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Bodey Medical Centre

Significant Event Policy
Purpose and definitions

The purpose of this policy is to provide guidance for staff and assurance to patients that Bodey Medical Centre is committed to continually providing high quality healthcare for all patients and supporting the staff who provide this care. The aim of the policy is to provide information to staff about the nature and importance of significant events at the practice. 
All patients regardless of age, gender, ethnic background, culture, cognitive function, or sexual orientation have the right to have their privacy and dignity respected.
A significant event is defined as ‘any unintended or unexpected event, which could or did lead to harm of one or more patients. This includes incidents which did not cause harm but could have done, or where the event should have been prevented’.
Scope
This policy applies to all employees of Bodey Medical Centre, contractors, seconded staff, placements, and agency staff.
Roles, rights, and responsibilities
All staff

All staff have a responsibility to understand the nature of a significant event and adhere to the practice policy in how these are handled. 
Clinicians

The GMC advises that for all such events clinicians need to declare and reflect where you were personally involved in the Significant Event section of your appraisal. 
Practice manager

To update the policy, ensure that it is aligned with national guidelines, distribute appropriately, and ensure that staff are trained at induction and at regular intervals so that they are aware of the principles of significant events and the content of the practice policy. 
Principles of this policy
This policy adheres to local and national guidance and policy including the GMC supporting information – significant events. 
In the event of a potential significant event the below process is followed:

· Collect the evidence – which can include factual information from staff, clinical notes, patients, and/or carers. 

· Involve the team – this should be a multidisciplinary discussion and may include attached staff, if relevant.

· Set up a meeting – ensure that you have sufficient protected time and provide a confidential setting.

· Record – what happened, why it happened, what was learned, what has been actioned or changed as a result.

· Changes – plan, record timescales, and time to review. 

· Share the report with relevant parties as appropriate, this may include external bodies, such as NHS England using the Patient Safety Incident Report form or National Learning from Patient Safety Events service. 

Distribution
Employees will be made aware of this policy via TeamNet.

Patients will be made aware of this policy using patient leaflets and on the practice website.
Training 
All staff will be given training on significant events at induction and at regular intervals thereafter. 
Any training requirements will be identified within an individual's Personal Development Reviews. Training is available in the Training module within TeamNet.
Equality and diversity impact assessment

In developing this policy, an equalities impact assessment has been undertaken. An adverse impact is unlikely, and on the contrary the policy has the clear potential to have a positive impact by reducing and removing barriers and inequalities that currently exist. 
If, at any time, this policy is considered to be discriminatory in any way, the author of the policy should be contacted immediately to discuss these concerns.

Monitoring and reporting
Monitoring and reporting in relation to this policy are the responsibility of the practice manager. 

The following sources will be used to provide evidence of any issues raised. 

· PALS.

· Complaints.

· Significant and learning events.

Any incidents relating to significant events will be monitored via incident reporting.
Summary of NHS legal and mandatory documentation
In March 2018, the GMC determined that the term ‘significant event' will refer exclusively to events which reach a GMC threshold of potential and/or actual serious harm to patients (currently known as significant untoward incidents, critical incidents, serious incidents or GMC-level significant events). The GMC requires all significant events to be both declared and evaluated, especially in circumstances where staff have been personally named and/or where a patient(s) could and/or did come to harm. As a result, all significant events that meet the GMC threshold must be included and considered during your appraisal.
Some examples of significant events in general practice, which might trigger such an analysis, are: 

· A patient collapsing in the surgery and needing resuscitation, 
· A violent or aggressive patient, 
· A clinical computer failure etc. 
See links below for further information. 

The purpose of collecting and reflecting on significant events. 
Significant events - GMC (gmc-uk.org) 
Your supporting information – significant events https://www.gmc-uk.org/registration-and-licensing/managing-your-registration/revalidation/guidance-on-supporting-information-for-appraisal-and-revalidation/your-supporting-information---significant-events 

NHS Learn from patient safety events online form Learn from patient safety events (learn-from-patient-safety-events.nhs.uk)
Reporting the Death of a Patient to the CQC

The Practice is required to notify the CQC without delay of the death of a patient when:

a) The death occurred whilst a regulated activity was actually being carried out (e.g. during a GP's home visit, or during the patient’s visit to your surgery), 

OR

b) The death occurred as a result of a regulated activity being carried out,

AND

The Patient had seen their GP in the two weeks before the death,

AND

The death was avoidable / related to inappropriate care and treatment.

Such an incident would be classed as a significant event.

Although the latter of these is very unlikely to apply to General Practice, the Practice is still well positioned to fulfil its reporting duties should this situation arise.

Stephen Tomkinson at the Practice is responsible for notifying the CQC immediately upon the death of a person who uses the Practice’s services.

Where the Registered Person is unavailable, for any reason, Toni Johnson/Janet Roberts (Practice manager) will be responsible for reporting the death to the CQC.
Reporting Other Incidents to the CQC

The Practice is also required to notify the CQC without delay of the following types of Incident, which could be classed as a significant event:

· Serious Injury to a patient who is using the Service.

· Events that stop or may stop the service from running safely and properly.

· Incidents reported to, or investigated by the Police.

The Practice must inform the CQC immediately if any such incidents should occur.
Stephen Tomkinson at the Practice is responsible for notifying the CQC immediately upon the death of a person who uses the Practice’s services.

Where the Registered Person is unavailable, for any reason, Toni Johnson/Janet Roberts (Practice manager) will be responsible for reporting the death to the CQC.
Significant Event Analysis 
A Significant Event Analysis is a form of case-based audit with the following purposes:

1. To analyse critically any events which have had a major impact or threaten to have a major impact on patients, the organisation or individual team members. 

2. To detect any preventable causes and examine them carefully, from different perspectives, without attaching blame. 

3. To learn from the event and circumstances and to generalise from this experience. 

4. To recommend any necessary changes to the organisation in the light of this experience.

Significant event analysis may form the starting point of conventional audit, to ensure that necessary changes have been made and have the desired effect. 

Significant event analysis is a powerful tool for learning and change because:

· It is a high-impact situation, even if infrequent (hence it may escape conventional audit)

· An incident (or near miss) concentrates everyone’s minds on the situation and is a catalyst for rapid and effective learning. 

Steps in Significant Event Analysis 
1. Decision about “who” owns the event and who is involved; 
2. Preparation of a brief factual report by the “owner”;

3. Discussion of the event with all concerned, attempting to reach an agreed understanding of what went wrong, how and why it happened and what steps are needed to deal with any preventable factors;

4. Documentation of the analysis and plan;

5. Implementation of an action plan and arrangements for follow-up.

The Significant Event Analysis Form can be used as a template to gather the information and work through the analysis, however the information must then be inputted into the GPTeamnet Significant Event Analysis Section for recording and monitoring purposes. 
Bodey Medical Centre
Significant Event Monitoring

Report Form for Significant Event Analysis

Significant Event Analysis – Gold Standard Form 1

Please do not use names
Name of Practice: 
	Practice P Number
	
	Patient Ref/initial
	
	Age of patient
	
	Date of event
	
	Date Discussed
	     

	Designations of staff involved in discussion/review meeting
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Category of SEA – Preventative/Acute/Chronic/Organisation (see page 2 of form)
	

	Past Medical History
	     


	What happened?
	     


	Who was involved?

(Designations only) 


	     

	What factors contributed to the event?

(Immediate and underlying causes)


	     


	Decision about the case eg. immediate change or audit required

	

	What lessons can be learnt for future reference?


	     


	What action needs to be taken as a result of this event (complete table on next page)


	     


	Who is responsible for monitoring the required actions? (complete table on next page)


	     


	Case Review Date
	     


SIGNIFICANT ACTIONS PROPOSED AND TAKEN
	No.
	Action
	Lead Person
	Due Date
	Date Complete
	Reason not Completed

	1
	
	
	
	
	

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	

	5


	
	
	
	
	

	6


	
	
	
	
	

	7


	
	
	
	
	

	8


	
	
	
	
	


It may be possible to include in your evidence an example of a significant event for three out of these four categories
Table 1 – Categories of SEA’s
	Category of Event


	Examples of Events

	Preventative care
	· Measles

· Unplanned pregnancy

· Non-accidental injury

· Squint diagnosed by an ophthalmologist

	Acute care
	· Sudden unexpected death

· Death occurring on the practice premises

· Suicide or suicide attempt

· All new cancer diagnoses

· Myocardial Infarction

· Terminal care death at home

· Section under Mental Health Act

	Chronic disease
	· Diabetic hypoglycaemia

· Leg ulcer or amputation

· Asthma – hospitalisation

· Epilepsy – status epilepticus

	Organisation
	· Investigation received but not acted upon

· Breach of confidentiality

· Any patient complaints

· Upsetting of staff
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