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Serious Incidents (SIs)

Serious incident reviews are described in the NHSE Serious Incident Framework 
(March 2015) as those that:

“… include acts or omissions in care that result in; unexpected or avoidable death, unexpected 
or avoidable injury resulting in serious harm - including those where the injury required 
treatment to prevent death or serious harm, abuse, Never Events, incidents that prevent 
(or threaten to prevent) an organisation’s ability to continue to deliver an acceptable quality 
of healthcare services and incidents that cause widespread public concern resulting in a loss 
of confidence in healthcare services.”







Activity 1: Process of patient death

1. What do you do when you receive a notification of a patient death?

2. What do you do if you find out your patient has come to harm?



Activity 1: Group Feedback 

1.

2.

3. 





Areas of good practice

Endocrinology Pathway:

• Notes and plans easy to 
follow with clear instructions

• Evidence that patients 
understand their treatment 
plan and management of 
expectations 

• Sign posting when issues 
arose during sessions and 
escalation

• Timely documentation 

General:
Patient telephone contact 
to minimise DNA

Process:                    

• Clear process for 
hormone endorsement

• Use of assessment 
template 









Risks

Organisational Risk

• Patient safety concerns
• Reputational damage
• Potential for litigation

Professional Risk

Responsibility 
and accountability

Service Risk

• Poor service user outcomes
• Reputational damage 
• Potential decommissioning of 

service
• Increased regulator and 

commissioning scrutiny 



Activity 2: Case Vignette
• Name:            December 
• Age at referral:           18 years
• Assigned at birth:          Female
•Length of time on the waiting list: 3.5 years
• Age at time of death:           23

•Cause of death:                         Suicide
• Total number of appointments offered: 16
• Number of attended appointments:      10
• Cancelled appointments:       4
• DNA:         2

Referral Info: Diagnosis of autism, emotionally unstable personality disorder, depression and anxiety, alcohol dependence, 
historical and current history of self harm. Prescribed antidepressants and anti-psychotic medication, open to local adult 
mental health team and  leaving care team (all information provided). GIC was the most active service involved at the time 
of death.

Patients' expectation: endorsement for testosterone therapy, bilateral mastectomy and voice exploration therapy

GIC Journey:
• Core Clinician: Three appointments with Consultant Psychiatrists
• Endocrinology: Six appointments
• SLT: three appointments
• Psychology: Attended the full group sessions
• Appointment themes: 1 bottle of vodka a day, low mood, worthless thoughts and issues with disassociation. 

A clinician requested asked in their letter that the GP forward the clinic letter to the mental health team. 



Activity 2: Overarching Question

• How do the GIC ensure that patients presenting with this level of 
complexity are safely cared for and managed  in their GIC journey?

Discussion

• How do clinicians hear and manage worrying information in clinical 
sessions. What do you do with this information afterwards? 

• For complex patients that see multiple clinicians in GIC how is the 
care (information) coordinated to ensure that there is a joined up 
approach?



Activity 2: Group Feedback & Next Steps

1.

2.

3.





               

                                THANK YOU!

 




