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Dear Colleague
ESTABLISHMENT OF AN EARLY ALERT SYSTEM

In March 2009, | wrote to you about the initial steps being taken to phase out the reporting of
Serious Adverse Incidents (SAls) to the Department, and the implementation of the Regional
Adverse Incident and Learning (RAIL) system (Circular HSC (SQSD) 22/2009).

Circular HSC (SQSD) 08/2010, which issued on 30 April 2010, advised of the transfer of
responsibility for managing SAls from the Department to the HSC Board and Public Health
Agency with effect from 15 May 2010, and the revised reporting arrangements which will be in
place until the new RAIL system is fully implemented.

The purpose of this circular is to provide specific guidance on the arrangements which should be
followed with effect from 1% June to ensure that the Department (and thus the Minister) receive
prompt and timely details of events (these may include potential serious adverse incidents), which
may require urgent attention or possible action by the Department.

You are asked to ensure that this circular is communicated to relevant staff within your
organisation.

Yours sincerely
% w b

Dr Jim Livingstone
Director Safety, Quality and Standards Directorate
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Introduction of an Early Alert System

Purpose of the Early Alert System

1.1

1.2

The Early Alert System will provide a channel which will enable Chief Executives and their
senior staff (Director level or higher) in Health and Social Care (HSC) organisations to notify
the Department in a prompt and timely way of events or incidents which have occurred in
the services provided or commissioned by their organisations, and which may require
immediate attention by Minister, Chief Professional Officers or policy leads, and/or require
urgent regional action by the Department.

It is important to note that this reporting system is intended to complement, not
replace, existing channels of communication, both formal and informal.

While it is likely that some of the notifications reported as Early Alerts will also require to be
managed as adverse incidents by HSC organisations, many adverse incidents will NOT
need to be reported through this channel.

Criteria for using the Early Alert System

1.3

The established communications protocol between the Department and HSC organisations
emphasises the principles of ‘no surprises’, and an integrated approach to communications.
Accordingly, HSC organisations should notify the Department promptly (within 48 hours of
the event in question) of any event which has occurred within the services provided or
commissioned by their organisation, or relating to Family Practitioner Services, and which
meets one or more of the following criteria:

1. Urgent regional action may be required by the Department, for example, where a
risk has been identified which could potentially impact on the wider HSC service
or systems;

2. The HSC organisation is going to contact a number of patients or clients about
harm or possible harm that has occurred as a result of the care they received.
Typically, this does not include contacting an individual patient or client unless
one of the other criteria is also met;

3. The HSC organisation is going to issue a press release about harm or potential
harm to patients or clients. This may relate to an individual patient or client;

4. The media have inquired about the event;

5. The PSNI is involved in the investigation of a death or serious harm that has
occurred in the HSC service, where there are concerns that a HSC service or
practice issue (whether by omission or commission) may have contributed to or
caused the death of a patient or client. This does not include any deaths routinely
referred to the Coroner, unless;

i. there has been an event which has caused harm to a patient or client
and which has given rise to a Coroner’s investigation; or
ii. evidence comes to light during the Coroner’s investigation or inquest
which suggests possible harm was caused to a patient or client as a
result of the treatment or care they received, or
iii. the Coroner’s inquest is likely to attract media interest.
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1.4

6. The following should always be notified:

i. the death of, or significant harm to, a child, and abuse or neglect are
known or suspected to be a factor;

ii. the death of, or significant harm to, a Looked After Child or a child on
the Child Protection Register;

iii. allegations that a child accommodated in a children’s home has
committed a serious offence; and

iv. any serious complaint about a children’s home or persons working
there.

7. There has been an immediate suspension of staff due to harm to patient/client or
a serious breach of statutory duties has occurred.

Family Practitioner Services should notify the HSC Board about events within the services
they provide that meet one or more of these criteria. The HSC Board will then notify the
Department.

Operational Arrangements

1.5

1.6

1.7

It is the responsibility of the reporting HSC organisation to ensure that a senior person from
the organisation (at Director level or higher) communicates with a senior member of staff in
the Department (i.e. the Permanent Secretary, Deputy Secretary, Chief Professional
Officer, or Assistant Secretary) regarding the event, and also an equivalent senior executive
in the HSC Board, and the Public Health Agency, as appropriate, and any other relevant
bodies.

It is the responsibility of the reporting Family Practitioner Service practice to ensure that a
senior person from the practice speaks in person to the Director of Integrated Care (or
deputy) in the HSC Board regarding the event.

The next steps will be agreed during the call and appropriate follow-up action taken by the
relevant parties. In all cases, however, the reporting organisation must arrange for the
content of the initial contact to be recorded on the pro forma attached at Annex A, and
forwarded, within 24 hours of notification of the event, to the Department at
earlyalert@dhsspsni.gov.uk and the HSC Board at earlyalert@hscni.net
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ANNEX A

Initial call made to (DHSSPS) on (DATE)

Follow-up Proforma for Early Alert Communication:

Details of Person making Notification:

Name Organisation

Position Telephone

Criteria (from para 1.3) under which event is being notified (tick as appropriate)
1. urgent regional action
2. contacting patients/clients about possible harm
3. press release about harm
4. regional media interest
5. police involvement in investigation
6. events involving children
7. suspension of staff or breach of statutory duty

Brief sum mary of event being communicated: *if this relates to a child please specify DOB, legal status, placement
address if in RCC. If there have been previous events reported of a similar nature please state dates and reference number. In the event
of the death or serious injury to a child - Looked After or on CPR - please confirm report has been forwarded to Chair of Regional CPC.

Appropriate contact within the organisation should further detail be required:

Name of appropriate contact

Contact details: Telephone (WOrk 0r hOmMe) .....oveieiii
Mobile (WOrk or hOME) ...
Email address (Work or home) ........cooveiiiiiiii e,

Forward proforma to the Department at: earlyalert@dhsspsni.gov.uk and the HSC Board at:
earlyalert@hscni.net

FOR COMPLETION BY DHSSPS:
Early Alert Communication received by: ..o OffiCe: coviii
Forwarded for consideration and appropriate actionto: .............oooiinn. Date: ..o

Detail of follow-up action (if @appliCable) ...
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