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Purpose:  

To provide Operational Executive (OE) with assurance of continued learning and provider 
management of Serious Incidents and Never Events. 

Background: 

NHS Rotherham Clinical Commissioning Group (CCG) has the responsibility for performance 
management of all Serious Incidents & Never Events reported by commissioned providers, the 
process follows the NHS England Serious Incident Framework (updated March 2015). 

The NHS England Serious Incident Framework (March 2015) defines Serious Incidents as ‘acts or 
omissions in care that result in: unexpected or avoidable death, unexpected or avoidable injury 
resulting in serious harm, including those where the injury required treatment to prevent death or 
serious harm, abuse, NE, incidents that prevent (or threaten to prevent) an organisation’s ability to 
continue to deliver an acceptable quality of healthcare services and incidents that cause 
widespread public concern resulting in a loss of confidence in healthcare services’. 

Ensuring patients are safe from harm is a priority for NHSR CCG, the strong emphasis on 
performance and quality contract management sustains and disseminates improvements 
throughout commissioned services. This report provides an overview of trends and themes 
identified in relation to incidents during April 2018 to March 2019. 

Analysis of key issues and of risks 

All reported SI & NE, are individually performance managed, with a provider organisation 
comprehensive action plan. Individual incidents and performance data are discussed regularly. 
Information and incident reports are utilised in holding providers to account at Quality Review 
meetings held between each provider and NHSR CCG. 
Across NHSR CCG commissioned services between April 2018 and March 2019 there were 87 
reported SI. This compares to 88 reported SI in the previous year. 

 
TRFT Data 

 2017/2018 - Diagnostic Incidents/Delay accounted for 11 incidents. Implemented actions have 
resulted in a reduction of over 60% for this reporting period 2018/2019. 

 2016/2017- Maternity/Obstetrics accounted for 14 incidents. Following actions implemented 
comparative data identified a reduction of 64% from 2016/17 to this reporting period 
2018/2019. 

 2015/2016 - Slips/Trips/Falls was the highest reportable with 11 incidents. Following actions 
implemented comparative data identified a reduction of 70% from 2015/16 to this reporting 
period 2018/2019. 

 Reports outside of the process timeframe remain an issue for this provider, this is being 
monitored and addressed via Contract Quality. 

 



 
 

RDaSH Data 

Unexpected/potentially avoidable death is the highest reportable themed SI for RDaSH.  

 The 2016/2017 data identified 23 incidents reported, following actions implemented, 
comparative data identified a reduction of 48% from 2016/17 to this reporting period 
2018/2019. 

Patient, Public and Stakeholder Involvement: 

N/A 

Equality Impact: 

N/A 

Financial Implications: 

N/A 

Human Resource Implications: 

N/A 

Procurement Advice: 

N/A 

Data Protection Impact Assessment 

N/A 

Approval history: 

SI & NE Committee Members 18 October 2019 

Operational Executive 26 October 2019 

Audit & Quality Assurance Committee 05 November 2019 

Recommendations: 

Paper is for noting & feedback 
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1. INTRODUCTION 

NHS Rotherham Clinical Commissioning Group (CCG) has the responsibility for performance 
management of all Serious Incidents (SI) reported by commissioned providers, the process 
follows the NHS England Serious Incident Framework (updated March 2015). 

Healthcare is complex and high risk, and on occasion SI occur, however it is essential that when 
they do occur the incident or event is robustly investigated and actions are undertaken to reduce 
the risk of reoccurrence. 

The NHS England Serious Incident Framework (March, 2015) defines Serious Incidents as ‘acts 
or omissions in care that result in: unexpected or avoidable death, unexpected or avoidable 
injury resulting in serious harm, including those where the injury required treatment to prevent 
death or serious harm, abuse, Never Events, incidents that prevent (or threaten to prevent) an 
organisation’s ability to continue to deliver an acceptable quality of healthcare services and 
incidents that cause widespread public concern resulting in a loss of confidence in healthcare 
services’. 

Never Events (NI) are Serious Incidents (SI) that are entirely preventable because guidance 
and/or safety recommendations providing strong systemic protective barriers, are available at a 
national level, and should have been implemented by all healthcare providers. Serious, largely 
preventable, patient safety incidents should not occur if the available preventative measures 
have been implemented by healthcare providers. 

In broad terms, serious incidents are events in health care where the potential for learning is so 
great, or the consequences to patients, families and carers, staff or organisations are so 
significant, that they warrant using additional resources to mount a comprehensive response. 
Serious incidents can extend beyond incidents which affect patients directly and include 
incidents which may indirectly impact patient safety or an organisation’s ability to deliver 
ongoing healthcare.  

Ensuring patients are safe from harm is a priority for the CCG, the strong emphasis on 
performance and quality contract management sustains and disseminates improvements 
throughout commissioned services. This report provides an overview of trends and themes 
identified in relation to incidents during 2018/19. 

2. PROCESS AND ASSURANCE 

NHS organisations use the Department of Health (DH) incident reporting module, Strategic 
Executive Information System (StEIS) to log and manage serious incidents. All reported SI are 
individually performance managed to ensure that relevant reporting deadlines are being met 
and that the Provider has investigated and written the final investigation report in line with 
national guidance. In addition to the report there must be a comprehensive Provider action plan. 
Individual incidents and performance data are discussed regularly with Providers within informal 
meetings, and formally within Contract Quality meetings. 

In line with the Serious Incident Framework (March 2015) all SI must be reported onto the StEIS 
within 2 working days with submission of a final report to the Co-ordinating Commissioners 60 
workings days from entry onto StEIS. 

SI are no longer graded but there are three levels of investigation: 

 Concise (suited to less complex incidents which can be managed by individuals or a small 
group) 

 Comprehensive (complex issues which should be managed by a multidisciplinary team 
involving experts and/or specialist investigators) 

 Independent (for incidents where the integrity of the internal investigation is likely to be 
challenged or where it will be difficult for an organisation to conduct an objective 
investigation internally due to the size of the organisation, or the capacity/capability of the 
individuals or number of organisation/s). 
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Organisations providing NHS care in England are required to demonstrate accountability for 
effective governance and learning following a SI or NE. The CCG monitor and performance 
manage reportable incidents in accordance with the: 
 

 NHSE Serious Incident Framework (NHS England 2015)  
 https://improvement.nhs.uk/resources/serious-incident-framework/ 
 

 Never Events Policy and Framework (Revised January 2018) 
 https://improvement.nhs.uk/resources/never-events-policy-and-framework/ 
 

Commissioned NHS providers have an obligation to ensure that when a SI or NE occurs, the 
methodology applied is commonly known as Root Cause Analysis (RCA) and is utilised for 
driving improvement ensuring systematic measures in place for: 

 Safeguarding people, property, the service’s resources and its reputation 

 Understanding why the event occurred 

 Ensuring that steps are taken to reduce the chance of a similar incident happening again 

 Reporting to other bodies where necessary and sharing the learning 

Completed provider Root Cause Analysis (RCA) investigation reports are reviewed by the 
Serious Incident and Never Event Committee. Closure on the national database is only 
approved once it is clear that there has been a robust investigation and the action plan 
appropriately addresses the root causes of the incident. 

The CCG Serious Incident Committee reviews all submitted final reports and have the 
responsibility to close or hold the report pending further investigation. The process is to ensure 
that a provider has appropriately investigated and defined the root cause, and to decide whether 
members agree that the action plans within the reports that the provider has identified are 
appropriate to reduce the risk of recurrence. 
 

Duties include: 

 SI and NE are managed and investigated appropriately and in a transparent manner 

 The investigation should be of a good quality, underpinned by clear terms of reference 

 It should demonstrate the application of robust investigative methodologies with resultant 
recommendations, which link back to the findings 

 Incidents closed when satisfied with the investigation: recommendations and action plans 
submitted and local monitoring arrangements in place 

 The action plans agreed with providers have a clear trajectory with named responsible leads 

 Action plans should incorporate review dates to measure effectiveness and ensure actions 
are undertaken 

 Learning is embedded and demonstrated through regular thematic reviews 

 Where there is a need or requirement, independent investigators are appointed 

 Investigations are quality assured to ensure that they are robust and demonstrate the use of 
recognised principles of investigation 

 Independent contractors have access to support 

 There is effective co-ordination of complex multi-agency RCA investigations 

Decisions to close an investigation are based on objective and measurable evidence. Where 
commissioners have concerns about closing an incident additional information will be requested 
prior to agreeing closure.  
 

https://improvement.nhs.uk/resources/serious-incident-framework/
https://improvement.nhs.uk/resources/never-events-policy-and-framework/
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The Final Report and Action Plan must be submitted to the relevant commissioner within 60 
working days of being reported. (Providers can request extensions to the report submission 
deadline, but there must be compelling reasons for doing so.) 
 
It is often clear that a Serious Incident has occurred but where this is not the case providers 
should engage in open and honest discussions with their commissioners (and others as 
required) to agree the appropriate and proportionate response. Where it is not known whether 
an incident is a Serious Incident, it is better to err on the side of caution and treat the incident as 
a Serious Incident until evidence is available to demonstrate otherwise. 
 
Serious Incident reports can be downgraded and relevant records amended at any stage in the 
investigation. Any downgrading must be agreed with the relevant commissioner on a case  by 
case basis. Incidents that are found to not meet the threshold of a serious incident can be      
de-logged and must be managed in line with the organisation’s risk management and patient 
safety policies if appropriate (Serious Incident Framework 2015). 
 

3. ALL SERIOUS INCIDENTS & NEVER EVENTS REPORTED BY ALL PROVIDERS 

Across the CCG commissioned services there were for 2018/19 reporting period: 

 87 Serious Incidents 

 3 Never Events  

 20 agreed de-logs  

 70 incidents to go through the SI process 

 A decrease of 10 compared to the last reporting year (as shown below) 

Across the CCG commissioned services for 2017/18 reporting period there were: 

 88 Serious Incidents 

 0 Never Events  

 8 agreed de-logs  

 A total of 80 incidents to go through the SI process 

 
3.1 GRAPH 1 - ALL REPORTED INCIDENTS BY TYPE BY ALL PROVIDERS FOR 2018/19 
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Independent Contractor & GP Serious Incidents are logged on StEIS by the CCG on their behalf 
and follow the SI & NE Management Process with support from the CCG. The number of 
incidents is usually low, there are no incidents occurring in this reporting period compared to 2 
GP and 1 Hospice incident for 2017/18.  

Serious Incidents involving patients registered with a Rotherham GP that occur under Yorkshire 
Ambulance Service NHS Trust (YAS) are jointly performance managed by NHS Wakefield CCG 
being the lead commissioner and NHS Sheffield CCG for  Quality Assurance. NHS Rotherham 
CCG are updated in the process and asked to comment on the final report prior to their closure 
process. There has been no incident this reporting period compared to 2 in 2017/18. 

Serious Incidents involving patients registered with a Rotherham GP that take place out of the 
Rotherham CCG area are performance managed by the CCG where the incident occurred. NHS 
Rotherham CCG are kept informed and asked to comment on the final report prior to closure. 
This process is reversed for out of area patients that are involved in a serious incident at a 
service commissioned by the CCG, 2 incidents occurred in this reporting period a decrease 
compared to 6 in 2017/18. 

The remaining focus of this report will provide analysis of the CCG main providers and highest 
reporting organisations, The Rotherham Foundation Trust (TRFT) and Rotherham Doncaster 
and South Humber NHS Foundation Trust (RDaSH).  
 

 
4. SERIOUS INCIDENTS & NEVER EVENTS REPORTED BY THE ROTHERHAM FOUNDATION 

TRUST (TRFT) 
 

TRFT reported 68 incidents in total, 16 cases were de-logged after further investigation revealed 
that for there were no acts or omissions in care which caused or contributed towards the 
outcome resulting in 52 being reviewed under the CCG SI process. 
 
4.1 GRAPH 2 INCIDENT BY TYPE  
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Treatment delay and surgical invasive procedure is the highest reportable recurring themed SI 
in this reporting period, learning actions from undertaking investigations and performance 
management include: 

 Patients monitored using the Modified Early Warning Score 

 Review of the process for the monitoring/tracking of all results 

 Implement a process for escalation of issues  

 Transition to full electronic records 

 Triage guidance updated 

 Surgical meeting to develop a baseline policy/prevent delays  

 Competency checks for Junior Doctors 

 Findings presented as a point of learning & reflection to prevent recurrence 
 

4.2 END OF YEAR INCIDENT STATUS 

Of the 52 incidents reported 24 cases were closed, 3 maternity incidents on hold due to Healthcare 
Safety Investigation Branch* The 13 on-going cases that came within the timeframe for receipt of 
the Final Report within this reporting period were overdue and no extension granted, this issue has 
been escalated to the CCG/TRFT Contract Quality Meeting. The timeframe for receipt of the 
remaining 12 Final Reports were outside this reporting period. 
 
4.3 GRAPH 3 END OF YEAR STATUS 

 

 
4.4 INCIDENT COMPARISON BY YEAR  
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In the reporting year 2017/18 Diagnostic Incidents 
including delay accounted for 11 SI, the highest 
reportable for the Trust.  Actions undertaken by 
the Trust comprised of updating a Transfer and 
Escort policy (including transfer between 
departments), induction packs for clinical staff 
detailing responsibilities, process developed by 
Senior Nurses and Patient Safety team for 
monitoring of patients whilst in diagnostic 
departments and awareness and use of the Code 
Red system, resulting in a reduction of over 60% 
compared to this reporting period 2018/19.  
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 MATERNITY / OBSTETRICS 
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In 2016/17 Maternity/Obstetrics accounted for 
14 SI, the highest reportable for the Trust. As 
part of the assurance process with regards to 
an increase in maternity incidents an external 
independent review was undertaken with the 
conclusion that no outstanding actions were 
identified. Following actions implemented as 
part of the RCA and governance process there 
has been a reduction of 64% compared to this 
reporting period 2018/19. 
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In 2015/16 Slips/Trips/Falls accounted for 11 
SI, the highest reportable for the Trust. This 
initiated a Falls Prevention Group being 
established to oversee and co-ordinate the 
reduction in falls across the Trust in line with 
the new recommendations issued by The 
National Institute for Health and Clinical 
Excellence (NICE). With the implementation of 
measures identified by the group the reporting 
of incident’s relating to Slips/Trips/Falls there 
has been a reduction of over 70% compared to 
this reporting period 2018/19. 

14 

1 

0

2

4

6

8

10

12

14

16

2014/15 2018/19

In 2014/15 Pressure Ulcers was the highest 
reportable recurring themed SI. TRFT have 
developed robust processes such as an internal 
panel process for reviewing all pressure ulcers. 
The Head of Quality at the CCG is a regular 
member of this group. They have also 
implemented training and support mechanisms 
for frontline staff, internal sharing of 
organisational learning, monitored and evaluated 
action plans. Pressure Ulcer incidents continue to 
reduce with only 1 incident in this reporting period 
2018/19. 
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Graph 4 below shows the total number of incidents reported on StEIS over the last 4 reporting 
periods. For this reporting period 52 incidents went through the SI process. It is clear from the 
numbers that there was a rise in incidents in 2016/17 however there appears to be no 
commonality or cause. 

 
4.5 GRAPH 4 NUMBER OF REPORTED INCIDENTS BY YEAR 
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RDaSH reported 20 incidents in total, 4 cases were de-logged after further investigation 
revealed that for there were no acts or omissions in care which caused or contributed towards 
the outcome resulting in 16 being reviewed under the CCG SI process. 
 
5.1 GRAPH 5 INCIDENTS BY TYPE  
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Analysis of the 2017/18 data for 18 cases of Apparent/actual/suspected self-inflicted harm cases 
all resulted in Unexpected/potentially avoidable death and 23 incidents for 2016/17. This identifies 
and assures the CCG that recommendation/actions are being implemented resulting in a reduction 
since 2016/17 of 48% when compared to this reporting period 2018/19. 
 
Within the identified category for this provider, Unexpected/potentially avoidable death relating 
to suicide are mainly a continual theme. The CCG remains committed to supporting measures 
in reducing these incidents.  
 
5.2 GRAPH 6 END OF YEAR STATUS 

 

 

 
Graph 6 above shows the status of the 16 incidents at the end of the reporting period, 9 cases 
came within the recommended timeframe for closure, 7 were closed, 1 case on hold due to a 
police investigation and 1 required further information prior to closure being agreed.  

RDaSH will address SI through actions/recommendations as identified for each incident: 

 All access assessments should indicate patient centred risk management strategies and 
individualised crisis and contingency plan 

 Address delivery of training requirements 

 Review and audit of assessments and correspondence 

 Review of the system and process of the management and triaging of referrals 

 Ensure that all processes are robust and all records are saved onto the clinical system 

 Safeguarding to be considered in all incidents as appropriate 

 To ensure through managers that physical health assessments are completed, reviewed 
annually and plans developed for all patients 

 Discuss actions/recommendations with all service and locality managers/staff  

 Share learning 
 

RDaSH provide assurance to the CCG that they are committed to patient safety and will ensure 
that all SI are thoroughly investigated, actions addressed, lessons learned and shared. 
 
5.3 COMPARISON BY YEAR 

The comparison graph 7 below shows the total number of incidents reported on StEIS over the 
last 4 reporting periods. For this reporting period 16 incidents went through the SI process. 
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Again it is clear from the numbers that there was a rise in incidents in 2016/17 however there 
appears to be no commonality or cause. 

 

5.4 GRAPH 7 NUMBER OF REPORTED INCIDENTS BY YEAR 

 
 
 

6. COMMISSIONER AIMS AND OBJECTIVES FOR PATIENT SAFETY AND QUALITY 

 Continue developing collaborative approaches to sharing learning from SIs across CCGs, 
regulators and providers. 

 Continue to reduce the impact of the most reportable incident. 

 Maintain Commissioner oversight of quality and safety of providers, during a period of 
change for CCGs, regulators and providers. 

 Sustain oversight of and continue to develop measures for primary care around quality 
assurance 

 Strengthen the process for serious incident reporting and investigation for Care Homes and 
Home Care 

 
7. CONCLUSION 

Robust incident reporting and investigation processes allied with an open, honest and mature 
learning culture remain an important component of delivering safe health care and improving 
outcomes. Commissioners play a vital role in ensuring that organisations have these processes 
in place and that learning as a result of adverse incidents is identified and embedded in 
practice. 

 

 

 

 

 

 

 

 

 

 
*The National Maternity Safety Ambition, launched in November 2015, aims to halve the rates of stillbirths, neonatal and 
maternal deaths, and brain injuries that occur soon after birth, by 2025. This strategy was updated in November 2017 with a 
new national action plan called Safer Maternity Care, which set out additional measures to improve the rigour and quality of 
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investigations into term stillbirths, serious brain injuries to babies and deaths of mothers and 
babies. https://www.hsib.org.uk/maternity/ 

8. SIGNS OF SAFETY 

WHAT’S WORKING WELL WHAT’S NOT WORKING SO WELL 

The data clearly shows that for both our 
main providers the most reportable SI 
have reduced from previous reporting 
years indicating that 
recommendation/actions are being 
undertaken/addressed. 

Receipt of Final Reports from TRFT within 
the recommended timeframe. 

Recognising Safeguarding for RDaSH 
incidents and acknowledging this within 
their reports. 

FUTURE PLANNING / NEXT STEPS 

 NHS Rotherham CCG SI Committee has put patient safety and reduction of harm at the 
forefront of its aims. This will be achieved through the implementation and quality 
monitoring of agreed action plans and learning outcomes.  

 NHS Rotherham CCG continued robust scrutiny and quality monitoring will be 
paramount and will continue to support their providers, to be open and transparent in 
their incident reporting and without fear of blame. 

 NHS Rotherham CCG will continue to encourage sharing the learning with colleagues 
across the health and social care network to improve training and education and to play 
our part in the prevention and reduction of serious incidents. 

 NHS Rotherham CCG will closely work and challenge providers in relation to supporting 
continued improvements in quality of service and incident recording, monitoring, and 
learning. 

 Commissioners play a vital role in ensuring that organisations have these processes in 
place and that learning as a result of adverse incidents is identified and embedded in 
practice. The SI & NE Committee will continue to work with providers to support 
continual improvement through the analysis of themes and trends and sharing of 
learning and best practice. 

 NHS Rotherham CCG will review bi-annually the SI Process to reflect changes to NHS 
structures and new National Commissioning Board Serious Incident Framework March 
2015. (Appendix 1) 

 NHS Rotherham CCG will review bi-annually the Terms of References for the Serious 
Incident & Never Event Committee. (Appendix 2) 

SUICIDE PREVENTION  

Suicide Prevention is high on the NHS Rotherham CCG agenda.  

 RCCG along with partner agencies have systematic measures in place to ensure all 
suicides are reported in a timely manner to relevant services to allow procedures to be 
implemented and move forward at pace. 

 RCCG representative attend a Suicide Prevention Operational Group meeting, held 
every six weeks to review real time data. 

 Since the launch of the cross-government ‘Suicide Prevention Strategy’ in 2012 a 
Suicide Prevention & Self Harm Wider Group Meeting is held quarterly, this            
multi-agency group are tasked to implement this plan, which outlines the actions 
Rotherham organisations are taking to prevent suicides.  

 

 

https://www.hsib.org.uk/maternity/
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APPENDIX 1 – SI & NE PROCESS 

 
Serious Incidents (SI) in health care are adverse events, where the consequences are so significant or 
the potential for learning is so great, that a heightened level of response is justified. Never Events (NE) 
are serious incidents that are entirely preventable as guidance, or safety recommendations providing 
strong systemic protective barriers, are available at a national level, and should have been implemented 
by all healthcare providers. NHS Rotherham Clinical Commissioning Group (NHSRCCG) has systematic 
measures in place to ensure serious incidents requiring investigation are identified correctly, managed 
appropriately, investigated thoroughly by the reporting providers and learned from to prevent the 
likelihood of similar incidents happening again. NHSRCCG update Governing Body monthly on the 
number and type of incidents. 
 

Incidents will be performance managed in accordance with the: 
 

 NHSE Serious Incident Framework (NHS England 2015) 
  https://improvement.nhs.uk/resources/serious-incident-framework/  
 

 Never Events Policy and Framework 
  https://improvement.nhs.uk/resources/never-events-policy-and-framework/ 
 

 

PROVIDER REPORTS INCIDENT ON STRATEGIC EXECUTIVE INFORMATION SYSTEM (StEIS) 
WITHIN 2 WORKING DAYS OF OCCURRENCE 

IF THE INCIDENT MEETS THE CRITERIA FOR A NEVER EVENT PROVIDER SUBMITS A 72 HOUR REPORT 

NHSRCCG RECEIVES NOTIFICATION VIA EMAIL OF NEW INCIDENT  
INITIAL REPORT CREATED AND CIRCULATED VIA EMAIL TO RELEVANT PEOPLE  

INCIDENT LOGGED ON SI DATABASE 

PROVIDER SUBMITS FINAL REPORT TO NHSRCCG WITHIN 60 WORKING DAYS 

NHSRCCG SI & NE COMMITTEE MEETING MEMBERS WITH RELEVANT REPRESENTATIVES 
UNDERTAKE A REVIEW OF THE FINAL REPORT  

NHSRCCG REQUIRE FURTHER INFORMATION  

PROVIDER UNDERTAKES A THOROUGH INVESTIGATION 

 

COMMISSIONER ASSURED FINAL REPORT MEETS REQUIREMENTS FOR A  
ROBUST INVESTIGATION WITH AGREED ACTIONS / RECOMMENDATIONS  

AND AGREES CLOSURE  

SERIOUS INCIDENT OCCURS 

 

https://improvement.nhs.uk/resources/serious-incident-framework/
https://improvement.nhs.uk/resources/never-events-policy-and-framework/
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APPENDIX 2 – SI & NE TERMS OF REFERENCE 

 

Contact Details: 

Lead O.E./Clinician: Chief Nurse Lead Officer: Chief Nurse 

Purpose: 

To provide a robust process for the performance management of SI and NE reported by providers 
of NHS services commissioned by Rotherham Clinical Commissioning Group (CCG). 

Responsibilities: 

 To ensure SI and NE are reported appropriately via Strategic Executive Information System 
(StEIS) NHS England's web-based serious incident management system, through which 
providers record incidents 

 To ensure lessons are learnt and actions taken to reduce risk from SI and NE 

 To ensure recommendations and learning are embedded in the systems of care 

 Report where appropriate to the Coroner or other professional body or organisation or 
regulatory authority 

 To ensure NHSE, NPSA, NHSR and DH guidance is followed with regard to performance 
management of SI and NE 

 Ensure appropriate representation is co-opted onto the Committee as required 

 To provide assurance information to the CCG Governing Body regarding SI and NE via the 
Audit, Quality & Assurance Committee (AQuA) with minutes and updates to every Governing 
Body and AQuA meeting and items identified for escalation where appropriate, following 
investigation of SI and NE by providers of NHS services commissioned by the CCG 

 To escalate unresolved/urgent issues to AQuA, Contract Quality and Performance Groups as 
appropriate 

 To provide assurance to NHSE when requested to demonstrate appropriate, robust 
performance management processes 

 To review NE investigation reports prior to forwarding to NHSE for closure 

 To review requests from providers where they require further time to complete investigations 
and reports 

 To receive updates where extensions have been granted 

 To request further information in relation to Final Reports from providers where 
appropriate/necessary 

 ing required prior to closure Chair: 

Chief Nurse 

Deputy Chair: 

Deputy Chief Nurse 

Composition of group: 

Chief Nurse  Deputy Chief Nurse 
Representatives from GP Commissioning Executive Co-ordinator 
Administrator 
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In Attendance: 

Contract managers to facilitate the depth of discussion deemed necessary for each SI Co-opted 
attendees for specific agenda items as appropriate 
NHS commissioned services committee may require attendance of the lead officer from providers 

Deputising: Members to elect deputies if unable to attend a meeting where possible 

Quorum: A minimum of 3 clinical members 

Accountability: AQuA 

Frequency of meetings: Bi-monthly 

Order of business: Declarations of Interest at start of meeting. Items for escalation at the end of 
the meeting, clearly identifying why and where to. 

Agenda deadlines: Paper deadline 10 days prior to meeting. Final papers circulated 7 days prior 

to meeting. 

Minutes: Minutes circulated to membership and Operational Risk, Governance & Quality 
Management Group 

Administration: Administration Officer/Co-ordinator 

Attendance: Members are expected to attend 75% of meetings, to be audited on an annual 
rolling basis 

Review Date: September 2017 

Review Due: September 2019 

Membership List: 

Chief Nurse   
Deputy Chief Nurse 
Representatives from GP Commissioning Executive Co-ordinator 
Administrator 

Co-opted members: 

Contract Managers 
Safeguarding Adults & Clinical Quality Lead  
Experts in Various Clinical Fields 

Appendix 1 - Named Membership List: 

Chief Nurse   
Deputy Chief Nurse 
Representatives from GP Commissioning Executive 
Representatives from GP Commissioning Executive 
Representatives from GP Commissioning Executive 
Co-ordinator 
Administrator 

Sue Cassin  
Alun Windle 
Dr Russell Brynes  
Dr Anand Barmade  
Dr Jason Page  
Lesley McNeill 
Sue Howard 

Named Co-opted members: 

Safeguarding Adults & Clinical Quality Lead 
Infection Control Nurse 
Contract Managers 
Experts in Various Clinical Fields 

Kirsty Leahy  
Emma Batten  
As appropriate 
As appropriate 
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APPENDIX 3 - GLOSSARY 

 

AQuA Audit, Quality & Assurance Committee 

DH Department of Health 

GB Governing Body 

HSIB Healthcare Safety Investigation Branch 

NE Never Event 

NHSE NHS England 

CCG NHS Rotherham Clinical Commissioning Group 

NPSA National Patient Safety Agency 

RCA Root Cause Analysis 

RDaSH Rotherham, Doncaster and South Humber 

RMBC Rotherham Metropolitan Borough Council 

SI Serious Incident 

StEIS Strategic Executive Information System 

TRFT The Rotherham NHS Foundation Trust 

 

 


