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1. PURPOSE OF THE REPORT: 
 

The attached Incident and Accident Reporting Policy has been developed by North Yorkshire and Humber CSU for 

NL CCG to meet national guidance in relation to the reporting and management of incidents.  The policy will be 

further reviewed during March 2014 to ensure that it complies with national IG and information governance 

toolkit requirements.  

2. STRATEGIC OBJECTIVES SUPPORTED BY THIS REPORT: 
 

 

Continue to improve the quality of services 
 

X 

Reduce unwarranted variations in services X 

Deliver the best outcomes for every patient X 

Improve patient experience X 

Reduce the inequalities gap in North Lincolnshire  

 

3. IMPACT ON RISK ASSURANCE FRAMEWORK: 

Yes X No  
 

An incident and accident reporting policy supports the risk assurance framework 

 
 
 



4. IMPACT ON THE ENVIRONMENT – SUSTAINABILITY: 

Yes  No X 
 

Impact assessment undertaken and attached at Appendix E 
 

5. LEGAL IMPLICATIONS: 

Yes X No  
 

The CCG is required to have an approved incident management system. 
 
 

6. RESOURCE IMPLICATIONS: 

Yes  No X 
 

 

7. EQUALITY IMPACT ASSESSMENT: 

Yes X No  
 

Attached at Appendix D 
 

8. PROPOSED PUBLIC & PATIENT INVOLVEMENT AND COMMUNICATIONS: 

Yes  No X 
 

 
 

9. RECOMMENDATIONS: 
 

The  CCG Governing Body is asked to: - 

 Note and approve the attached Incident & Accident Reporting Policy  
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NORTH LINCOLNSHIRE CLINICAL COMMISSIONING GROUP 
 

INCIDENT AND ACCIDENT REPORTING POLICY 
 

1. INTRODUCTION 
 

As part of the North Lincolnshire Clinical Commissioning Group‟s (NLCCG) 
commitment to the management of risk and to improve the quality of care provided, 
an organisation-wide incident reporting system for reporting incidents or accidents is 
in operation.  This is an essential element of the CCG‟s Risk Management Strategy 
and its effectiveness depends upon the cooperation and involvement of all CCG staff.   
 
If used effectively the incident reporting system provides an 'early warning' of actual 
and potential claims, complaints, or adverse publicity and means the CCG is 
prepared for such an occurrence.  It strengthens the CCG‟s position in the event of 
litigation by enabling the CCG to obtain the necessary information at the time of the 
incident when memories are fresh.  Where actual incidents of loss or harm have 
occurred, it enables early notification and explanation to the 'injured' party to occur 
and, where necessary, swift compensation to the justified claimant. 
 
The purpose of incident reporting is to ensure all accidents or incidents (actual and 
potential) are recorded, reported and managed.  This enables the CCG to learn 
lessons from mistakes made and take prompt action to prevent and minimise 
recurrence.  It enhances the CCG‟s ability to continually develop good practice and 
improve the quality of care.  It also protects the individual: patients, staff, contractors, 
volunteers and visitors through the provision of a safer environment.   
 
The incident reporting system also sets out the procedure to be followed to ensure 
that sufficient information is obtained to meet statutory reporting requirements and to 
comply with NHS Litigation Authority requirements. 

 
2. EQUALITY IMPACT ANALYSIS 
  

In developing this policy, an analysis of the impact on equality has been undertaken 
(Appendix D).  As a result of performing the analysis, the policy, project or function 
does not appear to have any adverse effects on people who share Protected 
Characteristics and no further actions are recommended at this stage. 
  
The CCG promotes a culture of Equality and Diversity within its organisation and 
actively monitors themes arising from incidents for any potential discriminatory 
activity. 

 
3. SUSTAINABILITY IMPACT ASSESSMENT 
 

Sustainability is one of the CCG‟s key Strategies and the CCG has made a corporate 
commitment to address the environmental effects of activities across services. The 
purpose of the Sustainability Impact Assessment (as detailed in Appendix E) is to 
record any positive or negative impacts that this Policy is likely to have on each of the 
Sustainability Themes.  A sustainability form has been completed in respect of this 
policy and no impact has been identified.   

 
4. BRIBERY ACT 2010 
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The CCG follows good NHS business practice as outlined in the Business Conduct 
Policy and has robust controls in place to prevent bribery. Due consideration has 
been given to the Bribery Act 2010 in the development (or review, as appropriate) of 
this policy document and no specific risks were identified 

 
5. FAIR AND EQUITABLE CULTURE 
 
 Fear from disciplinary hearing and subsequent sanctions may deter staff from 

reporting incidents.  The CCG's incident reporting system has therefore been 
developed within a culture of 'fairness and equity'. Where errors have occurred and 
are openly reported, an investigation into the facts may take place but the disciplinary 
process will not be instigated against any member of staff except in well defined 
circumstances as follows: 

 

 An incident which is a fundamental breach of professional practice; 

 An incident which might lead any professional registration body to review the    
individual's professional status; 

 Further occurrences of an incident where the individual has previously received 
counselling relating to rectifying the type of error that might have led to the 
incident; 

 Where an incident has led to criminal actions involving the police or a 
registration or regulatory body with statutory powers; 

 Failure or significant delay in reporting an incident in which a member of staff 
was directly involved or about which they were aware. 

 
This recognises the fact that most errors are made because of a system failure and 
the purpose of incident reporting is to improve the system. 
 
It should be noted that when any error is being considered, whether within the 
Incident/Accident Reporting Policy structure or not, it is universally recognised that 
when a member of staff is open in admitting to the error and reporting it to the 
appropriate individual, a considerably more positive and supportive approach may be 
taken by the CCG in addressing the matter.  Conversely, it is also the case that when 
a member of staff decides to either delay reporting, or to attempt to conceal the 
occurrence of an error, the CCG‟s response to it is likely to be less favourable and will 
indeed specifically address this delay or failure to report as a further element of the 
issue.  Further guidance on raising concerns is available by referring to the CCG‟s 
„Speaking out Policy‟ available on the Intranet. 

 
6. FIRST ACTIONS 

 
Timescales for reporting are detailed within this Policy as are how to report an 
Incident/Accident. The first action of staff and line managers must be to ensure the 
immediate safety of the situation that caused the incident/accident.  The action 
required is obviously dependent on the individual occurrence but, as a general rule, 
the area must be made safe.  Advice can be sought from the Business Manager.  
Patients, the public and service users must be kept informed on any issues that may 
endanger their safety.  Any remedial action taken by staff should be documented on 
the incident report, as should any discussions with patients or relatives. 
 
Line Managers should ensure appropriate referral to occupational health or for direct 
medical intervention, either for staff or patients, including support via occupational 
health for emotional/psychological support following an incident.  Managers must 
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ensure that any witness statements are taken and their details recorded on the 
Incident/Accident report. 

 
7. WHAT TO REPORT 
 

Staff must report all incidents, accidents, concerns or potential (i.e. „near miss‟) 
incidents that have or could adversely affect the individual(s) involved (i.e. lead to 
loss, harm or damage), lead to dissatisfaction or further action and ultimately loss to 
the CCG‟s reputation and assets.  This applies whether the „affected‟ person is a 
patient, member of staff, contractor or visitor to the CCG. 
 
The following 'trigger list' has been developed as a guide to the type of incident that 
should be reported.  The list, however, is not exhaustive: 

 

 Failure or delay in referring or admitting to hospital or delay in providing 
treatment 

 Information Governance Incidents, data loss 

 Failure or delay in diagnosis, incorrect diagnosis, incorrect treatment 

 Treatment problems, allergic reactions, unexpected complications,  unexpected 
death 

 Failure of follow-up arrangements 

 Failure to act on abnormal test results 

 Slips, Trips and Falls 

 Medication errors, immunisation or vaccination errors 

 Unexpected re-admission to hospital 

 Consent issues 

 Medical records problems  

 Infection control issues 

 Lack of adequate facilities/equipment/resources (including staffing levels) 

 Medical and Non Medical Equipment malfunction 

 Security - theft, vandalism, violent and abusive behaviour, including verbal 
abuse 

 Accident with or without injury  

 Needle stick injury 

 Administrative errors such as incorrect birth notifications or unreadable 
handwriting 

 CCG Staff Incidents whilst in Health Place or in the course of their duties 
externally 

 
In addition, events will often occur which are unexpected.  These events are usually 
not related to negligence but may be viewed as such by the patient or their relatives.  
To the doctor or healthcare professional the unexpected event may be a recognised 
complication of a particular operation or treatment. Given the potential for 
dissatisfaction, such events should also be reported. 
 
It should be stressed, however, that this list is not exhaustive.  An element of 
judgement is, therefore, required as to whether an incident should be reported but 
where doubt exists the safest option will be to report the incident.   Advice can also be 
sought from the NYH CSU Quality Team. 
 
The completion of an Incident/Accident report does not constitute an admission of 
liability, either on the part of the person making the report or any other individual 
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involved.  It is important, however, that only the facts pertaining to the incident and not 
opinions are recorded. 
 
NOTE:  Anonymous reporting is viewed as the exception rather than the rule as it can 
often prohibit a thorough or adequate investigation but would be acceptable if the 
incident would not otherwise be reported.  Staff should also refer to the CCG's 
Whistleblowing Policy 
 
All incidents/accidents relating to patient safety will be reported to the National Patient 
Safety Agency (NPSA) via the National Reporting and Learning System (NRLS).  It is 
essential that all patient safety related incidents are reported without delay in order to 
meet this NHS requirement.  There are certain incidents that must also be reported to 
the regulator of NHS services (Care Quality Commission).  This is done by the Quality 
and Assurance Teams using data from incident/accident reports, therefore all staff have 
a duty to report an incident or accident as per Section 5 of this policy without delay. 

 
 7.1  Being open - communicating patient safety incidents with patients and 

their carers 
 
 Communicating honestly and sympathetically with patients and their families 

when things go wrong is a vital component in dealing effectively with errors or 
mistakes in their care.  The NPSA‟s Being Open policy is part of a national 
drive to help healthcare staff with this difficult task.  The principles of Being 
Open are: 

 

 Acknowledgement 

 Truthfulness, timeliness and clarity of communication 

 Apology 

 Recognising patients and carer expectations 

 Professional support 

 Risk management systems and improvement 

 Multidisciplinary responsibility 

 Clinical Governance 

 Confidentiality 

 Continuity of care 
 

Comprehensive guidance can be found in the Being Open Framework 
at: http://www.nrls.npsa.nhs.uk/resources/?entryid45=65077  

  
 7.2 Serious Incidents (SI) 
  

A SI may be defined as an incident where a patient, member of staff, or 
member of the public has suffered serious injury, major permanent harm, or 
unexpected death or where there is cluster/pattern of incidents or actions by 
NHS staff which have caused or are likely to cause significant public concern. 
Where a patient/member of staff makes a complaint about an NHS 
organisation direct to the media, it will be for the CCG to determine in 
conjunction with the NHS England Area Team (NHS E AT) whether this has 
substance and should therefore be reported as a SI. Media coverage alone 
(particularly that at local level) may not warrant a SI report. 

 
„Near misses‟ may also constitute Serious Incidents, where the contributory 
causes are serious and under different circumstances they may have led to 
serious injury, major permanent harm, or unexpected death, but no actual 

http://www.nrls.npsa.nhs.uk/resources/?entryid45=65077
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harm resulted on that occasion. A possible example is that of a system failure, 
the result of which is incorrect/delayed diagnosis. This may not have any 
serious consequences for some patients, but for others could lead to the 
wrong treatment/serious delay in treatment and ultimately to death. 
 
 For details of how to report a Serious Incident see: Serious Incident Policy via 
the CCG Intranet or contact the NYH CSU Quality Team for further guidance. 

 
 7.3 RIDDOR Incidents 

 
Under the Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations (RIDDOR), the CCG has a statutory responsibility to report to the 
Health and Safety Executive (HSE) certain incidents or accidents that occur.  
Failure to comply with this regulation can lead to the CCG being prosecuted 
for a breach of regulations and further enforcement action being taken.  Early 
notification of accidents or incidents means that the CCG is able to comply 
with RIDDOR requirements.  

 
Cases of over-seven day injuries must be notified within ten days of the 
incident occurring to the HSE.  This also includes where a member of staff is 
unable to perform their full range of duties after a three-day period. As staff 
are not always clear whether an incident should be classed as a RIDDOR 
incident (and reporting to the HSE can therefore be delayed or not occur), 
further guidance is available on the Intranet.  Staff/Line managers must 
indicate RIDDOR-reportable incidents when completing the Incident/Accident 
report form. 
 
Duties for the CCG as an employer 
As an employer, the CCG must report any work-related deaths, injuries, cases 
of disease, or near misses involving its employees wherever they are working.  
This is via the completion of the Incident/Accident report by members of staff 
and their Line Managers, who must ensure that this is notified on the 
reporting form within 10 days to meet the HSE reporting timescale. 
 
If you are in control of premises 
If you are in control of premises, you must report any work-related deaths and 
injuries to members of the public and self-employed people on your premises 
and near miss incidents that occur on your premises.  Those responsible for 
premises must ensure that such incident reports are completed without delay 
immediately.  For buildings with shared occupancy, the responsibility to report 
the incident must be determined without delay and the incident reported, so as 
not to be in breach of the statutory duty to report to the HSE. 
 
If you are an employee  
If you are a member of CCG staff that has been injured at work, seen a 
dangerous occurrence, or your doctor has certified that you have a work 
related reportable disease, you must inform your Line Manager to enable 
appropriate RIDDOR reporting. 

 
 7.4 IT Security Incidents 
 
 In accordance with the CCG‟s IT Security Policy, which aims to ensure that 

NHS security requirements and the requirements of the Data Protection Act 
are met, all breaches or potential breaches of security on IT and related 
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systems should be reported to the IT Helpdesk for immediate remedial action 
and reported via an Incident/Accident reporting form including immediate 
actions taken.  This will allow for identification of trends in incidents.    

 
In addition to the normal reporting route for all incidents where the concern 
relates to information governance/management issues the Caldicott Guardian 
(Director of Risk and Quality Assurance) and SIRO (Chief Finance Officer and 
Business Support) must also be notified. 

 
7.5 Fraud 

 
Where an incident involves or suspected involvement of fraud, advice should 
be sought from the Local Counter Fraud Specialist (LCFS).  All incidents of 
actual or suspected fraud must be reported via an Incident/Accident report.  
The NYH CSU Quality Team reviewing such incidents must ensure that the 
LCFS is informed. 

 
7.6 Safeguarding 

 
All incidents, when initially reported as well as when reviewed by a line 
manager, should always consider that they may be an element of adult or 
children‟s safeguarding that requires specific input during the incident 
reporting and Investigation.  If a Staff member/line manager suspects a 
safeguarding issue, or wishes to raise this for specialised safeguarding review 
and input, s/he must Include this in the action taken box that you suspect/wish 
this to be reviewed by Adult/Children‟s safeguarding„.  This will prompt a 
review by the relevant safeguarding lead, who will complete the specialist 
comments field to state whether the safeguarding review process is necessary 
for this incident or not.  The decision tree at Appendix B details the complete 
process, including incident reporting to external regulators. 

 
8.  HOW TO REPORT AN INCIDENT OR ACCIDENT  

 
The CCG has adopted a universal process for the reporting and recording of all 
incidents including „near misses‟.  Incidents and Accidents are logged and reported 
on the Incident & Accident reporting form, which is available to all staff via the 
NLCCG Intranet http://nww.northlincolnshireccg.nhs.uk/documents .  A simple flow 
chart on how to report and incident or accident can be found at Appendix A. 

 
All NLCCG staff must use the Incident & Accident reporting form to report incidents.  
In such circumstances, teams must ensure that there are robust processes, by which 
staff can accurately and immediately report incidents and accidents as they occur,  
In the first instance, incidents and accidents should be reported via Incident & Accident 
reporting form within one day of the incident to NLCCG.Incidents@nhs.net.  The 
incident/accident is then notified to the member of staff‟s Line Manager as appropriate 
for review, which includes a risk grading for each incident.  Section 8 of this policy must 
be used by Line Manager to determine this grading and the action required as a result of 
the grading.  
 
If the incident/accident has led to death or serious injury, the incident must be reported 
immediately via the Incident & Accident reporting form and the person reporting the 
incident should follow this up with a telephone call to the Director Risk & Quality 
Assurance.  Staff must also call their line manager.  Such incidents may be classified as 
Serious Incidents and require immediate and more detailed investigation.  Serious 

http://nww.northlincolnshireccg.nhs.uk/documents
mailto:NLCCG.Incidents@nhs.net
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Incidents reported out of hours should be phoned through to the NHS E (AT). 1st On 
Call – Senior Manager Pager 07623 503 739 Director on Call pager 07623 909 180 

 
When line managers are reviewing incidents/accidents, any incident/accident graded by 
the line manager as „red‟ through the risk grading matrix must be followed up with a 
telephone call to the Director for Quality & Governance to determine whether this is a 
Serious Incident.  Line Managers must refer to the CCG Policy on Serious Incidents to 
consider whether lower-graded incidents also qualify as a Serious Incidents.  Examples 
would be an incident that is catastrophic in consequence, but will „probably never 
happen or recur‟ and further examples are given in the Policy on Serious Incidents. 

 
9. INVESTIGATION OF INCIDENTS 
 

Unless the causes of adverse incidents are properly understood, lessons will not be 
learnt and suitable improvements will not be made to secure a reduction in the risk of 
harm to future patients, staff and visitors.  However, not all incidents need to be 
investigated to the same extent or depth.  In the majority of instances, incidents will 
be minor or near miss and the cause of the incident will be clear and it will be the 
responsibility of the line manager to ensure that the appropriate remedial action is 
taken to ensure, as far as possible, there is no recurrence.   
 
Teams should regularly review incidents and accidents to ensure lessons are learnt 
and feedback is given to those who have reported incidents.  Incident reports are 
regularly discussed at CCG committees to analyse trends within the organisation and 
form part of contract monitoring processes. 

 
It is the Line Manager’s responsibility to feed back the outcome of 
incident/accident reviews to the person reporting the incident. 
 
As outlined in this policy, the CCG has several duties to inform external agencies of 
certain incidents and they may also be consulted if it is considered that they would 
prove a useful addition to the investigation OUTWITH the statutory reporting 
requirements.  Examples of situations where external agencies should be invited to 
take part in investigations are where there is a high probability of litigation, where 
there is insufficient expertise within the organisation, political considerations or the 
need to eliminate bias.  When the external agencies should be involved will obviously 
be dependent on the nature of the incident but the decision will be made by the 
responsible Director, if applicable taking advice from the NYH CSU Quality Team. 
 
Health and Safety and Waste Management Incidents and Accidents 
For Incidents in relation to Health and Safety or waste management, the Correctable 
Cause Analysis should be completed and appropriate action taken to address the 
cause of the incident.  If further advice is needed on assessing or addressing Health 
and Safety or Waste Management incidents, further advice can be sought via the 
Business Manager. 

 
9.1  Incident Decision Tree 

 
The Incident Decision Tree is a key component of the National Patient 
Safety Agency‟s (NPSA) drive to help the NHS move away from asking “Who 
was to blame?” to asking “Why did the individual act in this way?” when things 
go wrong.  
 
The Incident Decision Tree has been created to help NHS managers and 
senior clinicians decide whether they need to suspend (exclude) staff involved 

http://www.msnpsa.nhs.uk/idt2/(jg0xno55baejor55uh1fvi25)/index.aspx
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in a serious patient safety incident and to identify appropriate management 
action.  The aim is to promote fair and consistent staff treatment within and 
between healthcare organisations.  The Incident Decision Tree is a web-
based tool and is simple to use.  Depending on the nature of the incident and 
the amount of information gathered, it usually takes 30 to 60 minutes to work 
through. 
  
The Incident Decision Tree complements the NPSA‟s Root Cause Analysis 
toolkit and the two can be used in parallel. 

 
10. GRADING OF INCIDENTS 
 

All incidents should be graded on DatixWeb according to severity and likelihood, as 
per the CCG‟s risk assessment process, to ensure a thorough review is taken of the 
incident and make an informed view of potential reoccurrence and impact.  The matrix 
used is as follows: 

 
 10.1  Risk Rating 
 

Calculate the consequence (c) and likelihood (l) scores and multiply them together to obtain 
the risk rating (consult the matrix below). 

• If a risk falls in one of the boxes numbered 15 - 25, immediate action required, so far as 
is reasonably practicable 

• If a risk falls in one of the boxes numbered 8 - 14, prompt action required, so far as is 
reasonably practicable 

• If a risk falls in one of the boxes numbered 1 - 7, further risk reduction may not be 
feasible or cost effective                   

 

 The CCG has adapted the standard „5x5‟ matrix in scoring incidents and risks, 
widely adopted by, amongst others, the NPSA.  It should be noted, however, 
that there may be occasion when an incident may be graded as „rare‟ but be 
catastrophic in nature.  This would give an incident grading of 5, which would 
be low on the matrix.  Therefore, ANY incident graded 4 or 5 in terms of 
Consequence (see below) should be automatically considered for grading as 
a Serious Incident (SI) and reported according to the procedure.  If any doubt 
exists about this, advice can always be sought from the Quality team. 

 

 10.2 Risk Matrix 

 The same grading tool is used by NLCCG for all risk processes (risk 
assessment, risk register, and incident reporting assessment).  Risks are 
measured according to the following formula: 

 
Table 1 Consequence / Impact scores (C) 
 
Choose the most appropriate domain for the identified risk from the left hand side of the table 
then work along the columns in same row to assess the severity of the risk on the scale of 1 
to 5 to determine the consequence score, which is the number given at the top of the 
column.  

 
 

Consequence / Impact score (severity levels) and examples of descriptors  

http://www.msnpsa.nhs.uk/rcatoolkit/course/iindex.htm
http://www.msnpsa.nhs.uk/rcatoolkit/course/iindex.htm
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 1  2  3  4  5  

Domains  Insignificant  Minor  Moderate  Major  Catastrophic  

Impact on the 
safety of 
patients, staff or 
public 
(physical/psycho
logical harm)  

Minimal injury 
requiring no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length of 
hospital stay by 1-3 
days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time off 
work for 4-14 days 
(for physical or 
psychological 
reasons) 
 
Increase in length of 
hospital stay by 4-15 
days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  
 

Major injury 
leading to long-
term 
incapacity/disabilit
y  
 
Requiring time off 
work for >14 days 

(for physical or 
psychological 
reasons) 
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading  to 
death  
 
Multiple permanent 
injuries or 
irreversible health 

effects (for physical 
or psychological 
reasons) 
  
An event which 
impacts on a large 
number of patients  

Quality/ 
complaints/ 
audit  

Peripheral element 
of treatment or 
service suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment or 
service suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety if 
unresolved  
 
Reduced 
performance rating if 
unresolved  

Treatment or service 
has significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution 
(with potential to go 
to independent 
review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not 
acted on  
 

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally unacceptable 
level or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to 
meet national 
standards  

 
Domains  Insignificant  Minor  Moderate  Major  Catastrophic  

Human 
resources/ 
organisational 
development/staf
fing/ competence  

Short-term low 
staffing level that 
temporarily reduces 
service quality (< 1 
day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training  

Uncertain delivery of 
key 
objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  
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Statutory duty/ 
inspections  

No or minimal 
impact or breech of 
guidance/ statutory 
duty  

Breech of statutory 
legislation  
 
Reduced 
performance rating if 
unresolved  

Single breech in 
statutory duty  
 
Challenging external 
recommendations/ 
improvement notice  

Enforcement action  
 
Multiple breeches in 
statutory duty  
 
Improvement 
notices  
 
Low performance 
rating  
 
Critical report  

Multiple breeches in 
statutory duty  
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 
report  
 

Adverse 
publicity/ 
reputation  

Rumours  
 
Potential for public 
concern  

Local media 
coverage –  
short-term reduction 
in public confidence  
 
Elements of public 
expectation not 
being met  

Local media 
coverage – 
long-term reduction 
in public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

Business 
objectives/ 
projects  

Insignificant cost 
increase/ schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance 
with national 10–25 
per cent over project 
budget  
 
Schedule slippage  
Key objectives not 
met  

Incident leading >25 
per cent over project 
budget  
 
Schedule slippage  
 
Key objectives not 
met  

Finance 
including claims  

Small loss Risk of 
claim remote  

Loss of 0.1–0.25 per 
cent of budget  
 
Claim less than 
£10,000  

Loss of 0.25–0.5 per 
cent of budget  
 
Claim(s) between 
£10,000 and 
£100,000  

Uncertain delivery of 
key objective/Loss 
of 0.5–1.0 per cent 
of budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing to 
pay on time  

Non-delivery of key 
objective/ Loss of >1 
per cent of budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
Claim(s) >£1 million  

Service/business 
interruption 
Environmental 
impact  

Loss/interruption of 
>1 hour  
 
Minimal or no 
impact on the 
environment  

Loss/interruption of 
>8 hours 
  
Minor impact on 
environment  

Loss/interruption of 
>1 day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic impact 
on environment  

 

Table 2 Likelihood score (L)  

What is the likelihood of the impact occurring?  

The frequency-based score is appropriate in most circumstances and is easier to identify. It 
should be used whenever it is possible to identify a frequency.  

Likelihood 
score  

1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

Frequency  

How often might 
it/does it happen  
 

 

This will probably 
never 
happen/recur  

Do not expect it to 
happen/recur but it 
is possible it may 
do so 

Might happen or 
recur occasionally 

Will probably 
happen/recur but it 
is not a persisting 
issue 
 

Will undoubtedly 
happen/recur, 
possibly 
frequently 
 

 
Table 3 Risk scoring = impact x likelihood (C x L)  
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 Likelihood  

Consequence 
score (below) 

1 – Rare 2 – Unlikely 3 – Possible 4 – Likely 
5 – 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 Insignificant 1  2  3  4  5  

 
For grading risk, the scores obtained from the risk matrix are assigned grades as follows 

 
    1 - 6  Low to Moderate Risk 
    8 - 12 High risk  

   15 - 25 Extreme risk  
 
 10.3 Risk Treatment 
 
 Following identification and analysis of the risk relating to an incident, a 

decision will need to be made as to whether the CCG can terminate 
(eliminate/avoid), treat (manage), tolerate (accept) or transfer (shift the burden 
of responsibility or burden of loss to another party through for example 
insurance) the risk to ensure the risk is managed in the best way possible. 

 
Treat:  In many cases, action can be taken to change the way activities are 
carried out in order to reduce the risk identified as far as possible.   
 
Terminate:  In some cases, definitive action can be taken in order to eliminate 
the exposure to risk or in some cases the activity can be undertaken in a 
different way in order that the risk does not occur. 
 
Tolerate:  Very low and low risks can be accepted as requiring no further 
action.  On reviewing this type of risk it may, be decided that some cost 
effective action would reduce the risk still further.  Action on this risk is a lower 
priority. If the risk is small or cannot be reduced, avoided or transferred (it may 
be that the cost of insurance cover is prohibitive), the CCG will need to accept 
it and prepare an action plan in order to minimise the effects of the risk 
exposure, in order that the risk becomes acceptable (see definitions).  

 
Transfer: The most common form of risk transfer is insurance. As part of the 
CCG‟s approach to minimising financial risk and liabilities, it has joined the 
NHSLA‟s clinical and non-clinical risk pooling schemes. 
 
For further information on Risk Treatment, refer to the CCG‟s Risk 
Management Policy available on the Intranet. 

 
 10.4 Further Action Required Based on the Risk Grading 
 
  10.4.1 Low to Moderate 
 
 Most risks will be graded into these less serious categories and can normally 

be managed through local action by line managers.  Staff should be 
encouraged to fill in Datix Web forms to record any unforeseen events in order 
that a trend analysis can be carried out. 
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Risk 
 

Further Action By Whom 

Low to 
Moderate 

 Inform all appropriate stakeholders 

 Take action to reduce risk where necessary  

 Discuss whether any further action should be   
     taken to reduce future risk  
 

All staff 
Line Managers 

 

 
10.4.2. Medium and High Risks 

 Of the rest, most risks will fall to be addressed by a Senior Manager within 
NLCCG supported, if required, by a member of the Quality Team.   For this 
type of risk an option appraisal needs to be carried out to identify the most 
appropriate way of dealing with the risk. 

 

Risk Further Action 
 

By Whom 

High  Inform all Stakeholders 

 Discuss further actions 

 Produce Action plan 

 Reviewed by Quality Team/Corporate Risk  
    Registers 
 

Senior Managers 

 

 
  10.4.3 Extreme Risks 
 
 A systems approach will be used to identify root causes of the risk and thereby 

help choose an appropriate risk treatment plan.  In addition to the strategic 
risks, all high and extreme risks must be recorded in the risk register.  

 
 

Risk Further Action 
 

By Whom 

Extreme  

 Report to Quality Group/Governing Body   
     
 

 Bi-annual report to the Board monitoring  
    progress on treatment action plans 
 

Directors 

 

 

All incidents must be risk graded as soon after the event as possible by the 
reporter‟s. Assistance with grading can be provided by the Assistant Officer 
Quality & Governance if necessary. 
 
Following the investigation it may be necessary to re-grade the issue and the 
Quality Team should ensure this is undertaken. 
 
The Quality Team should complete the review on incidents and the risk 
grading as soon as possible.  The Quality Team and Managers may refer the 
matter for more in-depth root cause analysis as detailed in the Policy for the 
Management of Serious Incidents Policy. 
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Follow-up and „closing the loop‟ following incidents is a key requirement of the 
incident reporting process.  Without learning and change arising from 
incidents, aggregate review and wider experiences, the quality of care 
provided to patients and the safety of staff, patients and visitors will not 
improve. 
 
As indicated above, in the majority of instances, incidents will be minor or near 
miss and the appropriate remedial action can be taken at the time the incident 
occurs.  Where relevant, following more serious incidents, an action plan will 
need to be prepared by the relevant Lead Manager or Director. Managers 
should share the Action Plan with the initiator of the Incident form. 
 
Where training is part of an action plan it should be appropriate, identify 
competencies to be achieved and evaluated. There should be a clear 
indication of how training will be continued and developed in the future. 
 
In respect of more serious incidents, it will be the responsibility of the relevant 
director to ensure escalation of significant risk issues and incidents to the 
Integrated Governance & Audit Committee and the CCG Board and for 
keeping these Committees advised of progress against agreed action plans. 
 
Further guidance on incident or accident reporting is available via the 
Governance Team. 
 

11.  DOCUMENT DEVELOPMENT PROCESS 
 
 This document has been developed in line with the CCG‟s Document Control Policy.   
 
12.  CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 
 This document has had wide consultation, as noted on the front sheet of this policy.  

It will be disseminated to all staff via the approved process as per the CCG‟s 
Document Control Policy 

 
13.  APPROVAL AND RATIFICATION OF THE DOCUMENT 
 

This has been completed by the committee noted on the front sheet of this document. 
 
14.  TRAINING NEEDS 
 
 All relevant staff are required to attend a 1-hour briefing session on reporting 

incidents and accidents via DatixWeb.  Each Service Area within the CCG has 
responsibility to ensure all their staff are trained on how to report an Incident on Datix 
update sessions are available from the Quality team as required. 

 
15. MONITORING AND AUDIT 
 
 Incident and accidents are monitored by the Quality Group to ensure appropriate 

reporting and actions are taken within Service Areas.  The Quality Group is 
responsible for ensuring a sound system of incident and accident reporting is in place 
within the organisation and to identify, through quarterly reports, those service areas 
who may be under/over reporting incidents and recommend appropriate actions to be 
taken.  Individual reports are discussed at Quality Contract Meetings to ensure CCG 
provider services are reporting and monitoring incidents appropriately.    
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16.  DOCUMENT AND VERSION CONTROL 
 

This is noted as per the front sheet of this Policy and is in line with the CCG‟s 
Document Control Policy. 

 
17.  REFERENCES 
 

NPSA „Being Open‟ Framework 

NPSA reporting requirements for clinical incidents 

CQC registration requirements 

HSE RIDDOR reporting requirements 

Local Counter Fraud Specialist Policy 
 
18. ASSOCIATED DOCUMENTATION 
 

CCG Risk Management Policy 

CCG Complaint Policy 

CCG Whistleblowing Policy 

CCG Serious incident reporting Policy  

CCG Counter Fraud Policy  
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Appendix B 
   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

INDIVIDUAL INVOLVED / PERSON REPORTING INCIDENT 

APPENDIX A HOW TO REPORT AN INCIDENT         

INCIDENT OCCURS 

 
Take action as necessary to prevent 

further harm and avoid recurrence of the 
incident. Where relevant, include details 

on patient record 

Line manager will be notified of incident via 
Quality Team. (If applicable), Reporter 

should follow-up reporting serious incidents 
via telephone call to Line Manager and NYH 

CSU Quality Team 

Report the incident using the Incident & 
Accident reporting form 

(All staff should be able to input incidents 
themselves and must do so –  
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Step 1: EVENT 
ALL INCIDENTS e.g. 

Deprivation of Liberty (DoLS), 
Safeguarding, Complaints, 
Whistle blowing, Deaths of 

service users according to CQC 

regulations etc 

Step 2: REPORT 

Incident/Accident Form completed  

Step 3 REVIEW (by Quality Team) 
Quality Team to make decision: 

- Is this Incident/Accident also thought to be a 
Safeguarding concern? ( As advised on report by 

initial reporter 

Yes NO 

Alert Safeguarding Managers Carries on with normal investigation   

 Serious incidents – Quality Team/ to complete 
STEIS recording  

 Safeguarding process initiated by safeguarding 
team 

 Local Safeguarding investigation initiated as 
agreed above 

 DoLs referrals made by MCA   

 Agree a clear protocol for investigation and by 

whom 

No 

Incident /Accident Policy Applies 

Quality Improvement 

Manager to submit to CQC 

Quality Team to upload patient 
safety Incidents to the NPSA as 

relevant 

Appropriate senior manager to report to the appropriate 
monitoring committee 

Quality report to Contract Meetings/Quality 

Group/Audit Group/ Board as required  

Yes No 

Yes 

Yes 

Has a safeguarding concern been identified 
following further investigation? 
 

Is this a DoLS or Deaths and unauthorised 
absences of people detained or liable to be 
detained under the Mental Health Act 1983? 

 

No 

Safeguarding Manager to 
complete specialist comments box 
in DatixWeb and feedback a YES/NO 
decision to Quality Team with 
explanation on whether 

safeguarding process is required 

APPENDIX B  
DECISION TREE FOR REPORTING SAFEGUARDING CONCERNS, INCLUDING DEPRIVATION OF LIBERTY AND EXTERNAL (CQC) REPORTING 

REQUIREMENTS 



 

 

 

 
 
 
 
 
 

Please note that facts, not opinions should be recorded.  All entries will be treated in the strictest confidence 

What is it You Wish to Report? 

Near miss      Actual  incident / Accident      Concern   
 

 Incident Type Affecting 

Patient/Service user    Staff  Visitor / Member of public  

The Trust   Other Organisation  Contractors / Sub Contractors  
 

Is This an NHS 111 Incident 

Yes      No       

 

Details of Incident 

Date of Incident:  Time of Incident:  

Type of Location (Please enter the type of location where the incident/accident occurred or is thought to have occurred) i.e. Hospital, Pt / Service User Home 

NHS 111 Service 

Exact location (Please enter the exact location where the incident/accident occurred or is thought to have occurred) i.e. Ward 6, 

 

Description of incident:  
 
 
 
 

 

Immediate Actions Taken 

 
 
 

 

Did the Incident / Accident involve 

Medication  Equipment  Violence (please fill out Appendix A)  

 

Medication Incident Details 

Administration / Supply of 
medicine from a Clinical area 

 Advice  Monitoring / follow up of medicine use  

Preparation of medicines 
dispensing in pharmacy  

 Prescribing  
Supply or use of over the counter 
medicine  

 

 

Medical & Non Medical Equipment 

Did faulty equipment play a part in this incident? Yes       No  

Have you notified anyone of the equipment shortfall/failure?   *Yes      No  
*If yes,  who:  

Details of Injury 

Was the individual affected injured by the incident?       *Yes      No  

*If yes: 

Description of the injury: i.e. Allergic Reaction 
 
 

Body part affected: Left Leg, Sacrum 
 

Was the injured person taken to hospital? Yes      No  
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PRIMARY CARE INCIDENT / ACCIDENT REPORT FORM  

 

APPENDIX C 



 

 

 

Treatment Received 

None  999 Called  
Assessed & 
Treated 

 First Aid  
On Sick 
Leave 

 
Referred to 
A&E dept 

 

Referred to Dr 
on site 

 
Referred to 
Nurse on site 

 
Referred to 
Occupational 
Health 

 
Referred to 
own GP 

 
Treatment 
Given 

 Other  

Description of treatment: 

 

What Actions Have Been/Are To Be Taken To Prevent Recurrence 

 

 

 

Person Reporting/Filling in this Form 

Surname: First name: 
 

Job Title:  

Work Address:  Contact number:  
 

Date reported: Signature: 
 

Incident notified to: Patient/Service User    Next of kin    Manager    *Other    
 *If other please specify: 

 
 

Managers Comments 

 
 
 
 
 

Managers Name:  
Contact Details (In case of any follow up): Tel.                                              Email.  

 

 
This Section To Be Completed by CSU Incident Team 

Date Received:   

Action Taken:   
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Please send Completed forms electronically to your line manager for further completion. Line Managers please 

forward completed form  to   NLCCG.Incidents@nhs.net 

mailto:NLCCG.Incidents@nhs.net


 

 

 

 
 
 
 

Equality Impact Analysis: 
Form 

 

January 2014 
 

 

 

 

 

 

 

 

 

 

For support with completion of this documentation, please see the accompanying guidance 

and/or contact the Equality Lead in the North Yorkshire and Humber Commissioning Support 

Unit 
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APPENDIX D 



 

 

 

 
 

1. Equality Impact Analysis 
    

Policy / Project / 
Function:  

Incident & Accident Reporting Policy 

Date of Analysis:      January 2014 

This Equality Impact 
Analysis was 
completed by:   
(Name and 
Department)     

John Pougher 
Assistant Senior Manager Quality & 
Assurance  

What are the aims and 
intended effects of this 
policy, project or  
Function? 

To inform NLCCG & NHS NYH CSU staff the 
requirements of how and where to report an 
Incident/accident Using the Datix Web 
Application available on the CCG Intranet 

Please list any other 
policies that are 
related to or referred 
to as part of this 
analysis  
         

NLCCG Serious Incident Policy 

Who does the policy, 
project or function 
affect ?   
    
Please Tick   
        

   
 
 Employees       
     
 
 Service Users    
   

 
 Members of the Public     
 
 
 Other (List Below)   
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2. Equality Impact Analysis: Screening 
    

 

 

Could this policy have a 
positive impact on… 

Could this policy have a 
negative impact on… 

Is there any evidence which already exists from 
previous (e.g. from previous engagement) to 

evidence this impact 

Yes No Yes No  

Race     
 

Age     
 

Sexual Orientation     
 

Disabled People     
 

Gender     
 

Transgender People     
 

Pregnancy and Maternity     
 

Marital Status     
 

Religion and Belief     
 

Reasoning  

If there is no positive or negative impact on any of the Nine Protected Characteristics go to Section 7 
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3. Equality Impact Analysis: Local Profile Data 
      

Local Profile/Demography of the Groups affected (population figures)  

General   

Age  

Race  

Sex  

Gender reassignment  

Disability  

Sexual Orientation  

Religion, faith and 
belief 

 

Marriage and civil 
partnership 

 

Pregnancy and 
maternity 
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4. Equality Impact Analysis: Equality Data Available 
      

   

Is any Equality Data available 
relating to the use or 
implementation of this 
policy, project or function?   
Equality data is internal or external information 

that may indicate how the activity being 

analysed can affect different groups of people 

who share the nine Protected Characteristics – 

referred to hereafter as ‘Equality Groups’.  

 

Examples of Equality Data include: (this list is 

not definitive)   

1. Application success rates Equality Groups  

2. Complaints by Equality Groups  

3. Service usage and withdrawal of services by 

Equality Groups  

4. Grievances or decisions upheld and 

dismissed by Equality Groups 

5. Previous EIAs 
 

 

 Yes    
     

 

 No   

 
Where you have answered yes, please incorporate this data when 

performing the Equality Impact Assessment Test (the next section 

of this document).  

 

List any Consultation e.g. 
with  employees, service 
users, Unions or members of 
the public that has taken 
place in the development or  
implementation of this 
policy,  project or function  
 

North Yorkshire & Humber 

Commissioning Support Unit  

Promoting Inclusivity 
How does the project, 
service or function 
contribute towards our aims 
of eliminating discrimination 
and promoting equality and 
diversity within our 
organisation 
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5. Equality Impact Analysis: Assessment Test 
      

     What impact will the implementation of this policy, project or function have on employees, service   

   users or other people who share characteristics protected by The Equality Act 2010 ? 

    

 Protected   

 Characteristic: 

   

No 

Impact: 

   

Positive 

Impact:  

    

Negative 

Impact:  

   

 Evidence of impact and if applicable, 

justification   

 where a Genuine Determining Reason exists   

Gender  
(Men and Women)  

X    

Race  
(All Racial Groups)     

X    

Disability 
(Mental and Physical)   

X    

Religion or Belief X    

Sexual Orientation   
(Heterosexual, 
Homosexual  and 
Bisexual) 

X    
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Equality Impact Analysis: Assessment Test (continued) 

      

     What impact will the implementation of this policy, project or function have on employees, service   

   users or other people who share characteristics protected by The Equality Act 2010 ?     

    

 Protected   

 Characteristic:  
   

   

No 

Impact: 

   

Positive 

Impact:  

    

Negative 

Impact:  
     

     

 Evidence of impact and if applicable, 

justification   

 where a Genuine Determining Reason exists   

Pregnancy and  
Maternity      

X    

Transgender   X    

Marital Status X    

Age  X    
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6. Action Planning 
      

As a result of performing this analysis, what actions are proposed to remove or reduce any risks of 

adverse outcomes identified on employees, service users or other people who share characteristics 

protected by The Equality Act 2010 ?     
    

  Identified Risk:   
   

   

 Recommended Actions:  
   

Responsible 

Lead:  

    

Completion 

Date:  
     

     

Review 

Date:   
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7. Equality Impact Analysis Findings 
 

 

Analysis 
Rating: 
        

 Red  Red/Amber  Amber X Green 

 

 Actions Wording for Policy / 

Project / Function 

Red 
 
Stop and 
remove 
the 
policy 

Red: As a result of 

performing the 

analysis, it is evident 

that a risk of 

discrimination exists 

(direct, indirect, 

unintentional or 

otherwise) to one or 

more of the nine 

groups of people who 

share Protected 

Characteristics. It is 

recommended that the 

use of the policy be 

suspended until further 

work or analysis is 

performed.  

 

Remove the policy 

 

Complete the action plan 

above to identify the areas 

of discrimination and the 

work or actions which 

needs to be carried out to 

minimise the risk of 

discrimination. No wording needed as policy is 

being removed 

Red 
Amber 
 
Continue 
the 
policy 

As a result of 

performing the 

analysis, it is evident 

that a risk of 

discrimination exists 

(direct, indirect, 

unintentional or 

otherwise) to one or 

more of the nine 

groups of people who 

share Protected 

Characteristics. 

However, a genuine 

determining reason 

may exist that could 

legitimise or justify 

the use of this policy 

and further 

professional advice 

should be taken. 

The policy can be 

published with the EIA 

 

List the justification of the 

discrimination and source 

the evidence (i.e. clinical 

need as advised by NICE). 

 

Consider if there are any 

potential actions which 

would reduce the risk of 

discrimination. 

 

Another EIA must be 

completed if the policy is 

changed, reviewed or if 

further discrimination is 

identified at a later date. 

As a result of performing the 

analysis, it is evident that a risk 

of discrimination exists (direct, 

indirect, unintentional or 

otherwise) to one or more of the 

nine groups of people who share 

Protected Characteristics. 

However, a genuine determining 

reason exists which justifies the 

use of this policy and further 

professional advice. 

 

[Insert what the discrimination 

is and the justification of the 

discrimination plus any actions 

which could help  what reduce 

the risk] 
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Equality Impact Findings (continued): 
 

 Actions Wording for Policy / 

Project / Function 

Amber 
 
Adjust 
the 
Policy 

As a result of 

performing the 

analysis, it is evident 

that a risk of 

discrimination (as 

described above) 

exists and this risk 

may be removed or 

reduced by 

implementing the 

actions detailed within 

the Action Planning 

section of this 

document. 

The policy can be 

published with the EIA 

 

The policy can still be 

published but the Action 

Plan must be monitored to 

ensure that work is being 

carried out to remove or 

reduce the discrimination. 

 

Any changes identified 

and made to the 

service/policy/ strategy 

etc. should be included in 

the policy. 

 

Another EIA must be 

completed if the policy is 

changed, reviewed or if 

further discrimination is 

identified at a later date. 

As a result of performing the 

analysis, it is evident that a risk 

of discrimination (as described 

above) exists and this risk may be 

removed or reduced by 

implementing the actions detailed 

within the Action Planning 

section of this document. 

 

[Insert what the discrimination 

is and what work will be carried 

out to reduce/eliminate the risk] 

 

Green 
 
No 
major 
change 

As a result of 

performing the 

analysis, the policy, 

project or function 

does not appear to 

have any adverse 

effects on people who 

share Protected 

Characteristics and no 

further actions are 

recommended at this 

stage. 

The policy can be 

published with the EIA 

 

Another EIA must be 

completed if the policy is 

changed, reviewed or if 

any discrimination is 

identified at a later date 

As a result of performing the 

analysis, the policy, project or 

function does not appear to have 

any adverse effects on people 

who share Protected 

Characteristics and no further 

actions are recommended at this 

stage. 
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APPENDIX E 
 

SUSTAINABILITY IMPACT ASSESSMENT 

 

Staff preparing a Policy / Board Report / Committee Report / Service Plan / Project are required to complete a 

Sustainability Impact Assessment. Sustainability is one of the Trust’s key Strategies and the Trust has made a 

corporate commitment to address the environmental effects of activities across Trust services. The purpose of 

this Sustainability Impact Assessment is to record any positive or negative impacts that this activity is likely to 

have on each of the Trust’s Sustainability Themes. For assistance with completing the Sustainability Impact 

Assessment, please refer to the instructions below. 

 

 
Policy / Report / Service Plan / Project Title: 

Theme (Potential impacts of the 

activity) 

Positive 

Impact 

Negative 

Impact 

No specific 

impact 

What will the impact be? If the 

impact is negative, how can it be 

mitigated? (action) 

Reduce Carbon Emission from 

buildings by 12.5% by 2010-11 

then 30% by 2020 

  
 

 

New builds and refurbishments over 

£2million (capital costs) comply 

with BREEAM Healthcare 

requirements. 

  
 

 

Reduce the risk of pollution and 

avoid any breaches in 

environmental legislation. 

  
 

 

Goods and services are procured 

more sustainability. 

  
 

 

Reduce carbon emissions from road 

vehicles. 

  
 

 

Reduce water consumption by 25% 

by 2020. 

  
 

 

Ensure legal compliance with waste 

legislation. 

  
 

 

Reduce the amount of waste 

produced by 5% by 2010 and by 

25% by 2020 

  
 

 

Increase the amount of waste being 

recycled to 40%. 

  
 

 

Sustainability training and 

communications for employees. 

  
 

 

Partnership working with local 

groups and organisations to support 

sustainable development. 

  
 

 

Financial aspects of sustainable 

development are considered in line 

with policy requirements and 

commitments. 
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