
Incident Reporting Policy and Procedure 

 

Statement and Purpose of Policy  

Statement  

Serenta Homecare accepts that things may go wrong and incidents/accidents/medication 

errors/near misses may occur. When this happens, Serenta Homecare will respond quickly 

and positively to ensure the wellbeing of Clients, staff and the public. We shall investigate 

incidents to ensure that we learn the lessons and hence improve the quality of our services 

and promote a safer environment for all. All staff have a role to play in identifying and 

minimising all kinds of risks. Serenta Homecare is committed to promoting an open, no 

blame culture where staff feel able to report incidents or near misses and learn from 

mistakes without fear of retribution. 

Responsibilities  

All staff have a responsibility to report near misses, adverse incidents and serious incidents, 

to ensure that Serenta Homecare incident reporting is effective and that all statutory 

reporting requirements are met. Any member of staff who is involved in, witnesses, or 

discovers an incident or near miss must inform their line/duty manager immediately and 

complete an incident report as soon as possible for each relevant incident according to the 

reporting procedure below. 

Training  

All staff will be trained on how to complete the incident form, either through formal training 

that incident reporting is included within, informally by their line manager or through 

supervision. If staff don’t feel confident in completing the forms, they are encouraged to 

speak to their line manager 

 

Introduction  

Serenta Homecare recognise that the delivery of its service is complex and sometimes things 

may go wrong. Serenta Homecare is committed to ensuring the safety of Clients and staff 

and this is taken seriously at every level in the organisation. Serenta Homecare supports 

open and transparent systems of Clients and staff safety, and it is unacceptable to prioritise 

other objectives at the expense of safety. Serenta Homecare actively supports the 

promotion of a positive and no blame approach to incidents and near miss reporting in a 

culture of openness and learning, which is fundamental to effective risk management and 

quality improvement. Serenta Homecare supports the view that the response to incidents 

should not be one of blame but of organisational learning to encourage participation in the 

overall process. Serenta Homecare is committed to developing, encouraging a willingness to 

admit mistakes without fear of punitive measures.  



Every incident report is seen as a learning and quality improvement opportunity. Incident 

reporting is more likely to take place where there is a well-developed safety culture and 

where there is strong leadership. The completion of an incident report does not constitute 

an admission of liability. Serenta Homecare believes that incident investigation and 

reporting should only trigger or contribute to any disciplinary procedure where one of the 

following applies: 

• Where there are repeated occurrences involving the same individual, despite retraining 

and support.    

• Where, in the view of Serenta Homecare or any professional registration body, the 

action causing the incident is far removed from acceptable practice. 

• Where there is a failure to report an incident in which a member of staff was either 

involved or about which they were made aware. Such matters would constitute gross 

misconduct under the Disciplinary Policy and in such cases, a full investigation will be 

undertaken to determine the appropriate action. 

It is the policy of Serenta Homecare to record all incidents that have resulted in harm or loss 

or have the potential to do so, and staff are to report these incidents to the appropriate 

person and in a timely manner. This applies to incidents affecting Clients and directly 

employed staff. This policy and procedure describe Serenta Homecare’ approach to the 

recording, reporting and the management of incidents and is the first step in the process. It 

also defines the types of incidents that may occur and clarifies the process of classification 

of incident severity. The organisation’s approach to incident reporting is designed to achieve 

the following objectives:  

• A standardised approach to incident management. 

• To ensure that learning from incidents is an integral part of Serenta Homecare’ culture. 

• To provide an analysis of trends which may identify the further need for intervention. 

• To improve client and staff safety by addressing systematic errors. 

• To promote a culture of accountability no blame. 

 

PURPOSE AND SCOPE  

This policy describes how Serenta Homecare intends to ensure that all incidents, whether 

they have caused actual harm, or where a near miss, are reported by staff in a timely 

manner. This policy covers all adverse, serious incidents, near misses and the following 

reporting systems: 

• Adverse Incidents  

• RIDDOR reportable incidents  

• Violence and Aggression  



• Serious Incident Reporting Policy 

• Medication Errors  

This policy describes how incidents will be identified, managed and investigated and 

ultimately used to learn lessons and promote future best practice. 

 

WHAT IS AN INCIDENT 

An incident (adverse incident) is an untoward or adverse event that gives rise to, or has the 

potential to produce, unexpected or unwanted effects which could be detrimental to the 

safety of Clients and staff.  

Adverse Incidents are defined as 

• personal accident  

• fire 

• violence/abuse/harassment  

• incidents involving a vehicle  

• ill health  

• infection control related incident  

 

‘Near miss’, means any incident, which could have led to harm but did not, because 

intervention or evasive action was taken.  

‘Harm’ means, “injury, ill-health, damage, theft or loss relating to persons, property, income 

or reputation”. 

Serious Incident  

Some incidents have serious outcomes that require formal investigation and are reportable 

to the CQC and social services. These are known as serious incidents. In the interest of 

clarity, a serious incident is defined as: 

• unexpected or avoidable death or severe harm of one or more clients and staff  

• a scenario that prevents, or threatens to prevent Serenta Homecare ability to continue 

to deliver services, including data loss and property damage 

• allegations, or incidents, of physical abuse and sexual assault, theft or abuse  

 

 

 



WHY DO INCIDENTS NEED TO BE REPORTED? 

Reporting all incidents, however trivial they may appear, enables a profile to be built of the 

risks to staff, clients and the business of Serenta Homecare, from which a strong and factual 

basis for targeting resources effectively can be developed. By reviewing patterns and trends 

of incidents, services are therefore better placed to manage the underlying risks. Serenta 

Homecare has a statutory duty to report certain types of incidents including The Reporting 

of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) which require 

Serenta Homecare to notify the Health and Safety Executive of accidents at work. Incidents 

concerning medicines, serious equipment failings, theft, clients that have fallen in the care 

of a member of staff, fire, incidents that involve clients and staff.  

 

 

 



Reporting Incidents, Accidents and Medication Errors 

Example 1: Incident requiring Incident Form and Body Map 

 

 

 

 

 

 

 

                                                                                                     

                                                                               Example 2: Incident requiring Incident Form 

 

 

 

 

 

 

 

               Example 3: Incident requiring Incident Form from Medication 

Staff may observe a client falling off a chair which causes visible injury/marks 

to their head and left arm. After taking appropriate action to ensure the 

safety of the individual, staff must complete an incident/accident/medication 

form and a body map. The incident form provides the detail of when this was 

observed and the nature of the incident, and the body map provides of the 

detail with where on the individuals’ body the injury or change was observed. 

In cases where a staff member has experienced physical injury as a result of 

an incident, staff should ensure they complete an 

incident/accident/medication form and an accompanying body map. 

 

 

 
Staff may observe or be involved in an incident where a client presents a 

behaviour which may be physical or emotional. A client may have had a 

change to their routine which causes them to become frustrated and they 

verbally shout at staff or leads to physical contact with staff. After taking 

appropriate action to support the individual. The incident 

accident/medication form provides the detail of when this was observed and 

the nature of the incident; the form will need to provide the detail of what 

happened prior to the incident, what happened during the incident and what 

happened after the incident.   

 

Staff may observe or make a medication error themselves (missed dosage, 

dropped medication, MARS sheet not signed etc). After taking appropriate 

action to ensure the safety of the client (seek medical advice immediately), 

staff must record this on an incident accident/medication form.  

Process for reporting incidents, accidents and medication errors 

 

1. Staff should ensure that if incidents/accidents/medication errors or near 
misses occur, the line manager or duty manager must be    informed im-
mediately and an incident/accident/medication form and additional 
documents (such as a body map) are completed within 24 hours of the 
incident occurring. 

 

2. Staff must submit all incident/accident/medication forms to their line 
manager or in their absence, the duty manager for approval, immedi-
ately after completion. 
 

3. The line manager or duty manager will check the content of the form, 
that it had been fully completed, ensure that all actions have been un-
dertaken and that additional forms (such as a body map) have been 
completed. They must then sign the incident/accident/medication form 
and send to their line manager without undue delay.  
 

4. When there is observed physical injury or changes to an individual (cli-
ent) which leads to physical contact with another or yourself, a body 
map must be submitted along with an incident/accident/medication 
form; this allows us to easily monitor for themes and trends.   

 

5. At times, there may be a request for further information to ensure that 
all actions have been undertaken. Any requests must be responded to 
within 48 hours of their receipt, unless agreed otherwise. 

 



 Completing and Submitting Incident/accident/medication error 

 

Many forms we receive are incorrectly completed and additional documents such sections on 

the form are missing such as body maps not being frequently not attached when required.  All of 

these examples are not acceptable methods of submitting incident and safeguarding forms. 

 

Following the instructions below will aid the processing of incident and safeguarding referrals  

We would welcome your adherence to the instructions below. 

 

Instructions for Completing and Submitting Forms 

 

1. Complete ALL sections of the form. 

2. Attach a body map if required. 

3. Complete ONE incident/accident/medication error form for ONE incident. Any additional 
actions that occurred are to be written on the continuation sheet on the original incident 
form.  

4. Ensure the detail you enter is FACTUAL and RELEVANT to the incident. 

5. Ensure all actions you have already completed are documented in detail. 

6. Any OUTSTANDING actions must be documented. Please input a name or reference of 
the person dealing with these outstanding actions.  

7. Ensure you have completed the section where ACTIONS/REPORTED TO which highlights 
who you have reported the incident too and the date.  

8. The person completing the form and the line manager MUST sign the form. 

9. Completed incident/accident/medication error forms MUST be sent into the LINE MAN-
AGER within 24hrs of the incident occurring. 
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 Roles of Individuals Reporting Incident, Accident and Medication Errors 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Care Coordinator/Compliance officer submitting a Sheffield City Council untoward incident 

 

Please complete an untoward form using clients initials and Care First number only. Email it to 

the relevant team at ACM.apr@sheffield.gov.uk. Assessment & Care Management will then 

respond by telephone if they deem it necessary.  

 

Following the instructions below will aid the processing of incident and safeguarding referrals. We 

would welcome your adherence to the instructions below. 

 

Instructions for Competing and Submitting Forms 

 

1. Complete ALL sections of the form. 
2. The person completing the form and the line manager MUST be a Care Coordinator or 

Compliance officer or Senior Manager 
3. An untoward is used to all aspects of a clients care under Sheffield City Council. For exam-

ple, this can be to increase or decrease hours. However, it is also to    REPORT INCIDENTS 
and raise concerns.  

4. Local authority clients are required to have an Untoward incident completed and sent 
through to SCC within 48 hrs of the incident occurring. 

 

  

If any member of staff feels that the incident is of safeguarding nature, they should follow the 

processes set out in the organisation’s safeguarding policy. Report of a safeguarding must be 

completed with 24 hrs of incident occurring.  

 

mailto:ACM.apr@sheffield
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All Staff 

If an incident occurs the line/duty manager must be informed immediately. Within 24 hours of 

an incident, accident or medication error, staff should fully complete the 

incident/accident/medication form with factual information and sign and date. This should be 

immediately sent to their line manager.  

If a member of staff feels that the incident is of safeguarding nature, they should follow the 

processes set out in the organisation’s safeguarding policy. 

Line Managers 

 

Once receiving the form, line managers are to initiate the first response of actions required. 

They are also to screen for quality measures ensuring the form is completed factually and 

sections are correctly completed. They will also check that accompanying documentation 

(body map) has also been completed. They will be responsible for sending the documentation 

to their Line Manager or Compliance officer which should be done without undue delay.   

 

If a line manager feels that the incident is of a safeguarding nature, they should follow the 

processes set out in the safeguarding policy.  

 

Registered Manager 

 

The Registered Manager & Head of Operations of a service must be notified of any incidents 

without undue delay. In the case of incidents of a safeguarding nature, these must be reported 

immediately so that if relevant, the Care Quality Commission (CQC) can be notified, and the 

organisation’s safeguarding process can be initiated  

Quality and Compliance officer  

The Quality and Compliance officer manages incoming incidents/accidents/medication error 

and associated forms that are received. The information received is logged onto databases and 

monitored for themes and trends. They may at times request further information regarding 

incidents/accidents/medication errors. They may also offer recommendations or give actions 

after an incident/accident/medication error.  

The Quality and Compliance officer will complete all S42 reports sent to Serenta Homecare.  
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Incident / Accident / Medication Report Form 

please write clearly 

Please tick as appropriate:    Incident             Accident           Medication  
 

Address where the incident 
took place: 

 

Location at Address: 
e.g. bathroom, bedroom 

 

Date of 
Incident: 

 
Time of 

Incident: 
 

Duration of 
incident 

 

 

Who was involved in the Incident? 

Name Date of Birth 
Their Role: 

Service User/staff/other 
Contact Number 
only if applicable 

    

    

    

    

 

RESPONDING, RECORDING AND REPORTING: 

Did the incident/accident/meds error involve: Tick all that apply 

Manual handling  Equipment / 
Failure 

 Fire  Other 

Injury  Physical 
Intervention 

 Transport  

Violence/aggression  Theft  Fatality  

A slip, trip or fall  Health  Burns/Scalds  

Ingestion/choking  Hospital admission  PRN Medication/ 
Chemical 
Restraint 

 

Near Miss  Medication error  

 

Detail of Incident/Accident/Medication error: (What happened, external agency involvement, witness 
details, details of any injuries, detail of medication error, medication name, dosage, overdose or under 
dose etc.) If Continuation Sheet (page 3) is used please tick here □ 
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Action Taken: (Have any control measures been put in place? What has been done? First Aid, GP, Police 
called, Ambulance, Hospitalisation. Risk assessment and support plan updated? Management Notified?) 

Action By Who When 

   

   

   

   

   

   

Outstanding Actions:  

 
 
 
 
 
 
 

Actions / Reported to Yes No Name / Reference Date 

Manager / Coordinator / CSO Notified:     

Registered Manager Notified:     

On Call / Out of Hours Contacted:     

CQC Notified:     

Adult Social Services Notified:     

RIDDOR     

Other (specify)     
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Signed by the person completing this form:                                                         

Print Name: 
 
Job Title:              

 
Signature: Date:  

Line Manager signage:                                                         

 
Print Name: Job Title:  

 
Signature: Date:  

 

This form should be completed within 24 hours or as soon as reasonably possible after an incident. 
You should ensure that this completed form is given to your line manager or handed into the office.  

 

 

 

 

 

Date of Incident:  
Time of 

Incident: 
 

Name of person 
completing form: 

 Date:  

Sign:  
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Detail of Incident/Accident/Medication error:  (What happened, external agency 
involvement, witness details, details of any injuries, detail of medication error, medication 
name, dosage etc.)  
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 Sheffield City Council - Communities 

 

Untoward Incident 

 

Please complete this form using initials and Care First number only and email it to the 

relevant team at ACM.apr@sheffield.gov.uk . Assessment & Care Management will then 

respond by telephone if they deem it necessary.  

 

Service User initials  

Care First No  

Team Responsible:  

Date of Incident  

 

NB: Initials only to be used for Service Users, their family members or any other 

party mentioned in this Untoward. 

Provider:  

Reported by:  Position:  

Tel:  Date:  

 

Details of incident: 

 

Details of action taken: 

mailto:ACM.apr@sheffield
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Details of any action required by service: 

 

 

Body Chart 
 
 
Name: 
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Please mark and identify on the body chart any bruising, skin abrasions pressure 

sores, wounds etc, giving a detailed description of findings. 

 

 
Description 

 

 
Signature & Date 
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Duty of Candour 
 
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 came into force 
on 27 November 2014. These brought into force new statutory provisions regarding Duty of 
Candour (Regulation 20). 

The Duty of Candour is a legal requirement for care service organisations to inform Service 

Users (and their families/carers) when they have been harmed (either physically or psycho-

logically) as a result of the care or treatment they have received. Therefore, where harm as 

occurred to a Service User the Registered Manager will inform the Service User and/or 

their family/carers. Depending upon the seriousness of the situation this can be via call, 

meeting or formal letter. 

Wherever possible, Duty of Candour discussions must be held with the Service User di-
rectly. However, this is not always possible and reasons for this could be the death of a Ser-
vice User, their circumstances, their age, or of the patient wishes someone else to repre-
sent them. 
 

 

 

 

 

 

 

 

  

Appendix: 

• Incident Reporting Form  

• Untoward  

• Body Map  
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