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Assurance Statement

Date:  22nd May 2023

[bookmark: _GoBack]This is an assurance statement from Sussex Partnership NHS Foundation Trust (SPFT) in relation to the publication of the Independent Quality Assurance Review of the investigation and associated oversight of StEIS which was undertaken by Niche Health and Social Care Consultancy. It relates to the care and treatment of RF following the sad death of his partner which took place in July 2018. This review covered the process and learning from the Serious Incident Review across both Sussex Partnership NHS Foundation Trust (SPFT) and NHS Sussex. The terms of reference of the review were set by NHS England and cover a review of the action plan that was developed by SPFT following a Level 2 Comprehensive Root Cause Analysis (RCA) panel review. The review started in December 2021, and concluded in August 2022. 

Firstly, and most importantly, our thoughts and condolences are with the families and all those who were affected by this tragic incident. We remain grateful for those who have supported this review and their dedication towards improving our services. 

In summary, the key conclusions from this review that relate to the Trust were:

· The Serious Incident Review was completed by a trained and experienced Serious Incident Lead, and other staff were engaged in the review and learning process.
· Trust staff were well supported following the incident. 
· There is learning around how the terms of reference of panel reviews are used within our Serious Incident Reviews and final reports.
· There is learning around our Serious Incident Reviews and reporting process. This includes how language is used in the reports and how we demonstrate exploration of root causes. 
· The Trust has made good progress with the identified actions, although there is recognition we need to continue to undertake particular improvement work around supporting GP registration and carer engagement. 
· There was family involvement in the investigation, given the complexities.

Whilst overall the quality of the review process was noted, there were three particular areas for improvement noted which relate to learning for SPFT around the process and recording of our SI investigation processes:
· Clarity and consistency of terms of reference
· Identification of contributory factors, CDPs and SDPs, and root causes
· Report editing

Since the publication of the review, we can confirm that SPFT are continuing to implement the Patient Safety Incident Report Framework (PSIRF), which has included a review of all of our processes for investigating incidents and learning from difficult situations. This has included a review of the policy, and the templates that we use, which has given us the opportunity to make improvements in line with the themes above. We have also been able to review our quality assurance processes, and have increased the quality checks for every report, as well as beginning our plans to move to shared quality checking and sign off across different senior quality perspectives. 

The review led to the identification 9 residual recommendations (RR), and 7 of these were applicable to SPFT. These actions and a very brief summary of progress is detailed below. We can confirm that we are assured that we have completed all progress work across all of these recommendations. 


	RR 1

Amend the Trust Serious Incident template to include an appendix in which the investigation Terms of Reference (ToR) are provided, and the author identifies where findings on each part of these can be found in the report.  

This is included in the improvement actions surrounding our implementation of PSIRF.   Our Serious Incident Review template was updated which includes the ToR.  More recently, these are under review to work with those involved in the initial screening in order to shape the terms of reference and enhance the potential for learning.  

RR 2


	Ensure that Root Cause Analysis (RCA) tools are used effectively to consistently explore why certain events occurred when investigating a Serious Incident (SI). 

In addition to the improvement work already mentioned, we have commissioned specialist training to support experienced staff and those that are new to completing SI reviews. During this time 175 staff have completed one day Systems Based Approach training and 9 people have attended the Quality Assurance training. There is a requirement for Band 8a or above staff to undertake this training and once completed they will be added to the data base for centralised allocation to undertake a Serious Incident Review. They will receive support from our Serious Incident Leads as well as additional clinics facilitated by the Service Director and Legal Director. 


	RR 3

The Trust and the CCG/ICB should ensure that their reviews of SI reports have a consistent focus on ensuring that the ‘why’ is fully explored in SI reports, as opposed to simply describing the timeline of events. 

In addition to the information provided, there is a quality assurance process in place for the Serious Incident Reviews.  This gives the reviewer opportunity to gain feedback and recommendations to Serious Incident Reviews prior to final sign off by either the Chief Nursing Officer or the Chief Medical Officer. The Serious Incident review is shared with the ICB and we have jointly developed attendance to the scrutiny group.  There is a monthly Serious Incident Assurance Report which is presented to the Trust Safety Committee, and the Quality Committee. Highlights from this report are included in the quarterly Integrated Safety Report and highlights are presented at the Quality Review Meeting chaired by the ICB.

RR 4


	SI report authors should ensure that reports are subject to peer review before submission to the relevant Service Director in order to identify, at an early stage, any quality improvement opportunities. 

We have improved our quality assurance checking processes and there is now a review from a Serious Incident Lead before Service Director, Legal Director and Deputy Chief Nursing Officer, Chief Nursing Officer or Chief Medical Officer.  We are currently planning a pilot of shared quality sign-off to further enable discussion of immediate learning and action. The action plan developed following the review is uploaded onto our central incident management system and updates are sent out to relevant Service Directors. There is a brief weekly Serious Incident Report presented at the weekly Executive Committee giving oversight of the incidents reported on STEIS in the previous week, the number of open reviews, Duty of Candour and any immediate learning.


	RR 5

Verbal and written apologies should be given to those owed an apology, even if they have expressed a wish not to be involved in the investigation itself. 

There is a robust policy and monitoring system in place for Duty of Candour. This is via the central incident reporting system and all associated documentation is attached when a Serious Incident Review is allocated to a reviewer. Duty of Candour is monitored with a highlight report to the Executive Committee on a weekly basis, included in the monthly Serious Incident Assurance Report and included in the Integrated Safety Report. 

RR 6



	SI reports should outline how DoC was enacted with all relevant persons. In cases such as these, explicit consideration should be also given to whether the perpetrator is owed a DoC. 

This is monitored and recorded through an online system, and there is a dedicated section in the revised template being used. 

RR 7


	The Trust should ensure that specialist teams in the CCG / ICB have an opportunity to shape the ToR for SI investigations, where this is proportionate and appropriate. The same teams should then review the draft report to ensure that the ToR have been properly addressed. 

	


SPFT are working with ICB to improve opportunities for joint working, this has included attendance to the ICB Serious Incident Scrutiny Group as well as participating in system wide meetings where people affected Serious Incidents cover different Health and Social Care providers.
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