriate Director for the service in which the incident occurred. Outside of normal working hours this should be to the senior manager (Tactical on Call). 

		6.11 In the event of the incident resulting in major injury or death, staff are required to undertake an immediate notification of the incident to the appropriate Line Manager, for onward escalation to the Director of Nursing and Head of Quality Services and appropriate Director for the service in which the incident occurred. Outside of normal working hours this should be to the senior manager (Tactical on Call). 

		6.11 In the event of the incident resulting in major injury or death, staff are required to undertake an immediate notification of the incident to the appropriate Line Manager, for onward escalation to the Director of Nursing and Head of Quality Services and appropriate Director for the service in which the incident occurred. Outside of normal working hours this should be to the senior manager (Tactical on Call). 

		6.11 In the event of the incident resulting in major injury or death, staff are required to undertake an immediate notification of the incident to the appropriate Line Manager, for onward escalation to the Director of Nursing and Head of Quality Services and appropriate Director for the service in which the incident occurred. Outside of normal working hours this should be to the senior manager (Tactical on Call). 







		 

		6.12 Personal Data Breaches (Data Security and protection Incidents)  Personal data is defined as “any information relating to an identified or identifiable natural person (‘data subject’); an identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social id

		6.12 Personal Data Breaches (Data Security and protection Incidents)  Personal data is defined as “any information relating to an identified or identifiable natural person (‘data subject’); an identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social id

		6.12 Personal Data Breaches (Data Security and protection Incidents)  Personal data is defined as “any information relating to an identified or identifiable natural person (‘data subject’); an identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social id

		6.12 Personal Data Breaches (Data Security and protection Incidents)  Personal data is defined as “any information relating to an identified or identifiable natural person (‘data subject’); an identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social id







		 

		6.13 A Personal Data breach is defined as; “a breach of security leading to the accidental or  

		6.13 A Personal Data breach is defined as; “a breach of security leading to the accidental or  

		6.13 A Personal Data breach is defined as; “a breach of security leading to the accidental or  

		6.13 A Personal Data breach is defined as; “a breach of security leading to the accidental or  







		unlawful destruction, loss, alteration, unauthorised disclosure of, or access to, personal data. This includes breaches that are the result of both accidental and deliberate causes. It also means that a breach is more than just about losing personal data. 

		 

		6.14 A personal data breach can be broadly defined as a security incident that has affected the confidentiality, integrity, or availability of personal data. In short, there will be a personal data breach whenever any personal data is lost, destroyed, corrupted, or disclosed; if someone accesses the data or passes it on without proper authorisation; or if the data is made unavailable, for example, when it has been encrypted by ransomware, or accidentally lost or destroyed.” 

		6.14 A personal data breach can be broadly defined as a security incident that has affected the confidentiality, integrity, or availability of personal data. In short, there will be a personal data breach whenever any personal data is lost, destroyed, corrupted, or disclosed; if someone accesses the data or passes it on without proper authorisation; or if the data is made unavailable, for example, when it has been encrypted by ransomware, or accidentally lost or destroyed.” 

		6.14 A personal data breach can be broadly defined as a security incident that has affected the confidentiality, integrity, or availability of personal data. In short, there will be a personal data breach whenever any personal data is lost, destroyed, corrupted, or disclosed; if someone accesses the data or passes it on without proper authorisation; or if the data is made unavailable, for example, when it has been encrypted by ransomware, or accidentally lost or destroyed.” 

		6.14 A personal data breach can be broadly defined as a security incident that has affected the confidentiality, integrity, or availability of personal data. In short, there will be a personal data breach whenever any personal data is lost, destroyed, corrupted, or disclosed; if someone accesses the data or passes it on without proper authorisation; or if the data is made unavailable, for example, when it has been encrypted by ransomware, or accidentally lost or destroyed.” 







		 

		6.15 GDPR places a mandatory requirement on the ICBs to report breaches of personal data. Any security breach that creates a risk to the rights and freedoms of the individual is a personal data breach and could be notifiable to the Information Commissioners Office (ICO) if it reaches a certain threshold. Any personal data breach that could create a significant risk to the rights and freedoms of an individual must be notified to the Information Commissioner’s Office.  

		6.15 GDPR places a mandatory requirement on the ICBs to report breaches of personal data. Any security breach that creates a risk to the rights and freedoms of the individual is a personal data breach and could be notifiable to the Information Commissioners Office (ICO) if it reaches a certain threshold. Any personal data breach that could create a significant risk to the rights and freedoms of an individual must be notified to the Information Commissioner’s Office.  

		6.15 GDPR places a mandatory requirement on the ICBs to report breaches of personal data. Any security breach that creates a risk to the rights and freedoms of the individual is a personal data breach and could be notifiable to the Information Commissioners Office (ICO) if it reaches a certain threshold. Any personal data breach that could create a significant risk to the rights and freedoms of an individual must be notified to the Information Commissioner’s Office.  

		6.15 GDPR places a mandatory requirement on the ICBs to report breaches of personal data. Any security breach that creates a risk to the rights and freedoms of the individual is a personal data breach and could be notifiable to the Information Commissioners Office (ICO) if it reaches a certain threshold. Any personal data breach that could create a significant risk to the rights and freedoms of an individual must be notified to the Information Commissioner’s Office.  







		 

		6.16 The incident must be recorded on NHS Lincolnshire ICB’s Datix as soon as possible and within 24 hours of identification, recording all information known at that point. Further detail can be added as necessary. The Quality Services Team will immediately notify the Information Governance team of any incidents which include reference to a data security and protection or an information governance breach.   

		6.16 The incident must be recorded on NHS Lincolnshire ICB’s Datix as soon as possible and within 24 hours of identification, recording all information known at that point. Further detail can be added as necessary. The Quality Services Team will immediately notify the Information Governance team of any incidents which include reference to a data security and protection or an information governance breach.   

		6.16 The incident must be recorded on NHS Lincolnshire ICB’s Datix as soon as possible and within 24 hours of identification, recording all information known at that point. Further detail can be added as necessary. The Quality Services Team will immediately notify the Information Governance team of any incidents which include reference to a data security and protection or an information governance breach.   

		6.16 The incident must be recorded on NHS Lincolnshire ICB’s Datix as soon as possible and within 24 hours of identification, recording all information known at that point. Further detail can be added as necessary. The Quality Services Team will immediately notify the Information Governance team of any incidents which include reference to a data security and protection or an information governance breach.   







		 

		6.17 The NHS Arden and Greater East Midlands Commissioning Support Unit Information Governance Team are then able to provide appropriate support to the investigating manager to ensure all necessary action has been taken to manage information governance risks identified. All breaches must be investigated within 72 hours and the incident reported to the Information Commissioners Office (ICO) if necessary.   

		6.17 The NHS Arden and Greater East Midlands Commissioning Support Unit Information Governance Team are then able to provide appropriate support to the investigating manager to ensure all necessary action has been taken to manage information governance risks identified. All breaches must be investigated within 72 hours and the incident reported to the Information Commissioners Office (ICO) if necessary.   

		6.17 The NHS Arden and Greater East Midlands Commissioning Support Unit Information Governance Team are then able to provide appropriate support to the investigating manager to ensure all necessary action has been taken to manage information governance risks identified. All breaches must be investigated within 72 hours and the incident reported to the Information Commissioners Office (ICO) if necessary.   

		6.17 The NHS Arden and Greater East Midlands Commissioning Support Unit Information Governance Team are then able to provide appropriate support to the investigating manager to ensure all necessary action has been taken to manage information governance risks identified. All breaches must be investigated within 72 hours and the incident reported to the Information Commissioners Office (ICO) if necessary.   







		 

		6.18 The Information Governance Team will report appropriate incidents to the Information Commissioners Office (ICO).  The Information Governance Team will confirm with the ICB SIRO or Deputy SIRO incidents for reporting to the Information Commissioners Office (ICO). 

		6.18 The Information Governance Team will report appropriate incidents to the Information Commissioners Office (ICO).  The Information Governance Team will confirm with the ICB SIRO or Deputy SIRO incidents for reporting to the Information Commissioners Office (ICO). 

		6.18 The Information Governance Team will report appropriate incidents to the Information Commissioners Office (ICO).  The Information Governance Team will confirm with the ICB SIRO or Deputy SIRO incidents for reporting to the Information Commissioners Office (ICO). 

		6.18 The Information Governance Team will report appropriate incidents to the Information Commissioners Office (ICO).  The Information Governance Team will confirm with the ICB SIRO or Deputy SIRO incidents for reporting to the Information Commissioners Office (ICO). 







		 

		6.19 All breaches of personal data should be assessed in line with NHS Digital’s ‘’ published in May 2018.  

		6.19 All breaches of personal data should be assessed in line with NHS Digital’s ‘’ published in May 2018.  

		6.19 All breaches of personal data should be assessed in line with NHS Digital’s ‘’ published in May 2018.  

		6.19 All breaches of personal data should be assessed in line with NHS Digital’s ‘’ published in May 2018.  

		Guide to the Notification of Data Security and Protection Incidents









		 

		6.20 Any incident must be graded according to the significance of the breach and the likelihood of those serious consequences occurring. Incidents should be reviewed by the NHS Arden and Greater East Midlands Commissioning Support Unit Data Protection Officer, Caldicott Guardian or Senior Information Risk Owner when determining what the significance and likelihood of a data breach will be.  

		6.20 Any incident must be graded according to the significance of the breach and the likelihood of those serious consequences occurring. Incidents should be reviewed by the NHS Arden and Greater East Midlands Commissioning Support Unit Data Protection Officer, Caldicott Guardian or Senior Information Risk Owner when determining what the significance and likelihood of a data breach will be.  

		6.20 Any incident must be graded according to the significance of the breach and the likelihood of those serious consequences occurring. Incidents should be reviewed by the NHS Arden and Greater East Midlands Commissioning Support Unit Data Protection Officer, Caldicott Guardian or Senior Information Risk Owner when determining what the significance and likelihood of a data breach will be.  

		6.20 Any incident must be graded according to the significance of the breach and the likelihood of those serious consequences occurring. Incidents should be reviewed by the NHS Arden and Greater East Midlands Commissioning Support Unit Data Protection Officer, Caldicott Guardian or Senior Information Risk Owner when determining what the significance and likelihood of a data breach will be.  







		 

		6.21 If the incident scores anything other than ‘grey’ in the breach assessment grid, the DHSC & ICO must also be notified. The incident should be recorded on the Data Security and Protection Toolkit Incident Reporting Tool, and the DHSC and ICO will be automatically notified once submitted. 

		6.21 If the incident scores anything other than ‘grey’ in the breach assessment grid, the DHSC & ICO must also be notified. The incident should be recorded on the Data Security and Protection Toolkit Incident Reporting Tool, and the DHSC and ICO will be automatically notified once submitted. 

		6.21 If the incident scores anything other than ‘grey’ in the breach assessment grid, the DHSC & ICO must also be notified. The incident should be recorded on the Data Security and Protection Toolkit Incident Reporting Tool, and the DHSC and ICO will be automatically notified once submitted. 

		6.21 If the incident scores anything other than ‘grey’ in the breach assessment grid, the DHSC & ICO must also be notified. The incident should be recorded on the Data Security and Protection Toolkit Incident Reporting Tool, and the DHSC and ICO will be automatically notified once submitted. 







		 

		6.22 The Information Governance Team will identify to the SIRO any information governance incidents that meet the reporting criteria to the Information Commissioners Office.  The SIRO will approve relevant information governance incidents for reporting to the Information Commissioners Office (ICO).  The Information Governance Team will undertake the reporting of information governance incidents to the ICO on behalf of Lincolnshire ICB. 

		6.22 The Information Governance Team will identify to the SIRO any information governance incidents that meet the reporting criteria to the Information Commissioners Office.  The SIRO will approve relevant information governance incidents for reporting to the Information Commissioners Office (ICO).  The Information Governance Team will undertake the reporting of information governance incidents to the ICO on behalf of Lincolnshire ICB. 

		6.22 The Information Governance Team will identify to the SIRO any information governance incidents that meet the reporting criteria to the Information Commissioners Office.  The SIRO will approve relevant information governance incidents for reporting to the Information Commissioners Office (ICO).  The Information Governance Team will undertake the reporting of information governance incidents to the ICO on behalf of Lincolnshire ICB. 

		6.22 The Information Governance Team will identify to the SIRO any information governance incidents that meet the reporting criteria to the Information Commissioners Office.  The SIRO will approve relevant information governance incidents for reporting to the Information Commissioners Office (ICO).  The Information Governance Team will undertake the reporting of information governance incidents to the ICO on behalf of Lincolnshire ICB. 







		 

		6.23 Estates and Facilities Incidents relating to property leased by the ICB should be notified by the reporter, or their Line Manager directly to NHS Property Services via the 24/7 helpdesk number 0808 196 2045, on immediate identification of any areas of risk.  Immediate action should subsequently be documented on the Datix incident form by the reporter. 

		6.23 Estates and Facilities Incidents relating to property leased by the ICB should be notified by the reporter, or their Line Manager directly to NHS Property Services via the 24/7 helpdesk number 0808 196 2045, on immediate identification of any areas of risk.  Immediate action should subsequently be documented on the Datix incident form by the reporter. 

		6.23 Estates and Facilities Incidents relating to property leased by the ICB should be notified by the reporter, or their Line Manager directly to NHS Property Services via the 24/7 helpdesk number 0808 196 2045, on immediate identification of any areas of risk.  Immediate action should subsequently be documented on the Datix incident form by the reporter. 

		6.23 Estates and Facilities Incidents relating to property leased by the ICB should be notified by the reporter, or their Line Manager directly to NHS Property Services via the 24/7 helpdesk number 0808 196 2045, on immediate identification of any areas of risk.  Immediate action should subsequently be documented on the Datix incident form by the reporter. 







		 

		6.24 Incidents that occur whilst using hot desk facilities in sites maintained by other NHS Organisations should be alerted to the appropriate site maintenance team, through contact via the appropriate site reception team. 

		6.24 Incidents that occur whilst using hot desk facilities in sites maintained by other NHS Organisations should be alerted to the appropriate site maintenance team, through contact via the appropriate site reception team. 

		6.24 Incidents that occur whilst using hot desk facilities in sites maintained by other NHS Organisations should be alerted to the appropriate site maintenance team, through contact via the appropriate site reception team. 

		6.24 Incidents that occur whilst using hot desk facilities in sites maintained by other NHS Organisations should be alerted to the appropriate site maintenance team, through contact via the appropriate site reception team. 







		 

		Learning from Patient Safety Events (LFPSE) 

		 

		6.25 Learning from Patient Safety Events (LFPSE) is a national patient safety system designed to capture patient safety incidents at a national level to support learning and improvement. Patient safety incident data is uploaded via Local Risk Management Systems (LRMS) such as Datix, or directly via an online LFPSE account.  NHS Lincolnshire ICB’s Quality Service Team will be responsible for ensuring that appropriate patient safety incidents are uploaded to LFPSE as required. 

		6.25 Learning from Patient Safety Events (LFPSE) is a national patient safety system designed to capture patient safety incidents at a national level to support learning and improvement. Patient safety incident data is uploaded via Local Risk Management Systems (LRMS) such as Datix, or directly via an online LFPSE account.  NHS Lincolnshire ICB’s Quality Service Team will be responsible for ensuring that appropriate patient safety incidents are uploaded to LFPSE as required. 

		6.25 Learning from Patient Safety Events (LFPSE) is a national patient safety system designed to capture patient safety incidents at a national level to support learning and improvement. Patient safety incident data is uploaded via Local Risk Management Systems (LRMS) such as Datix, or directly via an online LFPSE account.  NHS Lincolnshire ICB’s Quality Service Team will be responsible for ensuring that appropriate patient safety incidents are uploaded to LFPSE as required. 

		6.25 Learning from Patient Safety Events (LFPSE) is a national patient safety system designed to capture patient safety incidents at a national level to support learning and improvement. Patient safety incident data is uploaded via Local Risk Management Systems (LRMS) such as Datix, or directly via an online LFPSE account.  NHS Lincolnshire ICB’s Quality Service Team will be responsible for ensuring that appropriate patient safety incidents are uploaded to LFPSE as required. 







		 

		 

		Procedure for Investigating an Incident 

		 

		6.26 On identification of an incident reported via the Datix risk management system, the Quality Services Team will: 

		6.26 On identification of an incident reported via the Datix risk management system, the Quality Services Team will: 

		6.26 On identification of an incident reported via the Datix risk management system, the Quality Services Team will: 

		6.26 On identification of an incident reported via the Datix risk management system, the Quality Services Team will: 





		• Review the incident to ensure appropriate actions have been taken to mitigate any immediate risks. 

		• Review the incident to ensure appropriate actions have been taken to mitigate any immediate risks. 



		• Consider if any internal escalation is required and liaise with the reporter/line manager to ensure that this has been completed. • Establish if any external reporting is required, liaise with the reporter/line manager to ensure this is completed. 

		• Consider if any internal escalation is required and liaise with the reporter/line manager to ensure that this has been completed. • Establish if any external reporting is required, liaise with the reporter/line manager to ensure this is completed. 



		• Share a link to the incident with appropriate specialist teams as required i.e. Information Governance Team, Safeguarding, Infection Prevention and Control to secure specialist advice to support the management and investigation of the incident. 

		• Share a link to the incident with appropriate specialist teams as required i.e. Information Governance Team, Safeguarding, Infection Prevention and Control to secure specialist advice to support the management and investigation of the incident. 



		• Identify and appropriate lead (investigating manager) to investigate the incident and allocate appropriate access to the Datix incident form.  In most cases, this will be the Line Manager of the individual involved in the incident or Head of Service where the incident occurred. 

		• Identify and appropriate lead (investigating manager) to investigate the incident and allocate appropriate access to the Datix incident form.  In most cases, this will be the Line Manager of the individual involved in the incident or Head of Service where the incident occurred. 



		• Incident review undertaken should be based upon the principles of the NHS Improvement/England Just Culture Guide published in June 2019(5)   where staff feel supported through the incident review process, with a focus on  learning from mistakes without fear of recrimination. 

		• Incident review undertaken should be based upon the principles of the NHS Improvement/England Just Culture Guide published in June 2019(5)   where staff feel supported through the incident review process, with a focus on  learning from mistakes without fear of recrimination. 

		NHS England » A just culture guide







		 

		6.27 Investigating Managers will be required to: 

		6.27 Investigating Managers will be required to: 

		6.27 Investigating Managers will be required to: 

		6.27 Investigating Managers will be required to: 





		• Risk grade the incident.  The risk grading matrix and guidance notes on completion are available within the Datix system Dif 2 investigation form.  Further advice on risk grading an incident is available from the Quality Services Team on request. 

		• Risk grade the incident.  The risk grading matrix and guidance notes on completion are available within the Datix system Dif 2 investigation form.  Further advice on risk grading an incident is available from the Quality Services Team on request. 



		• Undertake an investigation within 10 working days of the initial report; and upload the outcome into the Datix investigation form (Dif 2).  Summary guidance on completing an investigation is provided within appendix C. The Datix investigation form (Dif 2) provides full detail of the fields that are require completion as part of the incident investigation.  Advice and guidance on completion of the Datix investigation form (Dif 2) is available from the Quality Services Team on request.  The Quality Services

		• Undertake an investigation within 10 working days of the initial report; and upload the outcome into the Datix investigation form (Dif 2).  Summary guidance on completing an investigation is provided within appendix C. The Datix investigation form (Dif 2) provides full detail of the fields that are require completion as part of the incident investigation.  Advice and guidance on completion of the Datix investigation form (Dif 2) is available from the Quality Services Team on request.  The Quality Services

		licb.clinicalriskincidents@nhs.net







		 

		6.28 The investigation should include: 

		6.28 The investigation should include: 

		6.28 The investigation should include: 

		6.28 The investigation should include: 





		• Collection of evidence of what has occurred i.e. correspondence, witness statements (evidence should be uploaded into the appropriate incident file within the Datix risk management system) 

		• Collection of evidence of what has occurred i.e. correspondence, witness statements (evidence should be uploaded into the appropriate incident file within the Datix risk management system) 



		• Consideration of the evidence collected against protocols/procedures in place. 

		• Consideration of the evidence collected against protocols/procedures in place. 



		• Conclusions/recommendations of actions to minimise risk, based on the facts of the incident that have been established. 

		• Conclusions/recommendations of actions to minimise risk, based on the facts of the incident that have been established. 



		• An action plan, including mechanisms for monitoring its success/completion.  Action plans will be monitored in the first instance by the Head of Department/Line Manager. 

		• An action plan, including mechanisms for monitoring its success/completion.  Action plans will be monitored in the first instance by the Head of Department/Line Manager. 



		• Identification of how lessons learnt will be shared within the individual reporter, team, department, and organisation as appropriate. 

		• Identification of how lessons learnt will be shared within the individual reporter, team, department, and organisation as appropriate. 





		 

		6.29 As a general principle, the level of investigation required is directly proportionate to the level of risk posed by a potential reoccurrence of the incident and the potential for the investigation identifying new lessons to learn. 

		6.29 As a general principle, the level of investigation required is directly proportionate to the level of risk posed by a potential reoccurrence of the incident and the potential for the investigation identifying new lessons to learn. 

		6.29 As a general principle, the level of investigation required is directly proportionate to the level of risk posed by a potential reoccurrence of the incident and the potential for the investigation identifying new lessons to learn. 

		6.29 As a general principle, the level of investigation required is directly proportionate to the level of risk posed by a potential reoccurrence of the incident and the potential for the investigation identifying new lessons to learn. 







		 

		6.30 If the incident investigation has not been completed within this timescale the investigating manger is to identify to the Quality Services Team the progress of the investigation, and the anticipated date of completion.  This information will be included in the electronic Datix file for the appropriate investigation as part of the investigation audit trail. 

		6.30 If the incident investigation has not been completed within this timescale the investigating manger is to identify to the Quality Services Team the progress of the investigation, and the anticipated date of completion.  This information will be included in the electronic Datix file for the appropriate investigation as part of the investigation audit trail. 

		6.30 If the incident investigation has not been completed within this timescale the investigating manger is to identify to the Quality Services Team the progress of the investigation, and the anticipated date of completion.  This information will be included in the electronic Datix file for the appropriate investigation as part of the investigation audit trail. 

		6.30 If the incident investigation has not been completed within this timescale the investigating manger is to identify to the Quality Services Team the progress of the investigation, and the anticipated date of completion.  This information will be included in the electronic Datix file for the appropriate investigation as part of the investigation audit trail. 







		 

		Involving/Communicating with Patient/Public 

		 

		6.31 Consistent with ’Being Open’ guidance and the ICB Being Open and Duty of Candour Policy, patients, staff, members of the public should be informed when things have gone wrong, and they have been harmed as a result.  Specifically, duty of candour applies to any patient safety incident that has been assessed to have resulted in moderate harm, severe harm or death. 

		6.31 Consistent with ’Being Open’ guidance and the ICB Being Open and Duty of Candour Policy, patients, staff, members of the public should be informed when things have gone wrong, and they have been harmed as a result.  Specifically, duty of candour applies to any patient safety incident that has been assessed to have resulted in moderate harm, severe harm or death. 

		6.31 Consistent with ’Being Open’ guidance and the ICB Being Open and Duty of Candour Policy, patients, staff, members of the public should be informed when things have gone wrong, and they have been harmed as a result.  Specifically, duty of candour applies to any patient safety incident that has been assessed to have resulted in moderate harm, severe harm or death. 

		6.31 Consistent with ’Being Open’ guidance and the ICB Being Open and Duty of Candour Policy, patients, staff, members of the public should be informed when things have gone wrong, and they have been harmed as a result.  Specifically, duty of candour applies to any patient safety incident that has been assessed to have resulted in moderate harm, severe harm or death. 







		 

		6.32 Staff should liaise with the appropriate Associate Director of Nursing and adhere to the Caldicott principles before the transfer of person identifiable information from the ICB.   

		6.32 Staff should liaise with the appropriate Associate Director of Nursing and adhere to the Caldicott principles before the transfer of person identifiable information from the ICB.   

		6.32 Staff should liaise with the appropriate Associate Director of Nursing and adhere to the Caldicott principles before the transfer of person identifiable information from the ICB.   

		6.32 Staff should liaise with the appropriate Associate Director of Nursing and adhere to the Caldicott principles before the transfer of person identifiable information from the ICB.   







		 

		6.33 Where disclosure of information is essential within the ICB or to the partner agencies, staff should follow the local protocols governing the protection of and use of patient identifiable information. 

		6.33 Where disclosure of information is essential within the ICB or to the partner agencies, staff should follow the local protocols governing the protection of and use of patient identifiable information. 

		6.33 Where disclosure of information is essential within the ICB or to the partner agencies, staff should follow the local protocols governing the protection of and use of patient identifiable information. 

		6.33 Where disclosure of information is essential within the ICB or to the partner agencies, staff should follow the local protocols governing the protection of and use of patient identifiable information. 







		 

		6.34 The ICB will acknowledge, provide appropriate support and apologise for failings in the service it delivers, reassuring patients, staff and their families that the right lessons have been learnt from incidents reported. 

		6.34 The ICB will acknowledge, provide appropriate support and apologise for failings in the service it delivers, reassuring patients, staff and their families that the right lessons have been learnt from incidents reported. 

		6.34 The ICB will acknowledge, provide appropriate support and apologise for failings in the service it delivers, reassuring patients, staff and their families that the right lessons have been learnt from incidents reported. 

		6.34 The ICB will acknowledge, provide appropriate support and apologise for failings in the service it delivers, reassuring patients, staff and their families that the right lessons have been learnt from incidents reported. 







		 

		Follow Up/Support 

		 

		6.35 Staff involved in incidents may require additional support.  This can be obtained from the following sources:  

		6.35 Staff involved in incidents may require additional support.  This can be obtained from the following sources:  

		6.35 Staff involved in incidents may require additional support.  This can be obtained from the following sources:  

		6.35 Staff involved in incidents may require additional support.  This can be obtained from the following sources:  





		• Occupational Health Service 

		• Occupational Health Service 



		• Staff member’s own GP 

		• Staff member’s own GP 



		• Staff Side Representatives  

		• Staff Side Representatives  





		 

		6.36 Staff may wish to access these directly or seek support in accessing further support from their line managers. 

		6.36 Staff may wish to access these directly or seek support in accessing further support from their line managers. 

		6.36 Staff may wish to access these directly or seek support in accessing further support from their line managers. 

		6.36 Staff may wish to access these directly or seek support in accessing further support from their line managers. 







		 

		Reporting and Learning 

		 

		6.37 Learning will be identified through the investigation of incidents.  Incident outcomes will be shared with the incident reporter, and where appropriate broader learning will be shared within the immediate team and wider ICB. 

		6.37 Learning will be identified through the investigation of incidents.  Incident outcomes will be shared with the incident reporter, and where appropriate broader learning will be shared within the immediate team and wider ICB. 

		6.37 Learning will be identified through the investigation of incidents.  Incident outcomes will be shared with the incident reporter, and where appropriate broader learning will be shared within the immediate team and wider ICB. 

		6.37 Learning will be identified through the investigation of incidents.  Incident outcomes will be shared with the incident reporter, and where appropriate broader learning will be shared within the immediate team and wider ICB. 







		 

		6.38 Incident trends, actions and learning from incidents will be analysed and reported on a quarterly basis by the Head of Quality Services to the ICB Health, Safety and Wellbeing Forum.  The incident report will include detail on categories of incidents reported, location, and detail of any externally reportable incidents RIDDOR etc. The incidents reported through to the Health, Safety and Wellbeing Forum, include, but are not limited to incidents relating to the ICB environment (security; fire) and staff

		6.38 Incident trends, actions and learning from incidents will be analysed and reported on a quarterly basis by the Head of Quality Services to the ICB Health, Safety and Wellbeing Forum.  The incident report will include detail on categories of incidents reported, location, and detail of any externally reportable incidents RIDDOR etc. The incidents reported through to the Health, Safety and Wellbeing Forum, include, but are not limited to incidents relating to the ICB environment (security; fire) and staff

		6.38 Incident trends, actions and learning from incidents will be analysed and reported on a quarterly basis by the Head of Quality Services to the ICB Health, Safety and Wellbeing Forum.  The incident report will include detail on categories of incidents reported, location, and detail of any externally reportable incidents RIDDOR etc. The incidents reported through to the Health, Safety and Wellbeing Forum, include, but are not limited to incidents relating to the ICB environment (security; fire) and staff

		6.38 Incident trends, actions and learning from incidents will be analysed and reported on a quarterly basis by the Head of Quality Services to the ICB Health, Safety and Wellbeing Forum.  The incident report will include detail on categories of incidents reported, location, and detail of any externally reportable incidents RIDDOR etc. The incidents reported through to the Health, Safety and Wellbeing Forum, include, but are not limited to incidents relating to the ICB environment (security; fire) and staff







		 

		6.39 The ICB Health, Safety and Wellbeing Forum will monitor incident trends, and will support the development of robust actions to address any common themes/risk that emerge. 

		6.39 The ICB Health, Safety and Wellbeing Forum will monitor incident trends, and will support the development of robust actions to address any common themes/risk that emerge. 

		6.39 The ICB Health, Safety and Wellbeing Forum will monitor incident trends, and will support the development of robust actions to address any common themes/risk that emerge. 

		6.39 The ICB Health, Safety and Wellbeing Forum will monitor incident trends, and will support the development of robust actions to address any common themes/risk that emerge. 







		 

		6.40 The ICB Health, Safety and Wellbeing Forum will also identify appropriate ICB Committees and Staff Forums where lessons learnt will benefit from being disseminated. 

		6.40 The ICB Health, Safety and Wellbeing Forum will also identify appropriate ICB Committees and Staff Forums where lessons learnt will benefit from being disseminated. 

		6.40 The ICB Health, Safety and Wellbeing Forum will also identify appropriate ICB Committees and Staff Forums where lessons learnt will benefit from being disseminated. 

		6.40 The ICB Health, Safety and Wellbeing Forum will also identify appropriate ICB Committees and Staff Forums where lessons learnt will benefit from being disseminated. 







		 

		6.41 Clinical incidents will be monitored by the appropriate Head of Clinical Service and reported through to the appropriate clinical forum. 

		6.41 Clinical incidents will be monitored by the appropriate Head of Clinical Service and reported through to the appropriate clinical forum. 

		6.41 Clinical incidents will be monitored by the appropriate Head of Clinical Service and reported through to the appropriate clinical forum. 

		6.41 Clinical incidents will be monitored by the appropriate Head of Clinical Service and reported through to the appropriate clinical forum. 







		 

		6.42 Information governance incidents will be reported through to the Audit and Risk Committee on a quarterly an annual basis by the Information Governance Team. 

		6.42 Information governance incidents will be reported through to the Audit and Risk Committee on a quarterly an annual basis by the Information Governance Team. 

		6.42 Information governance incidents will be reported through to the Audit and Risk Committee on a quarterly an annual basis by the Information Governance Team. 

		6.42 Information governance incidents will be reported through to the Audit and Risk Committee on a quarterly an annual basis by the Information Governance Team. 







		 

		7 Communication, Monitoring and Review 

		7 Communication, Monitoring and Review 

		7 Communication, Monitoring and Review 





		 

		7.1 The incident reporting policy is available via the ICB Intranet site and should be included as part of the local induction for all new staff on their commencement of employment with the ICB. 

		7.1 The incident reporting policy is available via the ICB Intranet site and should be included as part of the local induction for all new staff on their commencement of employment with the ICB. 

		7.1 The incident reporting policy is available via the ICB Intranet site and should be included as part of the local induction for all new staff on their commencement of employment with the ICB. 

		7.1 The incident reporting policy is available via the ICB Intranet site and should be included as part of the local induction for all new staff on their commencement of employment with the ICB. 







		 

		7.2 The Health, Safety and Wellbeing Forum will monitor the implementation of the incident reporting policy through receipt of quarterly reports describing incident reporting and learning.  The quarterly incident reports into the Health, Safety and Wellbeing Forum will be anonymous, to maintain confidentiality. 

		7.2 The Health, Safety and Wellbeing Forum will monitor the implementation of the incident reporting policy through receipt of quarterly reports describing incident reporting and learning.  The quarterly incident reports into the Health, Safety and Wellbeing Forum will be anonymous, to maintain confidentiality. 

		7.2 The Health, Safety and Wellbeing Forum will monitor the implementation of the incident reporting policy through receipt of quarterly reports describing incident reporting and learning.  The quarterly incident reports into the Health, Safety and Wellbeing Forum will be anonymous, to maintain confidentiality. 

		7.2 The Health, Safety and Wellbeing Forum will monitor the implementation of the incident reporting policy through receipt of quarterly reports describing incident reporting and learning.  The quarterly incident reports into the Health, Safety and Wellbeing Forum will be anonymous, to maintain confidentiality. 







		 

		7.3 Any individual who has queries regarding the content of this policy or has difficult understanding how this policy relates to their role, should contact the Head of Quality Services or the Quality Services Team. 

		7.3 Any individual who has queries regarding the content of this policy or has difficult understanding how this policy relates to their role, should contact the Head of Quality Services or the Quality Services Team. 

		7.3 Any individual who has queries regarding the content of this policy or has difficult understanding how this policy relates to their role, should contact the Head of Quality Services or the Quality Services Team. 

		7.3 Any individual who has queries regarding the content of this policy or has difficult understanding how this policy relates to their role, should contact the Head of Quality Services or the Quality Services Team. 







		 

		8 Staff Training 

		8 Staff Training 

		8 Staff Training 





		 

		8.1 All new members to the ICB staff will be introduced to the principles of risk management, including incident reporting procedures as part of the corporate induction checklist by the designated line manager. 

		8.1 All new members to the ICB staff will be introduced to the principles of risk management, including incident reporting procedures as part of the corporate induction checklist by the designated line manager. 

		8.1 All new members to the ICB staff will be introduced to the principles of risk management, including incident reporting procedures as part of the corporate induction checklist by the designated line manager. 

		8.1 All new members to the ICB staff will be introduced to the principles of risk management, including incident reporting procedures as part of the corporate induction checklist by the designated line manager. 







		 

		8.2 It is the responsibility of every staff member supported by their line manager, to ensure that they are familiar with the ICB incident reporting policy; and to identify training needs in relation to this.  Such training needs should be reported through the staff member’s line management to the Head of Quality Services.  Bespoke training sessions are available from the Quality Services Team to support specific staff needs, on request. The Quality Services Team can be contacted via  

		8.2 It is the responsibility of every staff member supported by their line manager, to ensure that they are familiar with the ICB incident reporting policy; and to identify training needs in relation to this.  Such training needs should be reported through the staff member’s line management to the Head of Quality Services.  Bespoke training sessions are available from the Quality Services Team to support specific staff needs, on request. The Quality Services Team can be contacted via  

		8.2 It is the responsibility of every staff member supported by their line manager, to ensure that they are familiar with the ICB incident reporting policy; and to identify training needs in relation to this.  Such training needs should be reported through the staff member’s line management to the Head of Quality Services.  Bespoke training sessions are available from the Quality Services Team to support specific staff needs, on request. The Quality Services Team can be contacted via  

		8.2 It is the responsibility of every staff member supported by their line manager, to ensure that they are familiar with the ICB incident reporting policy; and to identify training needs in relation to this.  Such training needs should be reported through the staff member’s line management to the Head of Quality Services.  Bespoke training sessions are available from the Quality Services Team to support specific staff needs, on request. The Quality Services Team can be contacted via  

		licb.clinicalriskincidents@nhs.net









		 

		9 Equality and Diversity Statement 

		9 Equality and Diversity Statement 

		9 Equality and Diversity Statement 





		 

		 9.1The ICB is committed to promoting equality in all of its responsibilities – as commissioner of services, as a partner in the local economy and as an employer.  This policy and procedure will contribute to ensuring that all users and potential users of services and employees are treated fairly and respectively with regarding to the protected characteristics of age, disability, gender, reassignment, marriage or civil partnership, pregnancy and maternity, race, religion, sex, and sexual orientation. 

		 

		9.2 All relevant persons are required to comply with this document and must demonstrate sensitivity and competence in relation to the nine protected characteristics as defined in the Equality Act 2010. 

		9.2 All relevant persons are required to comply with this document and must demonstrate sensitivity and competence in relation to the nine protected characteristics as defined in the Equality Act 2010. 

		9.2 All relevant persons are required to comply with this document and must demonstrate sensitivity and competence in relation to the nine protected characteristics as defined in the Equality Act 2010. 

		9.2 All relevant persons are required to comply with this document and must demonstrate sensitivity and competence in relation to the nine protected characteristics as defined in the Equality Act 2010. 







		 

		9.3 The completed equality impact assessment is included as appendix D. 

		9.3 The completed equality impact assessment is included as appendix D. 

		9.3 The completed equality impact assessment is included as appendix D. 

		9.3 The completed equality impact assessment is included as appendix D. 







		 

		   10 Interaction with other Policies 

		 

		         10.1 The policy should be read and used in conjunction with the following policies and procedures: 

		 

		• Serious Incident Reporting Policy/Patient Safety Incident Response Policy 

		• Serious Incident Reporting Policy/Patient Safety Incident Response Policy 

		• Serious Incident Reporting Policy/Patient Safety Incident Response Policy 



		• Incident Response Plan 

		• Incident Response Plan 



		• Health and Safety Policy 

		• Health and Safety Policy 



		• Freedom to Speak Up Policy 

		• Freedom to Speak Up Policy 



		• Being Open and Duty of Candour Policy 

		• Being Open and Duty of Candour Policy 



		• Safeguarding Adult Policy 

		• Safeguarding Adult Policy 



		• Safeguarding Children Policy 

		• Safeguarding Children Policy 



		• Data Protection and Confidentiality Policy 

		• Data Protection and Confidentiality Policy 



		• Information Governance Management Framework 

		• Information Governance Management Framework 





		 

		   11 References 

		 

		         11.1 The following references have been used throughout the incident reporting policy: 

		 

		1  

		1  

		1  

		The Reporting of Injuries, Disease and Dangerous Occurrences Regulations 1995 

		RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 - HSE









		2 Health and Safety at Work Act 1974  

		2 Health and Safety at Work Act 1974  

		2 Health and Safety at Work Act 1974  

		Health and Safety at Work etc. Act 1974 – legislation explained (hse.gov.uk)





		3 Management of Health and Safety at work Regulations 1999  

		3 Management of Health and Safety at work Regulations 1999  

		The Management of Health and Safety at Work Regulations 1999 (legislation.gov.uk)





		4 NHS Digital Guide to the Notification of Data Security and Protection Incidents published in 2018   

		4 NHS Digital Guide to the Notification of Data Security and Protection Incidents published in 2018   

		Data Security and Protection Toolkit (dsptoolkit.nhs.uk)





		5 NHS Improvement/England Just Culture Guide (4) published in June 2019  

		5 NHS Improvement/England Just Culture Guide (4) published in June 2019  

		NHS England » A just culture guide





		6 NHS England Serious Incident Reporting Framework, published in March 2015  

		6 NHS England Serious Incident Reporting Framework, published in March 2015  

		serious-incidnt-framwrk-upd.pdf (england.nhs.uk)





		7 Patient Safety Incident Response Framework published by NHS England in August 2022  

		7 Patient Safety Incident Response Framework published by NHS England in August 2022  

		NHS England » Patient Safety Incident Response Framework and supporting guidance







		 

		  12 Glossary 

		 

		     12.1 The following acronyms have been used within the incident reporting policy: 

		 

		Acronym 

		Acronym 

		Acronym 

		Acronym 



		 

		 





		EACH 

		EACH 

		EACH 



		Elective Activity Co-ordination Hub 

		Elective Activity Co-ordination Hub 





		DHSC 

		DHSC 

		DHSC 



		Department of Health and Social Care 

		Department of Health and Social Care 





		GDPR 

		GDPR 

		GDPR 



		General Data Protection Regulation 

		General Data Protection Regulation 





		HSE 

		HSE 

		HSE 



		Health and Safety Executive 

		Health and Safety Executive 





		ICB 

		ICB 

		ICB 



		Integrated Care Board 

		Integrated Care Board 





		ICO 

		ICO 

		ICO 



		Information Commissioners Office 

		Information Commissioners Office 





		LFPSE 

		LFPSE 

		LFPSE 



		Learning from Patient Safety Events 

		Learning from Patient Safety Events 





		NHS 

		NHS 

		NHS 



		National Health Service 

		National Health Service 





		RIDDOR 

		RIDDOR 

		RIDDOR 



		Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 

		Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 





		SIRO 

		SIRO 

		SIRO 



		Senior Information Risk Owner 

		Senior Information Risk Owner 







		 

		 

		 

		 

		  

		 

		 

		Appendix A 

		Incident Decision Tree 

		 

		 

		 

		  

		Appendix B 

		How to complete the incident reporting form on Datix 

		 

		Accessing the incident form 

		1. Navigate to the following page by opening your browser (e.g., Internet Explorer) or click the link:   

		1. Navigate to the following page by opening your browser (e.g., Internet Explorer) or click the link:   

		1. Navigate to the following page by opening your browser (e.g., Internet Explorer) or click the link:   

		https://incidentreporting.lincolnshire.nhs.uk







		Incident Date and Location 

		2. Enter the incident date or click the calendar icon next to the 'Incident Date' to select the date. 

		2. Enter the incident date or click the calendar icon next to the 'Incident Date' to select the date. 

		2. Enter the incident date or click the calendar icon next to the 'Incident Date' to select the date. 



		3. Select the organisation where the incident took place from the drop-down menu next to ‘Organisation’ (e.g., ICB etc.). 

		3. Select the organisation where the incident took place from the drop-down menu next to ‘Organisation’ (e.g., ICB etc.). 



		4. Select the Location where the incident took place from the drop-down menu next to ‘Location’ (e.g., ICB Headquarters etc.). 

		4. Select the Location where the incident took place from the drop-down menu next to ‘Location’ (e.g., ICB Headquarters etc.). 



		5. Select the Exact Location where the incident took place from the drop-down menu next to ‘Exact Location’ (e.g., Lincoln, Sleaford etc.). 

		5. Select the Exact Location where the incident took place from the drop-down menu next to ‘Exact Location’ (e.g., Lincoln, Sleaford etc.). 



		6. Select the specialty where the incident took place from the drop-down menu next to ‘Specialty’ (e.g., Corporate etc.). 

		6. Select the specialty where the incident took place from the drop-down menu next to ‘Specialty’ (e.g., Corporate etc.). 





		 

		 

		Incident Details 

		7. Type a description of the incident in the box next to ‘Description’. Please do not enter opinions or the names of people involved and keep this as concise as possible. 

		7. Type a description of the incident in the box next to ‘Description’. Please do not enter opinions or the names of people involved and keep this as concise as possible. 

		7. Type a description of the incident in the box next to ‘Description’. Please do not enter opinions or the names of people involved and keep this as concise as possible. 



		8. Enter the action taken after the event in the box next to 'Immediate action taken'. If no action was taken enter ‘None’. 

		8. Enter the action taken after the event in the box next to 'Immediate action taken'. If no action was taken enter ‘None’. 





		 

		 

		Incident Coding 

		9. Choose who was affected by the incident from the ‘Incident affecting’ drop-down list. 

		9. Choose who was affected by the incident from the ‘Incident affecting’ drop-down list. 

		9. Choose who was affected by the incident from the ‘Incident affecting’ drop-down list. 



		10. Choose what was affected by the incident from the 'Incident Type' drop-down list. 

		10. Choose what was affected by the incident from the 'Incident Type' drop-down list. 



		11. Choose the type of incident from the 'Category' drop-down list. 

		11. Choose the type of incident from the 'Category' drop-down list. 



		12. Choose the details of the incident from the 'Subcategory' drop-down list. 

		12. Choose the details of the incident from the 'Subcategory' drop-down list. 





		 

		 

		Safeguarding Incidents 

		For safeguarding incident: 

		13. Choose ‘Yes/No’ from the field “Do you think this is a safeguarding issue?”  

		13. Choose ‘Yes/No’ from the field “Do you think this is a safeguarding issue?”  

		13. Choose ‘Yes/No’ from the field “Do you think this is a safeguarding issue?”  



		14. Choose the safeguarding concerns from the “safeguarding concern(S)” dropdown list. (i.e., Children Safeguarding, Adult Safeguarding etc.).  

		14. Choose the safeguarding concerns from the “safeguarding concern(S)” dropdown list. (i.e., Children Safeguarding, Adult Safeguarding etc.).  



		15. Type the safeguarding referral details in the box next to ‘safeguarding referral details:’ please do not enter opinions or the names of people involved and keep this as concise as possible. 

		15. Type the safeguarding referral details in the box next to ‘safeguarding referral details:’ please do not enter opinions or the names of people involved and keep this as concise as possible. 



		16. Choose the nature of concern from the “Nature of concern” drop-down list (i.e., Adult – Domestic Abuse, Adult - Emotional).  

		16. Choose the nature of concern from the “Nature of concern” drop-down list (i.e., Adult – Domestic Abuse, Adult - Emotional).  



		17. Choose ‘Yes/No’ from the field “Has safeguarding referral been made to the Local Authority?”  

		17. Choose ‘Yes/No’ from the field “Has safeguarding referral been made to the Local Authority?”  





		 

		 

		 

		Pressure Ulcers Incidents 

		For pressure ulcer incidents, 

		18. For pressure ulcer incidents, specify the pressure ulcer grade by selecting grade from dropdown list next to “Grade of Pressure Ulcer?” (Note: Grade 2 Pressure Ulcers are not managed by this site) 

		18. For pressure ulcer incidents, specify the pressure ulcer grade by selecting grade from dropdown list next to “Grade of Pressure Ulcer?” (Note: Grade 2 Pressure Ulcers are not managed by this site) 

		18. For pressure ulcer incidents, specify the pressure ulcer grade by selecting grade from dropdown list next to “Grade of Pressure Ulcer?” (Note: Grade 2 Pressure Ulcers are not managed by this site) 





		 

		 

		 

		 

		Infection Control Incident  

		In the Incident Type drop-down, if “Healthcare Associated Infections (infection control incident)” is selected, 

		19. Choose Yes/No from the ‘Was the patient at risk of infection?’ drop-down list. 

		19. Choose Yes/No from the ‘Was the patient at risk of infection?’ drop-down list. 

		19. Choose Yes/No from the ‘Was the patient at risk of infection?’ drop-down list. 



		20. If yes is selected, then type the details in the ‘Please detail the risk of infection.’ 

		20. If yes is selected, then type the details in the ‘Please detail the risk of infection.’ 



		21. Choose Yes/No from the ‘Did the patient acquire the infection?’ drop-down list. 

		21. Choose Yes/No from the ‘Did the patient acquire the infection?’ drop-down list. 



		22. If yes is selected, then type the details in the ‘Please detail how they acquired the infection.’ 

		22. If yes is selected, then type the details in the ‘Please detail how they acquired the infection.’ 





		 

		Incident Severity and Result 

		23. Choose the results of the incident from the ‘Result’ drop-down list. 

		23. Choose the results of the incident from the ‘Result’ drop-down list. 

		23. Choose the results of the incident from the ‘Result’ drop-down list. 



		24. Choose the severity of the incident from the ‘Severity’ drop-down list. 

		24. Choose the severity of the incident from the ‘Severity’ drop-down list. 



		25. Select the initial risk grading from the risk matrix. 

		25. Select the initial risk grading from the risk matrix. 





		 

		Additional Information 

		26. Was any person injured or affected by the incident? Please select Yes/No and enter their details. 

		26. Was any person injured or affected by the incident? Please select Yes/No and enter their details. 

		26. Was any person injured or affected by the incident? Please select Yes/No and enter their details. 



		27. Was any other contact involved in the incident? Please select Yes/No and enter their details. 

		27. Was any other contact involved in the incident? Please select Yes/No and enter their details. 



		28.  

		28.  

		Any documents to attach. Please select Yes/No then 

		•  

		•  

		•  

		Select the Link as type from the dropdown.





		•  

		•  

		Provide a description.





		•  

		•  

		Browse to attach the document. 





		•  

		•  

		You can add more documents by clicking on “Add Another” Button













		Details of Person Reporting the Incident 

		29. Enter your details in this section. 

		29. Enter your details in this section. 

		29. Enter your details in this section. 

		• Full name (This is a required field) 

		• Full name (This is a required field) 

		• Full name (This is a required field) 



		• Professional Area (This is a required field) • Telephone Number (This is a required field) 

		• Professional Area (This is a required field) • Telephone Number (This is a required field) 



		• Email Address (This is a required field). Please this should be your NHS.Net email address. 

		• Email Address (This is a required field). Please this should be your NHS.Net email address. 











		Reporters' Locality  

		30. Which ICB Locality are you a member of? (This is a required field) 

		30. Which ICB Locality are you a member of? (This is a required field) 

		30. Which ICB Locality are you a member of? (This is a required field) 



		31. Which Organisation are you reporting from? – You can start typing your organisation and then select when it shows up or scroll through the list to select. 

		31. Which Organisation are you reporting from? – You can start typing your organisation and then select when it shows up or scroll through the list to select. 





		Submitting form 

		32. Click Submit to submit the form (You will only have a reference number for your records) 

		32. Click Submit to submit the form (You will only have a reference number for your records) 

		32. Click Submit to submit the form (You will only have a reference number for your records) 



		33. However, if you need a copy of the incident you are reporting on file, Click Submit and Print to submit and print a copy of the form.  

		33. However, if you need a copy of the incident you are reporting on file, Click Submit and Print to submit and print a copy of the form.  

		i







		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		Appendix C 

		Incident Investigation Guide 

		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		Appendix D 

		 

		Equality Impact Analysis Form 

		 

		Project Details 

		 

		Project Name: 

		Project Name: 

		Project Name: 

		Project Name: 



		Incident Reporting Policy 

		Incident Reporting Policy 





		EA Author: 

		EA Author: 

		EA Author: 



		Tracy Petch, Senior Patient Safety Manager 

		Tracy Petch, Senior Patient Safety Manager 





		Team: 

		Team: 

		Team: 



		Nursing and Quality Directorate 

		Nursing and Quality Directorate 





		Date completed: 

		Date completed: 

		Date completed: 



		15.07.22 

		15.07.22 





		Version: 

		Version: 

		Version: 



		1 

		1 







		 

		What is the aim of the project/proposal? 

		What is the aim of the project/proposal? 

		What is the aim of the project/proposal? 

		What is the aim of the project/proposal? 





		 

		 

		 

		The policy has been reviewed and updated to reflect the transfer from CCG to ICB. 

		The purpose of this policy is to outline the arrangements for identifying, reporting, and investigating incidents and near misses within the ICB.  To ensure the commissioning of high-quality care that puts the safety of patients and staff first. 

		 

		All staff have a major role to play in the identification and management of all types of incidents, the policy aims to encourage and support an open and fair culture.  When things go wrong the ICB aims to respond quickly and positive to mitigate risks and ensure the continued wellbeing of patients, staff, and the public. 

		 





		Who will be affected by this work? e.g. staff, patients, service users, partner organisations etc. 

		Who will be affected by this work? e.g. staff, patients, service users, partner organisations etc. 

		Who will be affected by this work? e.g. staff, patients, service users, partner organisations etc. 





		 

		 

		 

		This policy is applicable to all employees, patients, visitors, students, and contractors. 







		 



		Stage 1, Scoping point 

		Stage 1, Scoping point 

		Stage 1, Scoping point 

		Stage 1, Scoping point 

		Stage 1, Scoping point 

		 

		Is a full Equality Impact Analysis required for this project? 

		 

		You should consider whether a full EIA is required, referring to the relevant guidance for information and guidance on making this decision.   

		 

		It is important this decision is made with an open mind and correctly, advice should be sought from the EIHR team if you are unsure. 

		 

		 





		Yes 

		Yes 

		Yes 



		 

		 



		Proceed to the full Equality Impact Analysis form 

		Proceed to the full Equality Impact Analysis form 



		No 

		No 



		 

		 



		Explain why further analysis is not required.   

		Explain why further analysis is not required.   





		If no, explain below why further Equality Impact Analysis is not required. E.g. ‘This report is for information only’ or ‘The decision has not been made by the ICB’ or ‘The decision will not have any impact on patients or staff’.  (Very few decisions affect all groups equally and this is not a rationale for not completing an EIA.) 

		If no, explain below why further Equality Impact Analysis is not required. E.g. ‘This report is for information only’ or ‘The decision has not been made by the ICB’ or ‘The decision will not have any impact on patients or staff’.  (Very few decisions affect all groups equally and this is not a rationale for not completing an EIA.) 

		If no, explain below why further Equality Impact Analysis is not required. E.g. ‘This report is for information only’ or ‘The decision has not been made by the ICB’ or ‘The decision will not have any impact on patients or staff’.  (Very few decisions affect all groups equally and this is not a rationale for not completing an EIA.) 





		 

		 

		 

		 







		 

		Equality Impact Analysis Form 

		 

		If at an initial stage further information is needed to complete a section this should be recorded and updated in subsequent versions of the EIA. An Equality Impact Analysis is a developing document, if you need further information for any section then this should be recorded in the relevant section in the form and dated. 

		1. Evidence used 

		1. Evidence used 

		1. Evidence used 

		1. Evidence used 

		 

		To demonstrate that the decision made has been informed you should include examples of the information used to determine the impact and complete the EIA. 

		 

		Examples are likely to include: 

		 

		• Population Data - e.g., demographic profile (Census), 

		• Population Data - e.g., demographic profile (Census), 

		• Population Data - e.g., demographic profile (Census), 



		• Service Activity Data e.g., profile of patients using a service. 

		• Service Activity Data e.g., profile of patients using a service. 



		• Consultation and Involvement findings - e.g., any engagement with service users, local community, specific groups. 

		• Consultation and Involvement findings - e.g., any engagement with service users, local community, specific groups. 



		• Research - e.g., good practice guidelines, service evaluations, literature reviews, reports  

		• Research - e.g., good practice guidelines, service evaluations, literature reviews, reports  



		• Participant knowledge - e.g., experiences of working with different or population groups, experiences of service users in other service areas / localities.  

		• Participant knowledge - e.g., experiences of working with different or population groups, experiences of service users in other service areas / localities.  





		 





		Not applicable as incident reporting Legislation* applies to all employees, patients, visitors, students, and contractors. 

		Not applicable as incident reporting Legislation* applies to all employees, patients, visitors, students, and contractors. 

		Not applicable as incident reporting Legislation* applies to all employees, patients, visitors, students, and contractors. 

		 

		*Legislation that covers incident reporting includes, but not limited to the Health and Safety Executive RIDDOR reporting (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995); fulfilment of the Health and Safety at Work Act 1974; the Management of Health and Safety at Work Regulations 1999 and the Data Protection Act 2018 – General Data Protection Regulation (GDPR)  





		2. Potential Impact of decision  

		2. Potential Impact of decision  

		2. Potential Impact of decision  









		In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work. 

		In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work. 

		In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work. 

		In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work. 

		In the following boxes, for each protected characteristic, detail the findings and impact identified (positive or negative) within the research detailed above. This should include any identified health inequalities which exist in relation to this work. 

		 

		As part of these considerations, you should include how the ICB will be meeting the requirements of the public sector equality duty (PSED): 

		 

		“In exercising their functions, public authorities must have due regard to the need to:  

		• Eliminate unlawful discrimination, harassment, and victimisation. 

		• Eliminate unlawful discrimination, harassment, and victimisation. 

		• Eliminate unlawful discrimination, harassment, and victimisation. 



		• Advance equality of opportunity between people sharing a protected characteristic   and others. 

		• Advance equality of opportunity between people sharing a protected characteristic   and others. 



		• Foster good relations between people sharing a protected characteristic and others.” 

		• Foster good relations between people sharing a protected characteristic and others.” 





		 

		Before completing this section, you should ensure you can suitably answer the following: 

		 

		What is the equality profile of the population i.e. service users/patients and/or workforce that is intended to benefit from the activity/project?   

		 

		(By collecting and analysing demographic data of protected characteristics relating to patients/service users and/or workforce, within the geographical area concerned, the ICB will be able to identify the groups that may be adversely affected at a greater proportion to others). 

		 





		2.1 Age 

		2.1 Age 

		2.1 Age 

		Describe age-related impact and evidence. This can include safeguarding, consent, and welfare issues. 





		• The age of the ICBs staff varies between students and more mature staff. 

		• The age of the ICBs staff varies between students and more mature staff. 

		• The age of the ICBs staff varies between students and more mature staff. 

		• The age of the ICBs staff varies between students and more mature staff. 

		• The age of the ICBs staff varies between students and more mature staff. 



		• The age of patients, contractors and visitors can vary although under 18 years of age are not routinely admitted to ICB premises unaccompanied. 

		• The age of patients, contractors and visitors can vary although under 18 years of age are not routinely admitted to ICB premises unaccompanied. 



		• The ICB does not treat patients on ICB premises if patients visit the ICB they are classed as visitors.   

		• The ICB does not treat patients on ICB premises if patients visit the ICB they are classed as visitors.   





		 

		Consideration should be given to younger and elder individuals (visitors to ICB offices/events) that may have difficulty understanding the terminology and following the process. Appropriate language should be used to support the individuals understanding. A suitable location for in person discussion should be identified to support possible difficulties with mobility and to accommodate welfare needs.

		 







		2.2 Disability 

		2.2 Disability 

		2.2 Disability 

		Describe disability-related impact and evidence. This can include attitudinal, physical, communication and social barriers as well as mental health/learning disabilities, cognitive impairments. 





		 

		 

		 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Due consideration should be given to the individual to ensure individual needs are considered throughout the investigation and during any meetings that may be undertaken, ensuring appropriate location and equipment are identified for meetings held and any sensory or neurodiversity accessible information requirements are also considered.

		 







		2.3 Gender reassignment (including transgender) 

		2.3 Gender reassignment (including transgender) 

		2.3 Gender reassignment (including transgender) 









		Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment. 

		Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment. 

		Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment. 

		Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment. 

		Describe any impact and evidence in relation to transgender people. This can include issues such as privacy of data and harassment. 





		 

		 

		 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Due regard will be given to individuals needs during the investigation and meetings. Appropriate discussions with individuals who have transitioned or are going through transition to agree appropriate use of pronouns and person referencing within investigation reports and correspondence.   

		 







		2.4 Marriage and civil partnership 

		2.4 Marriage and civil partnership 

		2.4 Marriage and civil partnership 

		Describe any impact and evidence in relation to marriage and civil partnership. This can include working arrangements, part time working and caring responsibilities. 





		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		However due consideration should be given to family circumstances which may impact on availability during the investigation.

		 







		2.5 Pregnancy and maternity 

		2.5 Pregnancy and maternity 

		2.5 Pregnancy and maternity 

		Describe any impact and evidence in relation to Pregnancy and Maternity. This can include working arrangements, part time working and caring responsibilities.? 





		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Due regard will be given to service users’/patients (especially those who may be pregnant) needs during the investigation and meetings. 

		 

		Staff returning from maternity leave as previous employees should be aware of the incident reporting policy, however, additional support and guidance will be provided on request.

		 







		2.6 Race 

		2.6 Race 

		2.6 Race 

		Describe race-related impact and evidence. This can include information on different ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers. 





		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Appropriate individual requirements will be facilitated to ensure that the individual can engage fully with the process. If required, the use of translators and interpreters will be undertaken to ensure full understanding by the service user of the process and outcomes.  

		 







		2.7 Religion or belief 

		2.7 Religion or belief 

		2.7 Religion or belief 

		Describe any impact and evidence in relation to religion, belief or no belief on service delivery or patient experience. This can include dietary needs, consent, and end of life issues. 





		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Realistic efforts will be made to accommodate the service users’/patient’s requirements to facilitate specific religious requirements or belief needs. Including timing of discussions or meetings around prayer times or ensuring appropriate or chaperones are included in the process.

		 







		2.8 Sex 

		2.8 Sex 

		2.8 Sex 

		Describe any impact and evidence in relation to men and women. This could include access to services and employment. 









		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		Appropriate facilities will be made available for any individual dependent on the degree of issue/sensitivity provisions will be made to support those individuals that may want confidential discussions in a male or female only setting. 

		 





		2.9 Sexual orientation 

		2.9 Sexual orientation 

		2.9 Sexual orientation 

		Describe any impact and evidence in relation to heterosexual people as well as lesbian, gay and bisexual people. This could include access to services and employment, attitudinal and social barriers. 





		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the protected characteristics. 

		 

		All individuals involved with the process will be given an opportunity to request specific requirements to support their involvement and understanding with the process.

		 







		2.10 Carers 

		2.10 Carers 

		2.10 Carers 

		Describe any impact and evidence in relation to part-time working, shift-patterns, general caring responsibilities.  (Not a legal requirement but an ICB priority and best practice) 





		Not applicable to this policy as national incident reporting guidance does not differentiate in relation to part time hours or different working patterns. 

		Not applicable to this policy as national incident reporting guidance does not differentiate in relation to part time hours or different working patterns. 

		Not applicable to this policy as national incident reporting guidance does not differentiate in relation to part time hours or different working patterns. 

		 

		Out of hours and lone working will be strengthened through the risk assessment process, linked to health and safety policies/procedures. 

		 

		Individuals to be given an opportunity to request any specific requirements in relation to their caring responsibilities which will be supported to aid the reduction of carer pressures in the undertaking of the process.    

		 







		2.11 Other disadvantaged groups 

		2.11 Other disadvantaged groups 

		2.11 Other disadvantaged groups 

		Describe any impact and evidence in relation to groups experiencing disadvantage and barriers to access and outcomes. This can include socio-economic status, resident status (migrants, asylum seekers), homeless people, looked after children, single parent households, victims of domestic abuse, victims of drug/alcohol abuse. This list is not finite.  This supports the ICB in meeting its legal duties to identify and reduce health inequalities. 





		 

		 

		 

		Not applicable as the legislation protects all employees of the ICB and the other groups this policy applies to. 

		 

		Equal consideration will be given to any service user that is involved with the process of this policy. 

		 

		All processes linked to this policy will be conducted in such a way that provides equity to all service users from different backgrounds and circumstances. Giving due regard to diverse needs and requirements of individuals will be key to the implementation of this policy.

		 







		3. Human rights 

		3. Human rights 

		3. Human rights 

		The principles are Fairness, Respect, Equality, Dignity and Autonomy. 





		Will the proposal impact on human rights? 

		Will the proposal impact on human rights? 

		Will the proposal impact on human rights? 



		Yes 

		Yes 



		 

		 



		No 

		No 



		 

		 





		Are any actions required to ensure patients’ or staff human rights are protected? 

		Are any actions required to ensure patients’ or staff human rights are protected? 

		Are any actions required to ensure patients’ or staff human rights are protected? 



		Yes 

		Yes 



		 

		 



		No 

		No 



		 

		 









		If so, what actions are needed? Please explain below. 

		If so, what actions are needed? Please explain below. 

		If so, what actions are needed? Please explain below. 

		If so, what actions are needed? Please explain below. 

		If so, what actions are needed? Please explain below. 





		The policy enacts national incident management guidance, and no human rights requirements are impacted by this. 

		The policy enacts national incident management guidance, and no human rights requirements are impacted by this. 

		The policy enacts national incident management guidance, and no human rights requirements are impacted by this. 





		4. Health Inequalities.   

		4. Health Inequalities.   

		4. Health Inequalities.   

		 

		The Health and Social Care Act 2012 established the first specific legal duties on s ICB’s to have regard to the need to reduce inequalities between patients in access to, and outcomes from, healthcare services and in securing that services are provided in an integrated way. These duties had legal effect from April 1st, 2013.  

		The duties require that ICB’s properly and seriously takes into account inequalities when making decisions or exercising functions, and has evidence of compliance with the duties, whilst also assessing how well commissioned providers have discharged their legal duties on health inequalities. 

		 





		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  

		4.1 What evidence have you considered to determine what health inequalities exist in relation to your work?  







		 

		This can include local and national research, surveys, reports, research interviews, focus groups, pilot activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you will do to mitigate them.  

		     (This may be different or similar to that which has informed the EIA) 

		 

		 







		 





		Not applicable to this national incident reporting guidance does not differentiate on the grounds of health inequalities. 

		Not applicable to this national incident reporting guidance does not differentiate on the grounds of health inequalities. 

		Not applicable to this national incident reporting guidance does not differentiate on the grounds of health inequalities. 

		 

		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 





		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 

		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 

		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 

		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 

		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 

		4.2 What is the potential impact of your work on health inequalities? Can you demonstrate through evidenced based consideration how the health outcomes, experience and access to health care services differ across the population group and in different geographical locations that your work applies to? 







		 

		If you feel that the project will not impact / be relevant to Health Inequalities, please give a rationale. 

		 

		 





		Not applicable to this policy as the policy does not provide a “service”. The policy ensures adequate incident management process are in place to protect all staff (and designated groups earlier). 

		Not applicable to this policy as the policy does not provide a “service”. The policy ensures adequate incident management process are in place to protect all staff (and designated groups earlier). 

		Not applicable to this policy as the policy does not provide a “service”. The policy ensures adequate incident management process are in place to protect all staff (and designated groups earlier). 

		 

		Not applicable to this policy as national incident reporting guidance does not differentiate on the grounds of health inequalities. 

		 









		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 

		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 

		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 

		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 

		The policy will principally cover the staff of the organisation and not patients.  However, there is an acknowledgement that an incident reported may have the potential to involve a patient/carer. 





		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 

		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 

		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 

		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 

		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 

		4.3 How can you make sure that your work has the best chance of reducing health inequalities? 











		Not applicable. 

		Not applicable. 

		Not applicable. 





		5. Engagement/consultation  

		5. Engagement/consultation  

		5. Engagement/consultation  

		What engagement is planned or has already been done to support this project? 

		 

		It is expected that the ICB will have carried out a level of engagement with those affected whether formal or informal.  This should be focussed to the groups most affected, and as per the guidance document published by NHSE: Working in partnership with people and communities: statutory guidance 

		 





		Engagement activity  

		Engagement activity  

		Engagement activity  



		With whom? 

		With whom? 

		e.g. protected characteristic/group/community 



		Date 

		Date 





		Not applicable 

		Not applicable 

		Not applicable 



		 

		 



		 

		 





		 

		 

		 



		 

		 



		 

		 





		 

		 

		 



		 

		 



		 

		 





		Please summarise below the key finding / feedback from your engagement activity and how this will shape the policy/service decisions e.g. patient told us, so we will… (If a supporting document is available, please provide it or a link to the document) 

		Please summarise below the key finding / feedback from your engagement activity and how this will shape the policy/service decisions e.g. patient told us, so we will… (If a supporting document is available, please provide it or a link to the document) 

		Please summarise below the key finding / feedback from your engagement activity and how this will shape the policy/service decisions e.g. patient told us, so we will… (If a supporting document is available, please provide it or a link to the document) 





		 

		 

		 

		This policy is an update of the CCG policy following transition to ICB. 





		6. Mitigations and changes 

		6. Mitigations and changes 

		6. Mitigations and changes 

		If you have identified mitigations or changes, summarise them below. E.g. restricting prescribing over the counter medication. It was identified that some patient groups require high volumes of regular prescribing of paracetamol, this needs to remain under medical supervision for patient safety, therefore an exception is provided for this group which has resolved the issue. 

		 

		Are these vital to the project continuing?  





		Not applicable. 

		Not applicable. 

		Not applicable. 





		7. Is further work required to complete this EIA? 

		7. Is further work required to complete this EIA? 

		7. Is further work required to complete this EIA? 

		Please state below what work is required and to what section e.g. additional consultation or engagement is required to fully understand the impact on a particular protected group (e.g. disability) 





		Work needed  

		Work needed  

		Work needed  



		Section 

		Section 



		When 

		When 



		Date completed 

		Date completed 





		No 

		No 

		No 



		 

		 



		 

		 



		 

		 





		 

		 

		 



		 

		 



		 

		 



		 

		 









		8. Development of the Equality Impact Analysis  

		8. Development of the Equality Impact Analysis  

		8. Development of the Equality Impact Analysis  

		8. Development of the Equality Impact Analysis  

		8. Development of the Equality Impact Analysis  

		If the EIA has been updated from a previous version, please summarise the changes made and the rationale for the change, e.g. Additional information may have been received – examples can include consultation feedback, service Activity data 





		Version 

		Version 

		Version 



		Change and Rationale 

		Change and Rationale 



		Version Date 

		Version Date 





		001 

		001 

		001 



		EIA completed 

		EIA completed 



		15 July 2022 

		15 July 2022 





		 

		 

		 



		 

		 



		 

		 





		 

		 

		 



		 

		 



		 

		 





		 

		 

		 



		 

		 



		 

		 





		9. Final Sign off  

		9. Final Sign off  

		9. Final Sign off  

		Completed EIA forms must be signed off by the completing manager. They will be reviewed as part of the decision-making process.  Service lines should maintain an up-to-date log of all EIAs. 





		Version approved: 

		Version approved: 

		Version approved: 



		 

		 





		 

		 

		 



		Name 

		Name 



		Date 

		Date 





		Signature of responsible officer  

		Signature of responsible officer  

		Signature of responsible officer  



		Tracy Petch 

		Tracy Petch 



		23 August 2023 

		23 August 2023 





		Which committee will be considering the findings and sign off the EA? 

		Which committee will be considering the findings and sign off the EA? 

		Which committee will be considering the findings and sign off the EA? 



		 

		 



		 

		 





		Minute number (to be inserted following presentation to committee) 

		Minute number (to be inserted following presentation to committee) 

		Minute number (to be inserted following presentation to committee) 
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Testimonies from women 









Anonymous

Thank you to Chris for working with me to stop smoking I am please to say I am smoke free for me and my baby with the lovely help and support with Chris









Sarah and Phil Brown

Steph has been absolutely amazing and I would not have been able to do this without her support... I feel so much better, my breathing is better, taste in food is better and generally healthier... 









Beth 

The STAAR team have been amazing, I am now 13wks smoke-free and they have helped me so much. I was able to message for advice/help with using the devise or any other enquires, this stopped me from relapsing. 

They gave me so much support as a smoker of over 11yrs and I never thought it was possible, but this gave me the strength I needed to stop and personally I found it pretty easy most of the time with the help from STAAR. 

I could not recommend it enough and I am so thankful for the help and support they have given me









                                                    

After 16 + years of smoking, and on my 3rd pregnancy, I was finally able to quit with Lauren J's help and support. I couldn't have done it without her and will recommend the program for anyone who wants to quit. Lauren's help and support was excellent and she went above and beyond, even visiting me in hospital, the vouchers are a nice incentive. Thank you so much Lauren!





Kimberley 







 Leanne

Working with Lauren J has been amazing  not only did you support me, whilst giving up smoking you encouraged my partner too, and even then you went above and beyond for me, as you listened to my problems when I felt no one else would listen.. Thank you so much









Alexandra Nemeth              



Although I stopped smoking without help (NRT) when I figured out I'm pregnant. I'm getting all the support from STAAR team I need. Lauren C is amazing and gets me all the information I'd like to know, Very happy with my experience









Kristine Barzinska and daughter Maria Arīna Chioveanu



I am truly grateful to the STAAR group for their incredible support and encouragement. During my pregnancy, I was able to quit smoking thanks to their guidance and motivation. This positive change has not only improved my health but also given my baby the best possible start in life. I will always appreciate the strength and hope they helped me find







Hannah Higgins 











Shannon Davies 



After finding out I was pregnant in December, I knew how important it was to quit smoking as soon as possible. After being referred to STAAR, I met the wonderful Gemma who helped me put a plan in place and outline my journey. We set a quit date together and with Gemma’s support and guidance the whole journey has been smooth and enjoyable. My baby girl is now 2 wks old and I’m proud to say I’m still smoke free, with the use of my Vape that I received as part of my programme. Non of it would have been possible without the consistent support and encouragement. I’d encourage anyone whose got reservations to accept the help on offer and embrace the friendly faces of the STAAR team 







Melisa Linsdell     



I didn’t think STAAR would be able to support me to quit smoking but after discussing my options with Gemma and a personalised programme using the Swap to Stop scheme, I have been able to successful quit smoking. 

I feel like we have a good relationship and she always ensures I have enough E-Liquids to support my journey. 







Emma Wheeler                               



When I found I was pregnant, one of my biggest fears was how I was going to quit smoking. I am so thankful for this scheme and for the support that I have received from Gemma.

Not only do you have the bonus of a free Vape, E-Liquids, Mouthsprays and Incentives but you also have the emotional support of talking to someone every week who is non judgemental and genuinely thrives on your smoke free readings. Without this programme I don’t think would have been able to quit smoking and stayed sane! I would highly recommend this programme and feel fortunate that I have been able to go through my journey with Gemma. 









 Government Campagne for 2025







Group 2025 poster idea







Lets Celebrate US
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