Initial Incident Investigation 72 hours report template	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Some general rule when completing the 72hr report:

It is essential the the author of the report understands that these reports can end up in the Coroner’s Court or with our Commissioners. Therefore, the manner in which it is written must reflect factual and accurate reporting minus personal views and opinions. Additionally, the standard of the report writing must be at a level that represents the trust standards externally - pay attention to language, gramatics, etc...
Do not assume that the abbreviation used within your team or department is well known across the trust. For example NoDF stands for Notification of Discharge. The correct way is when you first use one of these terms, write in full with brackets for abbreviation i.e. Notification of Discharge [NoDF] thereafter you can use just NoDF.
When referring to a patient, kindly use there title such as Mr, Mrs, Ms etc…; again, once you use a format i.e. Mr Orion, then the same format must be consistently used within the rest of the report’s body.
Consistency within the report i.e. the format of how you write a date [01/10/2010 vs 01.10.2010 vs 1.12.10]. The preferred format is 01/10/2010. Once you use one of the formats for date, name of patient/staff or anything else in the report, the same format must be consistently used in the rest of the report.
                      
Please do not use the names or initials of staff involved in the incident in the content of this report.  All fields are mandatory to enable the executive team to make an informed decision and also aid reporting on STEIS.  


	Trust reference: (InPhase number)
	

	Report generated by:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Most of the 72hr reports are generated at the request of the G&R team; however, there are numerous reports that are generated at the request of the directorates. 
	G&R department
	
	Directorate
	


	Date of sign off by Decision Making Panel
	





	Person affected

	Patient’s name 	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Full name
	
	Hospital no/NHS no 
	


	Gender 	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): In full, not just M or F
	
	Date of Birth
	
	Age:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Make sure that the age provided here is consistent with the rest of the report.
	

	Contact number
	
	Ethnic origin
	
	


	Patient status:  Inpatient / Community Patient / Other (specify): 
	

	Mental Health Act status
	
	Subject to CPA: Yes/No
	

	Open to safeguarding: YES/NO
	
	CPA Review date:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Please complete all boxes. If a box is not relatable, simply say Not Applicable - this is true for the rest of the report.
	

	Date and Time of last inpatient admission:
	
	Observation status/level
	

	Discharged from the inpatient ward and home treatment team within seven days of the incident.
	Yes/No	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Delete one as you see appropriate - same goes wherever you find this option.
	

	Date of discharge from ward/Community Team
	
	
	

	GP details	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Along with the GP practice’s detail, if the surgery is an ELFT surgery then indicate this in brackets.
	

	Next of Kin Details 
	


	

	Incident details

	Date of incident
	
	Date incident was reported on InPhase:
	
	Time
	

	Directorate	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): If there are multiple directorates involved, then provide details of all directorates.
	
	Site of incident
	

	Service/Ward
	
	Were Physical health factors identified? 
	Yes/No

	Is this incident an unexpected death?
	Yes/No
	
	

	What is this incident about?	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): This should be short an simple for example ‘death of a service user’, ‘jumping from height resulting in fractures’, ‘worsening of wound from x to y’. No need for elaborate description here.
	


	Level of harm:

	
No harm ☐

	
Low ☐

	
Moderate ☐    

	Severe ☐    
	Death  ☐    
	Near miss ☐    

	







	Staff involved & Consultant Details	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): All of the information in this section must be of the latest/current service that the pt was under.

	Consultant’s Name
	
	Ward Manager’s/Clinical Lead’s name
	

	Consultant’s contact number
	
	Named nurse/Social worker/CPA/other/
	

	Have the staff been de-briefed and supported by the Trust policy?   
Evidence: (Give dates & details of team meetings/de-briefing sessions etc.) 
	Yes/No








	Brief description of the incident and patient’s last contact with EFLT.	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): This box is the most essential summary of the report. 


	
Demographics – age, gender, diagnosis, and treatment / care plan:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Aim to answer the questions, keep it simple but do elaborate to provide context with history of the patient. It is vital that the reader is able to ascertain the diagnosis, medication and latest treatment plan in this section. 



Relevant antecedents:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Only relevant and pertinent activities to the incident or the patient’s health and welfare. Once again, a brief summary of all key events in the lead up to the incident but excluding the incident.



Description of incident:	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): This should be a brief be adequately detailed summary of the incident. It must contain date and time if known. Describe what happened in reasonable amount of detail for example ‘the community team X was informed on xx/xx/xxxx that Mr O was found deceased by their brother. It is reported that the patient was found on the floor with empty bottle of tablets next to him. His brother called the ambulance immediately as there was no sign of life. The paramedics arrived on scene at xx:xxhrs and performed CPR for 10 minutes. However, he was pronounced dead at xx:xxhrs. The Cause of Death is currently unknown however it is suspected that he died of an overdose of paracetamol. There is an inquest on xx/xx/xxxx. 







	Patient Risk Assessment


	When was the patient's last risk assessment?    	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Last Full Risk Assessment, plus any mini-assessments close to the incident. 
	

	Did it reflect all identified risks?	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Don’t just say yes or no. Please elaborate what was captured in brief. Also, if any risk that resulted in the incident that was or was not captured must be indicated here. 
	

	Was it up to date and in line with the Trust's policy?
	

	Please highlight the last date the Risk Assessment was updated.
	

	What was the patient's care plan at the last contact?  Was the care plan up to date and in line with Trust Policy?  If not, please highlight the last date updated.
	

	Were there any historical or current safeguarding concerns related to the patient.	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): If yes, do indicate if the S42 inquiry is now closed. If current, then indicate if this is ongoing. If recent, then indicate outcome. 
	

	

	Were there any missed appointments or opportunities for follow-up?
	



	Chronology of events
Chronological timeline of KEY events starting three months from the last contact with ELFT services. The chronology should include missed appointments and failed attempts at contact.	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): It is essential to capture events in the lead up. Use only relevant information. No cut and paste unless it is written as a brief summary. 

Do not use any bold texts.

	Date/Time	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Start with the oldest, moving towards latest/most current entries.

Pay attention of format - must be same across the entire report. 

Pay attention of flow - must be chronological and not jumping back and forth.
	Source of information (Rio, EMIS etc.)
	Action/Event – progress notes	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Whenever siting any contact, include relevant outcome of contact. 

Must include last medical review - with some details of patient’s presentation and outcome of the review with treatment plan.

Must include risk behaviour / incident

Must include any key relevant activity pertaining to the incident directly or indirectly - must include any safeguarding issue [adult or children]

Do not end chronology with incident; carry on to include any outcome of incident [post incident], including any Duty of Candour. If the patient ended up being admitted to A+E, provide an outcome of A+E admission.
	Comments/Concerns/gaps in care/analysis.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Highlight any act/omissions in care identified above 	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): These should be any gaps in care identified in the review i.e. something that should but did not happen which could have impacted on the treatment/care of the patient.

List each one in a separate line - provide brief summary with dates and impact [if any].

For each identified gap, there must be a SMART Action Plan completed further below in the report template.

	
	

	
	

	
	

	
	

	
	







	Immediate actions taken to prevent re-occurrence	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): With brief details including any dates

	

	

	

	

	

	

	




	Areas of Good Practices identified	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Please do not leave this box empty, try to identify all good practices.

	

	

	

	

	

	

	




	Duty of Candour - complete for all Notifiable Safety Incidents.  There is a Statutory Obligation for EFLT to undertake the Duty of Candour within 10 working days. 	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Please do not leave any box empty, if not applicable then indicate so.

	Has the patient/relative been fully informed of the incident? 
	     	Apology given?
	     
	Has a letter been sent to the next of kin informing them of Trust investigation process and what to expect?
	

	If DoC has not been undertaken, what is the plan for its completion?
	

	Has Doc outcome been recorded on RiO?
	












	                                                           Report completed by:

	Name:
	
	Designation:
	

	Tel:
	
	Date:
	     
	                                                            Manager/Senior staff Sign off: 	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Must include the most senior lead of the service even if it is the same person who has completed the report.

	Name: 
	
	Designation:
	

	Tel:
	
	Date:
	




























		Template version updated on: 26/04/2024.

	Action Plan/Recommendation




	Issue Identified	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): These are from the gap section from the box just after the chronology section. List each in a separate line. 
(clearly link to identified lesson/gap/care or service delivery problem)
	Recommendation
	Themes
(for listing - click here)
	Actions to be taken	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): This is one of the most important section of the report. If the report ends up in the Coroner’s court or elsewhere, the expectation is the there is a SMART Action Plan for each identified gap - for SMART writing check the next page below for guidance. 

Must include who [by designation/title but not name], must be realistic and achievable.

It is crucial that the Action Plan must be something that prevents the gap from re-occuring. 
(Please refer to guidance below on producing SMART actions which explain how the action will best prevent the issue arising again)
	By Who	Comment by JEENEEA, Aroon (EAST LONDON NHS FOUNDATION TRUST): Must include name and designation of the lead person responsible to oversee that the action plan is undertaken/implemented - does not necessarily has to be the one who carries them out. 
(Name and designation
	Current status of action
 (‘Not started’, ‘in progress’, or ‘completed’?)
	Outcome
	Completion
Sign-off
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Appendix 1.  Risk assessment scoring tool

Risk scoring = consequence x likelihood 
	Consequence
	Likelihood 

	
	1
	2
	3
	4
	5

	
	Rare
	Unlikely
	Possible
	Likely
	Almost certain

	5.  Catastrophic 
	5 
	10 
	15 
	20 
	25 

	4.  Major 
	4 
	8 
	12 
	16 
	20 

	3.  Moderate 
	3 
	6 
	9 
	12 
	15 

	2.  Minor 
	2 
	4 
	6 
	8 
	10 

	1.  Negligible 
	1 
	2 
	3 
	4 
	5 



	
	1-3
	Low risk

	
	4-6
	Moderate risk

	
	8-12
	High risk

	
	15-25
	Extreme risk
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Creating SMART Action Plans 
 
 



Specific 
Action — does the action 
describe HOW you will 
achieve an outcome in de- 
tail? 



Measurable 
Evidence — can you pro- 
vide evidence that the ac- 
tion is complete and the 
outcome achieved? 



Achievable 
Outcome — are you able 
to achieve the outcome 
following completion of the 
actions? 



Relevant 
Action — are the actions 
going to improve the issue 
raised? 
Scope — does the action 
apply to all relevant peo- 
ple? 



Timely 
Deadline — realistically, 
when can the actions be 
completed by? 



Poor quality action plan 
 
 
 
 
 
 
 
 
 
 



 
How? Who? How are they 



measured? 
 
 
 
 



Improved action plan 



 
 
 
 
 
 
 
 
 
 
 
 



What and why? 
 



Issue 
Raised 



Theme Action Scope Evidence Outcome Accountable 
Lead 



Dead- 
line 



        



OUTCOME 4        



Care plans Care Staff to complete care Team Care plans Detailed records Joe Bloggs One or 
and risk as- and plans and risk assess-  and risk as-   two 
sessments Welfare ments in more detail.  sessments   months 
need to be        
more detailed        



 



Care plans 
and risk as- 
sessments 
need to be 
more detailed 



Care 
and 
Welfare 



In-house training ses- 
sion to take place. 
Random sample weekly 
spot check of care plans 
and risk assessments to 
review quality for one 
month. 



Objectives to be set in 
supervision sessions for 
improvements if neces- 
sary. 



Audit to be carried out in 
May to assess quality. 



Clinical 
Staff in 
the 
team 



Audit results 
and supervi- 
sions rec- 
ords 



All care plans 
and risk assess- 
ments to be ad- 
equately de- 
tailed to ensure 
continuity and 
individuality of 
care and reduce 
risks to service 
users. 



Joe Bloggs 10.7.12 



 










Creating SMART Action Plans 

 

 

Specific 

Action — does the action 

describe HOW you will 

achieve an outcome in de- 

tail? 

Measurable 

Evidence — can you pro- 

vide evidence that the ac- 

tion is complete and the 

outcome achieved? 

Achievable 

Outcome — are you able 

to achieve the outcome 

following completion of the 

actions? 

Relevant 

Action — are the actions 

going to improve the issue 

raised? 

Scope — does the action 

apply to all relevant peo- 

ple? 

Timely 

Deadline — realistically, 

when can the actions be 

completed by? 

Poor quality action plan 

 

 

 

 

 

 

 

 

 

 

 

How? 

Who?  How are they 

measured? 

 

 

 

 

Improved action plan 

 

 

 

 

 

 

 

 

 

 

 

 

What and why? 

 

Issue 

Raised 

Theme  Action  Scope  Evidence  Outcome  Accountable 

Lead 

Dead- 

line 

               

OUTCOME 4              

Care plans  Care  Staff to complete care  Team  Care plans  Detailed records  Joe Bloggs  One or 

and risk as-  and  plans and risk assess-    and risk as-     two 

sessments  Welfare  ments in more detail.    sessments      months 

need to be               

more detailed              

 

Care plans 

and risk as- 

sessments 

need to be 

more detailed 

Care 

and 

Welfare 

In-house training ses- 

sion to take place. 

Random sample weekly 

spot check of care plans 

and risk assessments to 

review quality for one 

month. 

Objectives to be set in 

supervision sessions for 

improvements if neces- 

sary. 

Audit to be carried out in 

May to assess quality. 

Clinical 

Staff in 

the 

team 

Audit results 

and supervi- 

sions rec- 

ords 

All care plans 

and risk assess- 

ments to be ad- 

equately de- 

tailed to ensure 

continuity and 

individuality of 

care and reduce 

risks to service 

users. 

Joe Bloggs  10.7.12 

 


