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Timeliness of SAI Reports 
 
The Health and Social Care Board Procedure for the reporting and follow up of SAIs 
clearly sets out the timescales for completing SAI reviews. All SAI reviews should be 
conducted at a level appropriate and proportionate to the complexity of the incident 
under review.   
 
The Health and Social Care Board (HSCB) works closely with HSC organisations to 
ensure SAI reviews are completed within the required timescales, however the 
priority is the quality and completeness of the review report. Whilst timescales of 
completing reviews are of key importance, there are factors which can legitimately 
delay the completion of reviews such as availability of review team members or 
relevant stakeholders or effective service user/carer/family engagement. It should be 
noted that local learning and immediate actions can however be undertaken, within 
an organisation in advance of a review reporting being submitted to the HSCB. 
 
Also, in certain circumstances e.g. cases of criminality, child protection, or SAIs 
involving theft, fraud, information breaches or data losses the reporting of SAIs to the 
HSCB may also need to work in conjunction with all other HSC investigation/review 
processes, statutory agencies and external bodies, which may also delay the 
completion of review reports.   
 
 
Engagement with Service Users/Family/Carers 
 
In March 2014, the Permanent Secretary wrote to HSCB and PHA Chief Executives, 
requesting that HSC guidance on effective patient, client and family engagement be 
developed as part of the overall SAI process.  
 
In response the HSCB/PHA, in consultation with HSC Trusts, RQIA and PCC 
developed and issued Guidance on Being Open with Service Users, Families and 
Carers following a SAI.  The guidance refers to the principles of being open with 
service users, carers and families and includes the following:   
 

 Advising service users/family/carers that the incident is being reviewed as a 
SAI 

 Offering them the opportunity to participate as appropriate in the review 
process 

 Sharing with them the findings in the form of a review report; and 

 Providing them with information on the action being taken to apply any 
learning from the review. 

 
The guidance also makes clear that litigation or legal proceedings should not be an 
obstacle to the engagement process 
 
This guidance was issued in February 2015 and has subsequently been 
incorporated within the revised HSCB Procedure for the Reporting and Follow up of 
SAIs issued November 2016. As part of the engagement process all DoH Arm’s 



Length Bodies are required to, offer an opportunity to engage with service 
users/families/carers following a SAI and complete and submit an engagement 
checklist to the HSCB along with the completed SAI review report. 
 
 

Falls resulting in Moderate to Severe Harm 
 
A thematic review of SAIs relating to patients with a fall resulting in moderate to 
severe harm was undertaken during 2015. The review identified possible regional 
inconsistencies in reporting of falls resulting in moderate to severe harm as SAIs.  
 
The Report on Falls Resulting in Moderate to Service Harm was issued in March 
2016. As a result, a new process has been developed, with phased implementation, 
which requires reporting organisations to manage falls resulting in moderate to 
severe harm as adverse incidents, unless there are particular issues or the 
subsequent internal review identifies contributory issues/concerns in treatment 
and/or care or service issues, or any identified learning that needs to be reviewed 
through the SAI process. 
 
The revised reporting arrangements require HSC Trusts to do a timely post fall 
review debrief to ensure local application of learning which is then shared with the 
Regional Falls Group, where trends and themes can be identified to facilitate 
regional learning and quality improvement priorities. This process will complement 
an     l  on progress ma e   th e  st ng falls pre ent on  and quality improvement 
work regionally. 
 
 

HSCB/PHA SAI Learning Report Statistics 
 
As referenced above, all DoH Arm’s Length Bo  es are req  re  to offer an 
opportunity to engage with service user/families/carers following a SAI and complete 
and submit an engagement checklist to the HSCB along with the completed SAI 
review report.  However, there are occasions when family engagement is not 
undertaken, such examples are cases of criminality or when a service 
user/family/carer is offered the opportunity to engage but declines. 
 
The HSCB SAI Learning Report for the period April-September 2016 indicated that 
15.6% of service user/families/carers were not informed the incident was being 
reviewed as a SAI. However the report also provided the supporting rationale for this 
non-engagement as follows: 
 

 No NOK or contact details 

 Impact on health/safety /security and/or wellbeing  

 Not applicable 

 Case is environmental or infrastructure related with no harm to service user  

 Case identified as a result of review exercise 
 Other rationale provided 


