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What is it: A structured, facilitated discussion on an incident or event to identify a group’s strengths, learning and areas for improvement by understanding the expectations and perspectives of all those involved and capturing learning to share more widely. Safe space, invitees only (those involved in incident, agreed by the Division/Patient Safety Team).
When to use it: AARs can be used after any activity or event that has been particularly successful or unsuccessful. It is also often used at the end of a project to help populate a lessons learnt log. It is important to disseminate learning widely so that good practice can be shared and others can learn when care and treatment has not gone as planned.
Who facilitates it: AARs should be facilitated by someone who hasn’t been directly involved in the incident.  This is so that the facilitator can be non-bias in the discussion and can actively create and maintain a high-quality and inclusive learning environment.
	[bookmark: _Hlk164687358]Patient’s Details

	CIS number 
	
	NHS number
	
	Incident number
	

	Patient’s name
	
	LFPSE number
	
	Age
	

	Gender identity
	
	Looked after child/care leaver?
	
	Safeguarding concern raised?

	Adult	☐
Child ☐

	Has there been any consideration of risks to children impacted by the incident?
	Yes	☐
No	☐

	Child safeguarding concern raised?

	Yes	☐
No	☐
	Do you think medicines had an impact on this incident?
If yes, list medicines below:





	Yes	☐
No	☐


	Reviewers Details

	Ward /Team:
	
	Location of incident:
	

	Name/job role of person leading the AAR:
	

	Attendees of AAR:

	





	Event Details

	Date of incident: 
	
	Date incident identified (if different): 
	DD/MM/YYYY

	Summary of the event (What happened?)

	


	What was expected to happen in the event?

	


	Why was there a difference? (Analysis) Work system exploration (SIEPS) Summarise how the participants consider that the work system contributed to the event.  

	




	Details of support offered/provided to those involved 

	



	What has been learnt? (Locally and systemically) 

	

	Areas of good practice identified?  Excellence report completed

	




	Initial learning/Safety actions taken from the incident

	
	
	Safety action description (SMART)
	Safety action owner (role, team, division)
	Completed date/ Target date
	Tool/Measure and Frequency:
(QI project, audit, outcome measure) (e.g. daily, monthly)

	Responsibility for monitoring and oversight 
(e.g. specific group/ individual, etc)
(Supervision, team meeting, Divisional Governance) (Trust Wide e.g. Safety Committee, Acute Care Forum)
	Planned review date (e.g. annually)

	1.
	
	
	
	
	
	

	2.
	
	
	
	
	
	

	3.
	
	
	
	
	
	

	4.
	
	
	
	
	
	

	5.
	
	
	
	
	
	




	Where will this learning be shared? (please document specific forums and routes and by who?)

	






	Name of Reviewer:
	
	Date Completed:
	

	Approved By:

	Divisional Director
	
	Date Completed:
	

	Submitted to Patient Safety Team in Clinical Governance by: 
	
	Date Completed: 
	

	AAR signed off or other learning response required?
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